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ABSTRACT

Background: Non-pharmacological interventions (NPIs) are public health measures that aim to
prevent and/or control Severe Acute Respiratory Syndrome (SARS-CoV-2) transmission in the
community. NPIs are also known as community mitigation strategies. The scientific evident
NPIs are; Personal protective measures, Environmental measures, Social distancing measures,
and Travel-related measures. There are no well-known levels and factors influencing their
implementations at community level as there are no previous complete studies eversince for

current COVID-19 pandemic assailing the fortheworld.

Objective: To assess level of implementation of Non-Pharmacological Interventions to Prevent
COVID-19 Infection and Associated Factors among adult residents in Assosa town, Benishangul

Gumuz Region, North West Ethiopia.

Methods: Community-based cross-sectional study was conducted from May 24 to June 11/2021
among 418 adult residents using simple random sampling technique. Structured questionnaire
and observational checklists was used to collect data. Data were entered in to Epi Data version
3.1 and exported to SPSS version 23 to perform various analyses. Bivariable logistic regression
analysis was performed to identify candidate variables at p-value of <0.25 and then multivariable
logistic regression analysis was conducted to determine the factors associated with NPIs. In
multivariable model, adjusted odds ratios together with their corresponding 95% confidence
interval (Cl) was calculated to assess strength of association and to declare statistical
significance at p-value of < 0.05.

Results: A Sample of 418 respondents were interviewed with response rate of 100%. The overall
level of non-pharmacological interventions implementation to prevent COVID-19 infection
among respondents was 62.3%, 95%CI (0.219, 0.280). Good level of knowledge about COVID-
19 (AOR= 5, 95%CI(2.1, 29.61), Moderate level of knowledge about COVID-19 (AOR=3,
95%CI(2.13, 36.5), Positive attitude (AOR=2, 95%CI(1.62, 25.6), wealth index (Second quintile:
AOR=2, 95%CI(1.15, 25.3), Third quintile: AOR=3, 95%CI (1.13, 19.1), Fourth quintile:
AOR=2.3, 95%CI(2.1, 12.3), Fifth quintile: AOR=2.4, 95%CI(1.9, 12.6), Diploma level of



education AOR=2.3, 95%CI(1.5, 6.92) and Degree level of education AOR=1.3, 95%CI (1.1,
9.2) were significantly associated with implementation of non-pharmacological interventions to
prevent COVID-19 infection.

Conclusion: The overall adherence to non-pharmacological interventions to prevent COVID-19
infection implementation is low compared to World Health Organization recommendation. In
addition, Knowledge, Attitude, Wealth index and Educational level were factors independently
associated with non-pharmacological interventions implementation to prevent COVID-19

infection.

Recommendations: | recommend Federal Ministry of Health, Regional Health Bureau and other
stakeholders to deal with and support update of knowledge, capacity building, and review of
previous programs and approach of new strategies, requesting their consideration of the
importance of human health in the earth, multi-sectoral and multi-lateral cooperation against
COVID-19 pandemic. Furthermore our community members to realize scientific evidence and
follow medical advices provided by health care provider. Finally researchers™ further mode of

study.

Key words: COVID-19, Non-pharmacological Interventions (NPIs), level, factors,

implementation, Assosa
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CHAPTER ONE: INTRODUCTION

1.1 Background

Non-pharmacological interventions (NPIs) are public health measures that aim to prevent and/or
control Severe Acute Respiratory Syndrome (SARS-CoV-2) transmission in the community.
Non-pharmacological Interventions (NPIs) are actions, apart from getting vaccinated and taking
medicine that people and communities can take to help slow the spread of illnesses like
pandemic influenza (flu). NPIs are also known as community mitigation strategies. The scientific
evident NPIs are; Personal protective measures (e.g. hand hygiene, respiratory etiquette and face
masks); Environmental measures (e.g. surface and object cleaning, and other environmental
measures); Social distancing measures (e.g. contact tracing, isolation of sick individuals,
quarantine of exposed individuals, school measures and closures, workplace measures and
closures, and avoiding crowding); and Travel-related measures (e.g. travel advice, entry and exit
screening, internal travel restrictions and border closure). NPIs are the only set of pandemic
countermeasures that are readily available at all times and in all countries(1-8).

Following the World Health Organization (WHO) recognition and declaration of the pandemic
spread of COVID-19 on 11 March 2020, two days apart Ethiopia has confirmed the first case of
COVID-19 from Japanese that came from Burkina Faso in March 13, 2020. And has
immediately adopted the basic measures to reduce COVID-19 transmission that has been
recommended by WHO such as: to use face masks, to cover coughs and sneezes, to wash hands
regularly, to avoid contact with infected people, to maintain an appropriate distance from people,
to refrain from touching eyes, nose, and mouth, in case of symptoms to seek medical care early
and call in advance the center assigned for COVID-19 response, Stay informed and follow

advice given by healthcare providers(8-11).

Ethiopia also has taken part in fighting the COVID-19 pandemic and taken the containment
measures as that of the world community since the beginning of the pandemic. For example; The
authorities have closed borders, closed schools, ordered the shuttering of nightclubs and

entertainment outlets, announced social distancing measures, and called in retired and in-training
1



medical personnel, In addition, all people entering Ethiopia from another country are subjected
to mandatory 14-day quarantine at designated hotels at the traveller’s expense; The authorities
postponed the elections, which were scheduled for August 29; on April 8, the Prime Minister
declared a state of emergency under Article 93 of the constitution, which allows it to impose

more strict measures(8,9).

Coronaviruses are a family of viruses common across the world in animals and humans; some
coronaviruses cause the common cold; others cause diseases, which are much more severe such
as Middle East Respiratory Syndrome (MERS) and Severe Acute Respiratory Syndrome
(SARS), both of which often lead to pneumonia. It has been also stated that the new CORONA
virus an RNA virus that belongs to the family of CORONA (Latin Crown, from the structure of
the virus under electron microscope) identified as the cause of the acute respiratory disease in
humans since the end of December 2019 as 2019-nCoV, later labeled as SARS-CoV-2 by WHO.
A virus of a different strain of CORONA virus from SARS and MERS CORONA viruses, and
the difference were not limited to genetic make-up only but also in the clinical presentations,
case fatality and the rate of spread across the globe(3,8,10).

In general, it has been mentioned that the disease is mainly transmitted via the respiratory route
when people inhale droplets and particles that infected people release as they breathe, talk,
cough, sneeze, or sing. Infected people are more likely to transmit COVID-19 the longer and
closer they interact with others, and infection can occur over longer distances, particularly

indoors. Likewise, COVID-19 affects different people in different ways(8,11).

CDC mentioned that the people with COVID-19 have had a wide range of symptoms reported —
ranging from mild symptoms to severe illness. Symptoms may appear 2-14 days after exposure
to the virus. Most infected people will develop mild to moderate illness and recover without
hospitalization, and those have serious symptoms must seek immediate medical attention. In
addition the clinical manifestation of COVID-19 infection have been classified in to most
common symptoms: such as fever, fatigue or tiredness, and coughing; less common symptoms:

like headache, sneezing, runny nose, muscle pain, joint pain, loss of test or smell & or appetite,



diarrhoea; serious symptoms: such as difficulty breathing or shortness of breath or nasal

congestion, chest pain or pressure, loss of speech or movement(11,12).
1.2 Problem Statement

Even though the information on COVID-19 is rapidly changing, sometimes daily, it has been
stated early during emerge of the virus on 31* December 2019, Chinese authorities notified the
WHO of an outbreak of pneumonia in Wuhan City, which was later classified as a new disease:
COVID-19. Even though global scientists are intensifying research into COVID-19, as the World
Health Organization (WHQO) moves to expand its scientific collaboration and monitoring of
emerging variants of SARS-CoV-2, the virus that causes COVID-19(3,8).

Experts mentioned that the current COVID-19 pandemic was unprecedented, but the global
response drawed on the lessons learned from other disease outbreaks over the past several
decades like that of Ebola virus disease, SARS-CoV and MERS-CoV, and the attention was
given to describe the characteristics, its effects and its behaviour for example the timing and
extent of the peak of an outbreak, its precise impact on individuals, accordingly revised estimates
of its potential mode of spread, severity and impact then adopting the prevention modalities
which has been applied during SARS outbreaks(10,13).

Reports indicated that Non-pharmacological Interventions (NPIs) have played a critical role in
reducing transmission rates and the impact of COVID-19 in the European Union, European
Economic Area (EU/EEA) and United Kingdom (UK). Until a safe and effective vaccine is
available to all those at risk of severe COVID-19 disease, NPIs will continue to be the main
public health tool against SARS-CoV-2(1,3,4).

Communicable Disease Control and Prevention (CDC) has stated that COVID-19 was a new
disease and there was limited information regarding risk factors for severe illness based on
available information and clinical expertise at starting time of the pandemic, 65 years older
adults and people of any age who have serious underlying medical conditions such as Asthma,

Chronic kidney disease being treated with dialysis, Chronic lung disease, Diabetes, Haemoglobin

3



disorders, Immunocompromised, Liver disease, People in nursing homes or long-term care
facilities, Serious heart conditions, Severe obesity might be at higher risk for severe illness from
COVID-19(14).

WHO Emergency Situational Updates reported the march 9, 2021 COVID-19 epidemiological
update as there were over 2.7 million new COVID-19 cases were reported a week before, a 2%
increase compared to the previous week. The global case increase was driven by increases
in the Eastern Mediterranean(10%), African Region (10%), and Europe (4%),
while small declines were seen inthe Americas (-2%), South-East Asia (-2%) and Western
Pacific regions (-6%) (15). UNHCR stated, 09 March 2021, as the Ethiopian Ministry of
Health (MoH) reported 168,335 coronavirus (COVID-19) cases and 2,451 deaths in the
country. Ethiopia is currently one of five countries in Africa registering the highest numbers
of COVID-19 cases, according to WHO, with a recent rise in the number of positive cases and
deaths(16).

Global COVID-19 situational update reports showed that according to the WHO (as 30
September 2021, of 5:15pm CEST), there have been 233,136,147 confirmed cases of COVID-
19, including 4,771,408 deaths, reported to WHO. As o0of29 September 2021,
6,136,962,861 vaccine doses have been administered globally. In addition it mentioned last eight
months COVID-19 situation in Ethiopia, from 3 January 2020 to 5:15pm CEST, 30 September
2021, stating there have been 344,322 confirmed cases of COVID-19 with 5,534 deaths, reported
to WHO. As of 26 September 2021, 3,535,329 vaccine doses have been administered(17).

According to the Ethiopian Ministry of Health and the Ethiopian Public Health Institute’s
COVID-19 pandemic preparedness and response daily situation report (as 30, September 2021),
since the first COVID-19 case was reported on 13 March, 2020, from 3,474,018 laboratory tests
conducted a total of 345, 674 COVID-19 cases have been registered; out of these, 312,806 have
recovered and 5,582 have died and total of 2,853,785 people have been vaccinated(18).

Few studies reported about the adherence to COVID-19 preventive measures in the first stage of

the outbreak, like that Ugandan which reported high level of adherence to some of the individual
4



preventive measures, overall, 96% adhered to frequent handwashing, 90% to physical distancing,
and 86% to cough hygiene, whereas the use of masks was low at 33%. And reported finally only

495 (29%) of participants were adherent to all the preventive measures(19).

Study done on improving the impact of non-pharmaceutical interventions during COVID-19
revealed that there were a range of demographic, social and psychological factors underpinning
engagement with quarantine, school closures, and personal protective behaviours. Aside from the
factors impacting on acceptance and compliance, there are several key community concerns

about their use that need to be addressed including the potential for economic consequences(20).

NPIs can have an impact on the general well-being of the people and their economy. Then, the
NPIs practice needed guidance with real data from local situation, which might at end, contribute
to the protection of the most vulnerable people in the whole community. As long as there is no
enough access to effective and safe vaccine to protect those at risk of severe COVID-19, NPIs
are still the most effective public health interventions against COVID-19 and the like infections.

Reports showed that worldwide and at country level, day-to-day increases of COVID-19 status
in terms of cases and deaths(13,21-26). Even though there is recently vaccine development at
advanced world, and vaccination of selected groups of the society, prevention so far, the best
practice in order to reduce the impact of COVID-19 considering the lack of effective treatment.
Despite the efforts of government, voluntary campaign through media and local creation of
awareness to implement NPIs in the town, still the ignorance of our people has been observed
deteriorating day-to-day which may put the whole community at risk of this pandemic infection.
In addition, the individual behaviour, beliefs and social characteristics of our communities had
played the great role that impact the implementations of medical advices provided by health care
provider, as well as absence of great deal of previous studies on local residents™ factors that
could affects the scientific evidence application to the real life



1.3 Significance of study

This study intended to determine the level of non-pharmacological interventions(NPIs)
implementation and the factors which affects practices of COVID-19 preventive measures; by
understanding the factors, barriers, and defining the level of implementation we can identify
what strategies need to be adopted to motivate individuals and improve community practice. As
a result, to plan interventions based on these key factors, will also ensure local and national
implement appropriate and targeted responses, and acknowledge the strategies that will have an
impact on an individual and the community. Therefore, the information from this study would
enable the government and other stakeholders to revise and develop programs to improve
prevention and control strategies of COVID-19 in the town and entire region; as well as to state

the reference for further study since no complete studies done so far in the town and the region.



CHAPTER TWO: LITERATURE REVIEW

2.1 Level of non-pharmacological interventions (NPIs) implementation

Study done in Uganda to assess Level and determinants of adherence to COVID-19 preventive
measures in the first stage of the outbreak, reported high level of adherence to some of the
individual preventive measures, overall, 96% adhered to frequent handwashing, 90% to physical
distancing, and 86% to cough hygiene, whereas the use of masks was low at 33%. And reported
finally only 495 (29%) of participants were adherent to all the preventive measures(19).

The study reported also, those participants who obtained COVID-19 information from healthcare
workers those who obtained COVID-19 information from village leaders, or those worried about
their health were more likely to adhere to the preventive measures positively. Staying with
siblings reduced the odds for high adherence. Furthermore reported females, health care workers,
and those in the second wealth quintile were very satisfied with the preventive measures.
Regarding some barriers it stated also participants who reported violence or discrimination at
home during the lockdown period were less likely to be very satisfied with the COVID-19 the

preventive measures(19).

The study undertaken in Dessie city of Ethiopia revealed the most frequently mentioned
preventive measures were frequent hand washing (89.6%), physical distancing (82.8%), avoiding
handshaking (54.7%), staying at home (44.6%) and face mask utilization (42.7%) (27).

Study done in Dirashe district of southern Ethiopia revealed that only 12.3% of the participants
adhered to the existing COVID-19 preventive measures. This reported as low adherence to the

recommended preventive measures(28).

2.2Factors associated with non-pharmacological interventions (NPIs)

implementation



Review done on twenty-six papers related to acute respiratory syndrome, avian influenza/flu
(H5N1), swine influenza/flu (H1N1), and pandemics revealed psychological factors associated
with carrying out the behaviours; such as perceived susceptibility to the disease, perceived
efficacy of behavior, cues to action, social norms, state anxiety, perceptions about

communications from authority, knowledge, are mentioned in detail in the following points;

Perceived susceptibility to the disease: associations between perceptions of risk and carrying
out preventive behaviours. Perceived severity of disease: Constructs of perceived severity as
assessed in the studies included the chances of dying from the disease and its infectivity.
Mentioned the study showed that those who felt that swine flu was more severe were more likely
to report carrying out hand washing, disinfecting, and arranging flu friend behaviours. Travelers
between Hong Kong and mainland China who thought that SARS was fatal were more likely to
wear masks, and those who believed that SARS was under control were found to be less likely to
wear a mask(29,30).

Perceived efficacy of of behaviour: Perceived efficacy of behaviour was assessed in the studies
by how far the respondents felt that the behaviour would protect them from disease; In a UK
study, an association has been found between the perceived efficacy of preventive behaviours
(hand washing, making flu friend plans, cleaning surfaces) in protecting against swine flu and
reports of having carried these out. Studies amongst Hong Kong residents cross border travelers
and air travelers have found a relationship between the perceived efficacy of mask wearing to
protect against SARS and a greater likelihood of carrying out this behaviour(31). A relationship
has also been found between efficacy of facemask use and reported intentions to wear one in the
event of an avian influenza pandemic. A relationship has been found in the UK between the
perceived efficacy of avoidant behaviours in protecting against swine flu and individuals
reporting having carried them out. An association has been found in Hong Kong between a belief
that avoiding public places was effective in protecting against SARS and doing this, and a belief
that facemask wearing is efficacious and compliance with quarantine(29,31).



Social norms: Social pressure (in terms of what people think is expected of them by authority
and family) has been shown to be associated with mask wearing during the outbreak of SARS,
and of other recommended behaviours (good personal hygiene, keeping home clean, and
building up body immunity) amongst adolescents. A qualitative Canadian study found an
association between social pressure to comply with quarantine and carrying out this
behavior(29,30).

Cues to action: Cues to action incorporated both internal cues (such as bodily symptoms) and
external cues (such as mass media campaigns). It has been found in studies carried out in Hong
Kong that individuals who had experienced symptoms that could be an indication of infection
with SARS were more likely to adopt precautionary behaviours (e.g., hand washing, respiratory
hygiene, etc.(32). A longitudinal study carried out in Hong Kong found that presence of

symptoms was the best predictor of health service use(29,33).

State anxiety: Studies carried out in Hong Kong and Singapore have found that individuals with
higher levels of general anxiety (as measured by the State-Trait Anxiety Inventory, are more
likely to adopt recommended precautionary behaviours to protect against SARS such as hand
washing, cough hygiene, mask wearing, using utensils, and washing after touching contaminated
surfaces(34). The finding that higher anxiety is associated with a greater chance of uptake of
precautionary behaviours was also observed in a longitudinal study carried out in Hong
Kong(31,35).

Perceptions about communications from authority: It has been found that those individuals in
Singapore who believed that the authorities were open with their communication were more
likely to carry out precautionary behaviours. These included covering the mouth with bare hand
when sneezing or coughing, washing hands after sneezing, coughing, or clearing nose; using
soap or liquid hand-wash when washing hands; wearing a mask; using serving utensils for shared
food; taking preventive measures when touching objects; washing hands after touching objects.
In addition, those with greater trust in authorities to contain the spread of SARS and swine flu

were more likely to adopt precautionary behaviours, and avoidant behaviours, and accept



antiviral medication. A Canadian qualitative study found that inconsistent information from
authorities lead to individuals questioning the credibility of the information available and this

affected their compliance with quarantine(7,29,35).

Age: Review reported also cross-sectional studies carried out in Singapore and Hong Kong
examining the influence of age on behaviours to protect against SARS have found that older
people are more likely to adopt precautionary behaviours such as included hand washing,
respiratory hygiene, mask wearing, using utensils, and washing after touching contaminated
surfaces(36). Stated the report also indicated older people are more likely to say they intend to be
vaccinated against influenza during an outbreak of SARS, moreover mentioned age category
from 18-24 more likely to follow recommended behaviours (hand washing more, cleaning

surfaces more) than older people(29).

Gender: Review mentioned that Cross-sectional studies carried out in Hong Kong and
Singapore and longitudinal study carried out in Hong Kong had found that women are more
likely than men to adopt precautionary behaviours including hand washing, respiratory hygiene,
mask wearing, using utensils, and washing after touching contaminated surfaces to protect
against SARS(36). Also UK study, women were also more likely than men to follow
recommended behaviours in the face of a swine flu pandemic(30). And Internet survey carried
out in USA with mainly American respondents at the beginning of the swine flu outbreak found
that women were more likely than men to carry out avoidant behaviour. In contrast to this
mentioned there were no gender differences found in one Australian study for intentions to wear
a mask,(37) or actual facemask use in studies carried out in The Netherlands and Hong Kong. In
addition, no gender differences were found in intentions to be vaccinated(38). Moreover,
finalized as the pattern of results here showed that when there is a significant difference women
are consistently more likely than men to carry out the behaviours(38). However, a proportion of

studies do not find any gender differences(29).

Ethnicity: Few studies have examined the association between ethnicity and behaviour during a

pandemic like that of UK which reported the participants from non-White ethnic backgrounds
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were more likely than White participants to take protective action and to adopt avoidant
behaviours such as avoiding large crowds or public transport(30). And USA cross-sectional
found that Hispanic respondents were more likely than Black or White respondents to say they
would have a vaccine for swine flu and additionally Hispanic and White respondents were more
likely than Black respondents to say that they would take an antiviral drug(39). An Australian
cross-sectional study found that those individuals who spoke a language other than English in the
home were less likely to say they would wear a mask, be vaccinated or quarantined in the event
of an outbreak of pandemic flu(38). In contrast to this report mentioned that a study carried out
in Singapore found no association between ethnicity and precautionary behaviour(35). And
finalized that there was insufficient evidence to draw any firm conclusions about associations

between ethnicity and pandemic-related behaviours(29,38).

Marital status: The review also stated one cross-sectional study in Hong Kong found married
people to be more likely to wear face masks to protect themselves against SARS and another also
carried out in Hong Kong, found that married people were more likely to report that they would
comply with quarantine policies in the event of an outbreak of avian influenza. At the same time
mentioned reports against this results as other studies like that of china study done on SARS
related preventive and risk behaviours practised by Hong Kong-mainland China cross border
travellers during the outbreak of the SARS epidemic in Hong Kong and the like had found no
influence of marital status on reported mask wearing or hand washing and other precautionary
behaviours or vaccination uptake. In addition, concluded lastly as the association between

marital status and behaviour is therefore inconclusive(29).

Educational level/working status: Cross-sectional studies carried out in Hong Kong have found
that those with more education are more likely to adopt precautionary behaviours such as The
behaviours included hand washing, respiratory hygiene, mask wearing, using utensils, and
washing after touching contaminated surfaces to protect against SARS and avian influenza(32).
And study done in Australia found that more highly educated people reported a greater intention
to wear a face mask in the event of pandemic influenza and in Korea during a SARS outbreak

have been found to report that they intend to be vaccinated against influenza(38). In contrast to

11



this, Hong Kong cross-sectional study found that those with lower educational attainment were
more likely to carry out protective behaviours. In addition, the USA cross-sectional study found
that less educated people were more likely to say that they would be willing to be vaccinated
against swine flu(29).

Also mentioned reports against this result as other studies carried out in Hong Kong and The
Netherlands found no association between educational level and reported mask wearing or hand
washing. And generally reported as many studies had shown unclear relationship between
educational level and avoidant behaviour. But finalized as a whole more educated people are

likely to take protective and avoidant behaviour, mentioning inclusiveness of some results(29).

Knowledge: Cross-sectional studies in Hong Kong and Australia have found that greater
knowledge about how SARS is transmitted is associated with greater adoption of precautionary
behaviours, and that a greater knowledge of the meaning of a pandemic is associated with
intentions to comply with quarantine restrictions. Misconceptions and lack of knowledge can
also be important. For example, a study in Hong Kong found that a belief that there was
sustained spread by human to human contact of avian flu in the last 12 months (a misconception)
was associated with precautionary behaviour (eating less poultry, taking/stocking Tamiflu,
getting vaccinated) and misconceptions about mode of transmission of avian flu was associated

with avoidance of hospitals(29).

However, a longitudinal study found that level of knowledge of SARS was not consistently or
strongly associated with future uptake of precautionary behavior. Additionally, a study carried

out in The Netherlands found no association between knowledge of SARS and behavior(29).

Saudi Arabian study that assessed knowledge and attitude of the community towards COVID-19
and their precautionary measures against the disease among Aseer Region residents reported
97.4% and 68.1% of the participants knew the transmission methods and symptoms of COVID-
19, respectively. And mentioned that the age and educational level differences among the the

residents did not significantly affect their precautionary measures against COVID-19.As it also
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found that female participants have been using more precautionary measures than male

participants(40).

Hong Kong and Australia longitudinal study mentioned above have reported the generalization
that more educated people are more likely to adopt preventive and avoidant behaviours, although
three studies found that less educated people were more likely to adopt the behaviours. There is
some evidence that these observed associations may be mediated by differing attitudes, for
example, higher levels of perceived susceptibility to disease amongst women may explain why
there is an observed link between being female and being more likely to comply with quarantine
restrictions, wear a mask, and perform hygiene behaviours. Gender has been found to be related
to risk judgments in other areas than pandemic disease. For example, found that of 25 hazards
(e.g., the risk posed by nuclear power plants) women consistently judged risk higher than men
did(29).

Study done among high-risk groups in Addis Ababa city stated that half (48%) of the study
participants had poor knowledge on mode of transmission and (60%) had good knowledge on
prevention methods for COVID-19. The study reported also low (49%) practice of preventive
measures towards COVID-19. In addition, reported the female gender, older age, occupation
(health care and grocery worker), lower income and the use of the 8335 free call Centre. Older
age, occupation (being a health worker), middle income, experience of respiratory illness and
religion were significantly associated with being knowledgeable about the prevention methods
for COVID-19 and factors that influenced knowledge on COVID-19 transmission mechanisms.
In the same way, stated occupation, religion, income, knowledge on the transmission and
prevention of COVID-19 were associated with the practice of precautionary measures towards
COVID-19. Moreover, concluded as study participants had moderate knowledge and

practice(41).

Reported result of study done in Dirashe district of southern Ethiopia showed 63.51% of
participants had good knowledge and 54.5% of the participants had favorable attitude towards
COVID-19 preventive measures(28).
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Study undertaken in Dessie city revealed the source of participant information about CCOVID-
19 were from television (79%), radio (37%) and social media/Facebook (31.6%). And they know
the symptom like fever (78.8%) while 68.9% and 23.6% reported cough and shortness of
breathing, respectively. In addition, commonly mentioned modes of transmission were direct
contacts like handshaking (94.3%), respiratory droplets (52.1%) and indirect contacts to
contaminated inanimate objects (33.3%). Airborne way of transmission is also mentioned by
37.7% of the participants. The study finalized that 92.7% of participants have sufficient
knowledge about COVID-19, while 96% have a favorable attitude to prevent and control the

pandemic, and 44.6% adequate practice(27).

Report of the study done in Jimma among Jimma university medical center visitors stated that
majority 83.0% knew the main clinical symptoms of COVID-19. 72.0% knew that older people
with chronic illnesses are high-risk group prompt to developing a severe form of the disease, and
about 95.1% knew that the coronavirus spreads via respiratory droplets, 31.2% of them knew the
asymptomatic individual can transmit the virus, and only 6.1% knew that children and young
adults had to involve preventive measures. 77.3% frequently washed hand, whereas 53.8%
avoided hand shaking were the dominant practices. Knowledge status, self-efficacy (positively),
older age, and unemployment (negatively) predicted hand washing and avoidance of
handshaking. In the same way stated the overall, 41.3% of the visitors had high knowledge and
majority of them knew the ways of protection against COVID-19 infection mentioning the
challenge in the transformation of knowledge to actual practice in order to control the
disease(42).

Also Dirashe district’s reported that the Urban residence, favorable attitude and COVID-19-
related stigma were independently associated with communities adherence with COVID-19

preventive measures(28).

Study done in Gonder showed the challenges of social distancing in the community, majority of

the study participants, which was 55.36 %, have poor compliance to social distancing measures
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set by the government and health authorities. In addition, indicated the compliance increased

with increasing age(43).

Finding of study done in Debretabor stated Overcrowding 66.1% insufficient training71.05% |,
lack of resources52.55%, and less commitment 51.45%, lack of policy 68.95% lack of
knowledge 41.5% were perceived barriers to physical distance measure practice among
healthcare providers(44).

Internet-based study done in Ethiopia reported two misperceived factors; myths (31.6%) and
false assurances (32.9%), and one correctly identified; engagement in standard precautions
(17.1%) was perceived inhibitors which impact the combating efforts exerted to control the
Covid-19 infection, explained Myths about protection from the virus involve perceived
religiosity and effectiveness of selected food items, hot weather, traditional medicine, and
alcohol drinking, ranging from 15.1% to 54.7%. False assurances include people’s perception
that they were living far away from areas where COVID-19 was rampant (36.9%), and no locally

reported cases were present (29.5%) (45).
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2.3 Conceptual framework
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CHAPTER THREE: OBJECTIVES

3.1 General objective

To assess level of implementation of Non-Pharmacological Interventions to Prevent
COVID-19 Infection and Associated Factors among adult residents in Assosa town,
Benishangul Gumuz Region, North West Ethiopia.

3.2 Specific objectives

To determine level of implementation of Non-Pharmacological Interventions to Prevent
COVID-19 Infection

To identify the factors associated with implementation of Non-Pharmacological

Interventions to Prevent COVID-19 Infection
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CHAPTER FOUR: METHODS AND MATERIALS

4.1 Study area and Period

The study was conducted from May 24 to June 11/2021 in Assosa town, the capital of the

Benishangul-Gumuz National Regional State. The town ranked as town administration is

located in the North West part of the country about 675 kilometers away from the capital

Addis Ababa. The town surrounded and shares boundaries with major parts of Oura district

of Assosa Zone in the North and North East, West, then in the South East parts, and Abramo

district in the South. The town currently divided in to two administrative districts comprising

10 Kebeles of community close fitting sub-administrative. The town has total population of
68,080 and 15,129 households based on 2013 E.C projected estimation. There is one public

general hospital and two health centers, and other public and private sectors providing

primary health care services, eight public schools of different levels, and one youth center in

the town. Currently there are eight Mosques, five Orthodox Churches, eight Protestant

churches, and a Catholic Church, religious institutions leading their follower communities

spiritually.

S

Guba ?
SR

e
Metekel

Wembera

Dar

ey
oo

o
{ase

g

AT o - EJ
(i @ 3
osa (- _/ oda \;
/( odere
4 o Gambela
“bas Agelo Meti
Karhashi
o Jeg
Benishangul-Gumuz region 2 é
~r
I::l Belo Jegonfoy

Tigray

[

Afar
/ Amhara
nishangul-

JGumuz

Addis Ablb,i
Q
Oromiya

Siggs-
Southern Nations . Ay
Nationalities 2
and Peoples

Ethiopia

Figure 2 : Map of Assosa town in Benishangul-Gumuz region, Assosa indicated in Assosa

Zone; taken from EDHS and Assosa town adminstration-2021.)
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4.2 Study design
Community-based cross-sectional study was used.
4.3 Population
4.3.1 Source Population
All households residing in Assosa town during the study period
4.3.2 Study Population
All randomly selected households of Assosa town during the study period
4.3.3 Inclusion criteria

Residents eighteen and above years old, who were living for at least 6 months in Assosa

town

4.3.4 Exclusion criteria

Individuals who were critically ill and unable to respond were excluded from the study
4.4 Sample size determination and sampling procedure

4.4.1 Sample size

From literatures reviewed there were limited studies showed the prevalence about the level of
NPIs implementation to consider for the estimation of the sample size, also similar studies
showed some factors affecting NPIs implementation. To address the objectives, the
prevalence reported on misperceived factors; myths (31.6%) and false assurances 32.9% of
Internet-based study done in Ethiopia, and prevalence of poor compliance to social

distancing measures (55.36 %) from study done in Ethiopian Gonder community; in addition
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to other factors like knowledge, attitude, adherence to prevention measures were considered

for sample size calculation as shown in the following table. (Table 1)

Table 1: Sample size calculation using Epi-info version 7.2.4.0 software for factors
associated with NPIs implementation to prevent COVID-19 infection in different studies.

Variables Authors Study area Percent of prevalence Cl p- | Po | Rati | Sample size for group | Total
value wer | o 1 sample
size
Myths Kebede, Y. | Ethiopia 316 0.316 | 80 332.135 333
et al. (2020)
False Kebede, Y. | Ethiopia 329 0.329 | 80 373.95456 374
assurances et al. (2020)
Poor Hailu,  W. | Northwest 55.36 0.553 | 80 379.74 380
compliance to | (2020) Ethiopia 6
social distance
Factors Authors Study area Percent of prevalence of | C! p- | Pow | Rati | Sample Sample Total
good,favourable,and good value o ° :::uplfor Zirz:upzfor i";ple
respectively o
%of non- | % of
exposed exposed
Knowledge Bante, A. et | Dirashe district | 94.55/13.45 | 86.55/5.75 | 1.04 80 |1 12 18 30
al. (2021) of southern
Ethiopia
Attitude Bante, A. et | Dirashe district | 83.76/7.51 92.49/16.2 | 1.05 80 1 16 16 32
al. (2021) of southern 4
Ethiopia
Adherence Bante, A. et | Dirashe district | 94.81/5.19 85.51/14.4 | 2435 |80 |1 12 20 32
al. (2021) of southern 9
Ethiopia

So the sample size for this study was estimated using a single population proportion formula

to address the first objective, considering the following statistical assumptions:

95% level of confidence, taking 5% margin error and 80% power for all variables, confidence

level = 1.96, taking the 55.36 % prevalence reported on poor compliance to social distancing

measures from study done in Ethiopia, Gonder community for sample size calculation.

Z?pP(1-P
n= (1-pP)

D2
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Where n= the sample size Z= the standard normal value corresponding to the desired level of
confidence, 95% which corresponds to the value 1.96, P= proportion of estimated of the
population proportion, D= the margin of error defined by the alternative hypothesis (the
existing difference), 5% is accepted.

_Z%2P(1-P) _ n_1962X05536(1—05536)_

= = = n=379.74 ~ 380

Taking 5% marginal error the sample size becomes 379.74 ~ 380

380410 _
100%380

By considering 10 percent of non-respondent rate 418.

4.4.2 Sampling technique

All ten Kebeles was separately enlisted and proportionate allocation was done to each kebele.
A total of HHs was enumerated and the initial HH was selected by lottery method from each
kebele finally, 418 respondents have been selected from the sampled households using

simple random sampling technique.

Schematic presentation of Sampling Procedures

Assosa town

. ,

- < >
District one ] [ District two ]
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[ 207 [ 211 ]
.
418 }4————
'\
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Figure 3: Schematic presentation of sampling procedures for the proportional allocation of

sample size to each kebele in Assosa town, 2021.
N.B. K1, K2...etc. indicates kebele numbers

4.5 Instrument & data collection procedure

To assess the level of implementation of NPIs to prevent COVID-19 infection and associated
factors: structured interviewer-administered questionnaire adopted from some literatures and
EDHS then modified and developed observational checklists was used to collect the Personal
protective measures, Social distancing measures, Environmental measures, Travel-related
measures, Socio: Demographic, Economic, Cultural, Behavioural, and other related factors
that impacts the implementation of NPIs to prevent Covid-19 infection related information.
The selected respondents’ households’ environment were observed before interview and then
respondents eligible for the study was randomly selected from household’s members and

interviewed face to face on prevention of current pandemic of COVID-19 disease.

4.6 Study Variables
4.6.1 Dependent variable
Non-pharmacological interventions implementation

4.6.2 Independent variables
Socio-demographic variables including age, sex, marital status, and occupation,

Socio- economic factors wealth indices such as household’s assets with specific wealth
indices; type of flooring, water supply, sanitation facilities, electricity, ownership of

communication items, means of livelihood, and other sources of income, etc.,

Individual related factors: Attitude, perception, knowledge about COVID-19 prevention,
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Personal protective measures: face masks, hand hygiene, and respiratory etiquette,
Environmental measures: surface and object cleaning and other environmental measures

Social distancing measures: contact tracing, isolation of sick individuals, quarantine of

exposed individuals, school measures, workplace measures, and avoiding crowding

Travel-related measures: travel advice, entry and exit screening related factors, were
explanatory variables considered to study the level and factors that affects the practice of
non-pharmacological interventions to prevent COVID-19 infection among adult residents in
households of Assosa town, Benishangul-Gumuz Region, North West Ethiopia, 2021.
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4.7 Measurements and definitions

Knowledge: Knowledge of the respondents on COVID-19 prevention methods was measured by
the total number of correct answers to eight (8) items on knowledge questions, with a minimum
score of 0 and maximum of 8. Those who scored 80% and above were declared as having good
knowledge, those who have in between 60% to 79% declared as having moderate knowledge and

those who scored less than 60% were declared as having poor knowledge.

Good knowledge: Those who scored 80% and above on COVID-19 prevention methods from
knowledge questions.
Moderate knowledge: Those who scored 60% to 79% on COVID-19 prevention methods from
knowledge questions.
Poor knowledge: Those who scored less than 60% distinct features of COVID-19 prevention

methods from knowledge questions.

Attitude: Attitude of the respondents toward COVID-19 prevention methods was measured by
Likert scale type questions. This was measured by the total number of correct answers from
attitude questions toward COVID-19 prevention methods and the mean score of these answers
was computed. Then respondents were declared as having favourable attitude and unfavourable
attitude.

Favorable attitude: Those who scored above mean to the correct answers from attitude
measuring COVID-19 prevention methods questions.

Unfavorable attitude: Those who scored mean and below mean to the correct answers from
attitude measuring COVID-19 prevention methods questions.

Implementation or Practice: compliance to NPIs was considered as good (high) if an
individual either implemented >75% of the personal protective measures, environmental
measures, social distancing measures, travel-related measures. Moreover, was considered poor

(low) compliance if was either.
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Wealth index: Wealth index key background characteristics or assets and services included as
indicator variables such as owing home, type of roofing and flooring, room for sleeping and
cooking, type of water supply, type of sanitation, electricity, refrigerator, Television, mobile
phone, fixed phone line, radio, electric mita'd (pan), vehicle, having bank account, means of
livelihoods and others, which are shared between household members, and most are just
indicators of possession of at least one or none, rather than quantities was analysed per
households using Principal Component Analysis (PCA) to measure the economic status of the
respondents household. Considering the key assumptions of PCA such makes the assumption
that there is no unique variance, the total variance is equal to common variance. Recall that

variance can be partitioned into common and unique variance.

The composite variables were extracted by summing up the principal components into three
components. The adequacy of the model for PCA was checked by value of Kaiser-Meyer-Olkin
measure of sample adequacy (KMOSA), it became 0.78, and the sample was adequate. Eigen
values were used to decide number of Principal Components (PCs) to be retained. Only PCs with
Eigen values greater than 1.0 were retained. Three components were explained wealth index with
the overall cumulative variance percentage of 68.5%. Detection of outliers & inter-item
consistency was performed. To check inter—item consistency, Cronbach’s alpha for all factor
lodgings of each component were computed and it became 0.81. Then, Quintiles of wealth index
were generated using the composite score, at final was used to measure the NPIs practice level
between households in relation to economic status asserting respondent’s household as first
quintile (Poorest) to fifth quintile (Richest).

First quintile (Poorest): respondents in 0-20% of wealth index percentile
Second quintile (Poor): respondents in 21-40% of wealth index percentile
Third quintile (Medium): respondents in 41-60% of wealth index percentile
Fourth quintile (Rich): respondents in 61-80% of wealth index percentile

Fifth quintile (Richest): respondents in 81-100% of wealth index percentile
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Physical measures to stop respiratory viruses spreading between people include: Washing
hands often; Not touching eyes, nose, or mouth; Sneezing or coughing into elbow; Wiping
surfaces with disinfectant; Wearing masks, eye protection, gloves, and protective gowns;
Avoiding contact with other people (isolation or quarantine); Keeping a certain distance away
from other people (distancing); and Examining people entering a country for signs of infection

(screening)

Proper hand hygiene practice: A person washes hands; the front, back, fingertips, rub thumb
and palms with adequate water and detergent at least for 20 -30 seconds or uses sanitizer/hand

rub to the level of compliance before getting in the facility or taking the services.

Social distancing: public health measures taken to delay and diminish transmission of COVID-
19: At the individual level, it involves the use of non-contact greetings, maintaining at least one-
meter distance between oneself and other people, and staying home when ill. At the community
level, it involves closure of any events or settings in which people gather together, including

schools, workplaces, houses of worship, and cultural, social and sports events.

Proper physical distance: A person keeps at least 1 meter away from another person during
getting services, during greetings, during shopping, during discussing, or during praying.

Proper respiratory hygiene: A person covers the mouth and nose with mask or any type of

cloth or handkerchief or tissue.

Source: The DHS wealth index: Approaches for Rural and Urban Areas.2008 and World Health
Organization:https://www.who.int/redirect-pages/mega-menu/health-topics/popular/coronavirus-
disease-(covid-19)(46)

4.8 Data processing and analysis

The data were collected through questionnaire and checked for its completeness and then was
cleaned, coded and entered in to Epi—data version 3.1 and exported to Statistical Package for
Social Science (SPSS) software version 23 for analysis. Descriptive statistics like frequency and
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percentage with chi-square mean and standard deviation with students t-test, Hosmer Lemeshow
goodness of fit test, Bivariable logistic regression analysis was performed to identify candidate
variables at p-value of <0.25 and then multivariable logistic regression analysis was conducted to
determine the factors associated with NPIs implementation. In multivariable model, adjusted
odds ratios together with their corresponding 95% CI was calculated to assess strength of

association and to declare statistical significance at p-value of < 0.05.
4.9 Data quality assurance

To maintain the data quality the questionnaire was translated from English to Amharic language
and back to English. Data collectors and respondents were employed strict COVID-19
prevention techniques during data collection. Data collectors were able to hear and speak the
respective local languages of the study area were trained for one day and the data collection
process was strictly supervised for checking the completeness of the filled questionnaire and five

percent re-interviewing of sample was done.

4.10 Ethical considerations
Ethical clearance was obtained from the institutional review board of Jimma University
(Ref.NO:17/RPGY/93/21). Permission letters were obtained from respective Assosa town
administration and town health department. Before the beginning of data collection, informed-
verbal and written consent was obtained from respondents, after informing them all the purpose,
benefit, risk, the confidentiality of the information, and the voluntary nature of the participation
in the study.

4.11 Dissemination plan
The result of the study was presented and after incorporating comments it was submitted to the
Jimma University, Institute of health, Faculty of public health, Department of Epidemiology and
was disseminated to the Assosa town administration, Assosa town health department and
Benishangul-Gumuz region health bureau. For further utilization of the results, It was made
available in the library for further reference and maximum efforts will be done to publish it on

reputable scientific journals.

27



CHAPTER FIVE: RESULT

5.1 Socio-demographic characteristics of respondents

Among the total sample size four hundred and eighteen (418), were interviewed, giving a
response rate of 100%. Overall, 224 of the respondents were female (53.6%) and 194 were male
(46.4%). Respondents age ranged from 18 to 80 years, and their mean (xSD) age was 33.81
(x12.046), and majority of them, two hundred and fifteen (59.8%) were between 18-27 years old.
Majority of the respondents, about 287(68.7%) were married. Their educational status distribution
showed micro convergence in majority. Most of the respondents were Orthodox 193(46.2%)
followed by Muslim 178(42.6%) in religion. Governmental employee 130(31.1%), Housewife
81(19.4%) followed by Merchant; 72(17.2%) were occupational status represented the majority
of the respondents. Also majority of them (28.2%) were laid in the second quintile (poor) wealth
index (Table 2)

Table 2: Socio-demographic characteristics of respondents of selected households in Assosa
town, 2021

Variables Responses Fre?;(;ncy Percent (%)
Sex Male 194 46.4
Female 224 53.6
18-27 250 59.8
28-37 100 23.9
Age in years 38-47 50 11.6
>48 18 4.3
Benishangul 79 18.9
Ambhara 194 46.4
Oromo 95 22.7
Gumuz 7 1.7
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Ethnicity

Religion

Educational status

Marital status

Occupational status

Shinasha
Mao/Komo
Others* Debub, Tigray and

Gurage

Muslim

Orthodox

Protestant

Catholic

Unable to read and write
Only read and write
Grade 1-8

Grade 9-12

Diploma

Degree

Masters

Single

Married

Divorced

Widowed

Others* Separated
Government employee
Private organs’
Merchant

Farmer

Daily laborer

House wife

Student

Others* Jobless, Retired,

Driver

20

21

179
193
39

21
15
92
90
99
93

124
287

130
23
72
18
32
81
44

18

4.8
0.5

42.6
46.2
9.3
1.9

3.6
22
215
23.7
22.2
1.9
29.7
68.7
0.7
0.7
0.2
311
5.5
17.2
4.3
7.7
194
10.5

4.3
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First quintile (Poorest) 102 24.5
intile (P 11 28.2
Wealth index Second quintile (Poor) 8 8
Third quintile (Medium) 53 12.7
Fourth quintile (Rich) 95 22.7
Fifth quintile (Richest) 50 11.9

5.2 Non-pharmacological interventions implementation to prevent COVID-19

NPIs implementation to prevent COVID-19 related characteristics of the respondents was
measured using four various categories such as Personal protective measures, Social distancing
measures Environmental measures, and Travel-related measures were described in the tables
listed below. (Tables: 3, 4, 5, 6)

The overall level of NPIs implementation to prevent COVID-19 infection among respondents
was 62.455% from the four various categories of NPIs recommended to be implemented by the
community such as Personal protective measures 230 (55.02%), Social distancing measures
361(86.4%), Environmental measures 402 (96.2%), and Travel-related measures 51(12.2%)

respectively.
5.2.1 Personal protective measures

The overall personal protective measure adherence among the respondents reported was 230
(55.02%). (Table 3)

Table 3: Personal protective related measures to control COVID-19 related characteristics of

respondents of selected households in Assosa town, 2021
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Frequency Percent
Variables Responses
(N) (%)
Do you wear face mask to protect Yes 221 52.9
yourself from Coronavirus (COVID- No 197 47.1
19)?
If yes how often you wear? Always 267 63.87
Sometimes 140 33.49
Only in crowding areas 8 1.9
Others* 3 0.71
Do you wash your hands with soap or Yes 251 60.04
use hand sanitizer regularly No 167 39.96
How often you wash your hands with Only when | enter my home 98 23.4
soap or use hand sanitizer regularly Always when | feel my hand 120 28.7
might touched any
Contaminated objects 190 45.4
Others* 10 2.4
| do nothing, since it happens 100 23.9
suddenly so | cannot control
) myself at the time of
What do you do when coughing or ) _
) sneezing/coughing
sneeing Sometimes | use my hand to 283 67.7
cover my nose /mouth
Others* 35 8.4
Do you think people in your area are Yes 290 69.4
practicing personal protective No 128 30.6
measures; like  hand  hygiene,

respiratory etiquette and face masks to
protect themselves or others from
Coronavirus (COVID-19)?
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If no, why do you think the They think no Coronavirus 150 35.9
reason?(multiple answer is possible) (COVID-19)
They think  Coronavirus 157 37.5
cannot infect them
They claim they have 34 8.1
traditional /local medicine to
cure Coronavirus
They believe there is 67 16
Coronavirus but, neglecting

the prevention methods.

Others* 10 2.4
Responses Frequency Percent
. (N) (%)
Overall compliance
Yes 230 55.02%
No 188 44.97%

5.2.2 Social distancing measures

The overall of adherence to social distancing measures of households showed majority
361(86.4%) of respondents reported the compliance to social distancing measures while 57
(13.6%) denied the adherence. (Table 4)

Table 4: Social distancing related measures to control COVID-19 related characteristics of

respondents of selected households in Assosa town, 2021

Frequency Percent

Variables Responses
(N) (%)
Few days ago, have you gone to any Yes 148 35.4
crowded places? (Church, mosque, open NO 270 64.6
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market, funeral, wedding, work...)

If yes, do you think it was an absolute
reason?

What form of transport you often used to
go out of your home?

Most of the time, do you keep yourself 6
feet (2 meters) apart from other people
Did you use physical greetings such as
handshaking, hugs and kisses

Do have any (your children, relative....)
who go to school at your home?

Do think, he/she apply Covid-19
prevention measures in the way and in
side school?

What do you do whenever you think an
individual might have Covid-19?

Are you able to fully protect yourself
against the Coronavirus (COVID-19)?

What is preventing you from fully
protecting
Coronavirus (COVID-19)? (multiple

answer is possible)

yourself  against  the

Yes

No

On foot

Public transport
Private transport
Yes

No

Yes

No

Yes

No

Yes

No

I will call Covid-19
center

I will isolate him/her in
single room

I will treat him/her with
traditional/local
remedies

Others* /

Yes

No

Shortage of soaps
Shortage  of  hand
sanitizer

Shortage of masks

148
270
182
163
73
250
168
98
320
368
50
300
118

98

236

39

45

250

168

87

123

50

35.4
64.6
43.5
38.9
17.5
59.8
40.2
234
76.6
88
12
71.8
28.2

234

56.5

9.3

10.8

59.8

40.2

20.8

29.4

12
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Did you think why people are not used to
apply prevention measures to prevent

Covid-19? (multiple answer is possible)

Overall compliance

Increasing of the price
of items in the market
Loss/Decrease of wages
Unavailability of these
items in some areas
Insufficient information
Others*

They don’t know it is
protective

They think it is against
the norms

They think it is against
the religion thought
They think no Covid-
19

Others *

Responses

Yes
No

50

10
58

35

108

123

67

100

20
Frequency
(N)
361
57

12

2.4
13.9

8.4
1.2
25.8

294
16
23.9
4.8
Percent
(%)

86.4%
13.6%

5.2.3 Environmental measures

The overall of adherence to environmental measures of households showed majority 402(96.2%)

of the respondents reported the compliance to environmental measures while 16 (3.8%) denied

the adherence. (Table 5)

Table 5: Environmental related measures to control COVID-19 related characteristics of

respondents of selected households in Assosa town, 2021
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Frequency Percent

Variables Responses
(N) (%)
Do you think Coronavirus (COVID-19) can stay Yes 150 35.9
on any objects/materials/ for long time No 268 64.1
Do you use to clean objects/materials/ at your Yes 250 59.8
work area/office (tables, shelves, chairs...) to kill No 168 40.1
virus from the surface?
If yes, what do you use to clean objects/materials/ Water only 80 19.1
at your work area/office (tables, shelves, chairs...) Water and soap 120 28.7
to kill virus from the surface? Alcohol  based 100 23.9
sanitizer
Both Water, soap 92 22
and then
sanitizer
Others* 26 6.2
Responses Frequency Percent
. (N) (%)
Overall compliance
Yes 402 96.2%
No 16 3.8%

5.2.4 Travel-related measures

The overall adherence to travel-related measures of the respondents only 51(12.2%) always

followed the travel related measures while 367(87.8%) sometimes respectively. (Table 6)

Table 6: Travel-related measures to control COVID-19 related characteristics of respondents of

selected households in Assosa town, 2021
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Frequency Percent

Variables Responses
(N) (%)
How often you follow travel advices to prevent Always 48 115
Covid-19 related to travel especially when Some times 360 86.1
crossing borders between Ethiopia and Sudan for Never follow 7 1.7
marketing or treatment? Others* 3 0.7
Could you indicate people fear to come front to Fear of 14 days 250 59.8
undergo Covid-19 screening during entry and quarantine
exit borders between Ethiopia and Sudan for isolation
marketing or treatment? (multiple answer is Fear to lost 103 24.6
possible) work during
quarantine
Fear of social 40 9.6
stigma
Others* 25 6
Responses Frequency Percent
: (N) (%)
Overall compliance
Yes 51 12.2%
No 367 87.8%

5.3 Individual related factors

5.3.1 Knowledge related characteristics of the respondents

Regarding the knowledge related characteristics; 310 (74.2%) of the respondents had good
knowledge, 100(23.9%) had moderate knowledge, and 8(1.9%) had poor knowledge of COVID-
19 preventive measures (Table 7).

Table 7: Knowledge related characteristic of respondents of selected households in Assosa town,
2021
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] Frequency  Percent
Variables Responses
(N) (%)
Have you heard/seen messages of the Yes 400 95.7
Coronavirus (COVID-19)? No 18 4.3
Television 80 19.1
Radio 130 31.1
Social media 100 23.9
Main source of information/messages Friends/neighbors 20 4.78
about Health professionals 36 8.6
Coronavirus (COVID-19)? Kebele Administrators 30 7.1
Religious leaders 20 4.78
Others* 2 0.47
To what extent do you agree/disagree with Disagree 58 13.87
the following statement? It is difficult to Strongly disagree 300 71.77
decide which information | receive about Neutral 10 2.39
the coronavirus is real, fake, or just rumors.  Agree 20 4.78
Strongly agree 30 7.17
Exposure to droplets 198 47.36
during sneezing,
coughing and talking
) _ Hand shaking 93 22.24
What are the main means of coronavirus )
o Touching eyes, nose and 53 12.67
(COVID-19)  Transmission? ]
_ _ mouth  with  unclean
answer is possible)
hands
Touching of 40 9.56
objects/surfaces

contaminated with virus
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What are the main prevention methods of

coronavirus (COVID-19)?

Are any of the following possible signs of
Coronavirus (COVID-19)? (Select all that

apply)

What have you done to protect you and/or

Any close contact with
infected person (family
member, caregivers...)
Washing hands with soap
or using hand sanitizer
Avoid touching out face
with unclean hands
Putting face masks
Social distancing
measures

Staying at home unless
absolutely essential to
move out

Avoid crowding areas
Others*

Fever

Headache

Coughing

Sneezing

Runny nose/nasal
congestion

Fatigue/ tiredness

Muscle pain

Joint pain

Difficulty breathing

Loss of appetite

Diarrhea

I Don't know

Washing your hands for

60

250

97

37
23

10

100
81
50
10
35

32
10
10
15
10
10

89

14.35

59.8

23.2

8.8
5.5

1.2

2.4

23.9
194
11.9
2.4
8.4

7.6
2.4
2.4
3.6
2.4
2.4
1.2
21.3
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your family from the Coronavirus (COVID-
19)?

How do you feel about Coronavirus
(COVID-19)?

Variables

Knowledge status on COVID-19

20 second with soap and
water

Use Sanitizers

Wear mask to cover nose
and chin when out of the
house

Stand 6 feet apart from
people

Staying at home (unless
it is absolutely necessary
to go out)

Not touching face

Taking medicines
without doctor's
prescription

Others*

Fearful

Very fearful

No feeling

Fearful but optimistic
Optimistic

Responses

Poor
Moderate
Good

51
60

78

40

32
62

6
80
197
30
35
76

Frequency
(N)
8

100
310

12.2
14.4

18.7

9.6

76.5
14.8

1.4
19.1
47.1

7.2

8.4
18.2

Percent
(%)
19

23.9

74.2
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5.3.2 Attitude related characteristics of the respondents

Regarding to attitude related characteristics; 264 (63.2%) of the respondents had favorable
attitude and 154 (36.8%) of them had unfavorable attitude toward COVID-19 (Table 8)

Table 8: Attitude related characteristic of respondents of selected households in Assosa town,
2021

Response category

) Strongly Agree  Uncertain  Disagree Strongly
Variables
Agree disagree
N (%) N (%) N (%) N (%) N (%)
COVID-19 infection is severe 198(47.4)  90(21.5) 30(7.1) 60(14.35) 40(9.6)
disease
It is better to die than getting 30(7.1) 50(11.9) 33(7.8) 105(25.1) 200(47.8)
COVID-19 infection
COVID-19 has serious negative 198(47.4)  90(21.5) 30(7.1) 60(14.35) 40(9.6)
consequences on human life
COVID-19 is extremely harmful 200(47.8) 160(38.3)  10(2.4) 18(4.3) 30(7.2)
It is likely that | will get COVID-19  200(47.8) 160(38.3)  10(2.4) 18(4.3) 30(7.2)
infection
I am at risk for getting COVID-19  100(23.9)  98(23.4) 8(1.9) 108(25.8) 120(28.7)
infection
COVID-19 disease is not occurred in 30(7.1) 50(11.9) 33(7.8) 105(25.1) 200(47.8)
my locality. So, | don't have to worry
about it
It is possible that | will get COVID-  200(47.8) 160(38.3) 10(2.4) 18(4.3) 30(7.2)
19 infection
In many aspects, | am less likely to  198(47.4)  90(21.5) 30(7.1) 60(14.35) 40(9.6)
acquire COVID-19
I believe that washing hands 200(47.8) 160(38.3) 10(2.4) 18(4.3) 30(7.2)

frequently with soap and water
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kills/remove the virus that causes
COVID-19

I believe that using alcohol-based
sanitizer hand rub kills the virus that
causes COVID-19

I believe that maintaining social/
physical distancing can prevent
COVID-19 infection.

| believe that avoiding touching eyes,
nose and mouth prevent COVID-19
infection.

I believe that covering my cough/
sneezing using the bend of my elbow
or a tissue prevent spread of COVID-
19.

I believe that avoiding
living/working in crowed places and
close contact with anyone prevent
risk of infection with COVID-19.

| believe that staying at home help to
prevent infections with COVID-19.

I believe that following good
respiratory hygiene is effective to
protect the people around me from
COVID-19

I believe that make quarantine the
people who are suspected with the
COVID - 19 or close contact with
person infected with the COVID - 19
are effective mechanism to reduce
the spread of the virus?

| believe that isolation and treatment

200(47.8)

200(47.8)

198(47.4)

100(23.9)

100(23.9)

156(37.3)

156(37.3)

198(47.4)

97(23.2)

150(35.9)

150(35.9)

90(21.5)

198(47.4)

198(47.4)

120(28.7)

120(28.7)

90(21.5)

120(28.7)

20(4.8)

20(4.8)

30(7.1)

12(2.9)

12(2.9)

8(1.9)

8(1.9)

30(7.1)

56(13.4)

30(7.2)

30(7.2)

60(14.35)

64(15.3)

64(15.3)

87(20.8)

87(20.8)

60(14.35)

129(30.7)

18(4.3)

18(4.3)

40(9.6)

44(10.5)

44(10.5)

47(11.2)

47(11.2)

40(9.6)

16(3.8)
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of people who are infected with the
COVID-19 are effective ways to
reduce the spread of the virus
| believe that adhered to or following
advice given by healthcare provider
can reduce the chance of acquiring
COVID-19 infection
| believe that people with fever, cough
and difficulty breathing could seek
medical care early help to manage
COVID-19 infection
I have the skill to follow recommended
hand washing practices to prevent myself
from COVID-19 infection
I am confident that Ethiopia can win the
battle against the COVID-19 virus.
| believe that use of personnel protective
equipment (mask) is effective to prevent
COVID-19 infection.
I am confident that | can maintain at least
2 meter distance between myself and
anyone to prevent COVID-19 infection
| believe that avoiding close contact with
domestic animals (dog, cat, shot/got,
cattle etc.) can prevent the spread of
COVID - 19 infection
| believe that avoiding eating raw animal
product can prevent the spread of
COVID - 19 infection

Variables
Attitude status toward COVID-19

97(23.2)

97(23.2)

127(30.4)

127(30.4)

200(47.8)

200(47.8)

97(23.2)

97(23.2)

Responses
Unfavorable

Favorable

120(28.7)  56(13.4)
120(28.7)  56(13.4)
188(44.9)  30(7.2)
188(44.9)  30(7.2)
150(35.9)  20(4.8)
150(35.9)  20(4.8)
120(28.7)  56(13.4)
120(28.7)  56(13.4)
Frequency (N)
154
264

129(30.7) 16(3.8)
129(30.7) 16(3.8)
30(7.2) 43(10.3)
30(7.2) 43(10.3)
30(7.2) 18(4.3)
30(7.2) 18(4.3)
129(30.7) 16(3.8)
129(30.7) 16(3.8)

Percent (%o)
36.8
63.2
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5.3.3 Respondents Perception towards COVID-19 prevention

The overall perception of the respondents to wards COVID-19 infection showed majority 393
(94.0%) positively agreed to the disease harmfulness which need to be cautioned as a very few
25(6.0%) disagreed (Table 9).

Table 9: Respondents Perception of selected households in Assosa town, 2021

Frequency Percent

Questions Responses ) %)

Corona virus (COVID-19) is fearful. disagree 154 36.8

agree 264 63.2

COVID-19 infection is severe disease Disagree 32 7.7

Agree 386 92.3

COVID-19 has serious negative consequences on human life Disagree 34 8.1

Agree 384 91.9

I am at risk for getting COVID-19 infection Disagree 135 32.3

Agree 283 67.7

In many aspects, | am high likely to acquire COVID-19 Disagree 154 36.8

Agree 264 63.2

COVID-19 disease can occur in my locality. So, I have toDisagree 108 25.8

worry about it Agree 310 74.2

| believe that people with fever, cough and difficulty Disagree 40 9.6

breathing could seek medical care early helps to manage Agree 378 90.4
COVID-19 infection

| believe that adhered to or following advice given byDisagree 28 6.7

healthcare provider can reduce the chance of acquiringAgree 390 93.3
COVID-19 infection

Performing routine activities such as monitoring body Disagree 9 2.2
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temperature, open windows to keep the air fresh, rest properly Agree 409 97.8
and do not stay up late and appropriate exercise helps to keep

me healthy or helps my body to prevent many diseases

including Covid-19?

In recent times, my hand washing behaviour has increased as Disagree 52 12.4
compared to the era of no corona virus infection. Agree 366 87.6
By this time, | am able to fully protect myself against the Disagree 135 32.3
Coronavirus (COVID-19). Agree 283 67.7
Variables Responses Frequency Percent
(N) (%)
Overall of respondents perception towards Covid-19 No 25 6.0
Yes 393 94.0

5.3.4 People perception towards COVID-19 prevention

The overall risky personal perception of the households revealed that almost above half
221(52.9%) of the respondents reported perceived risky personal behaviour whereas 197 (47.1%)
reported healthy perception. (Table 10)

Table 10: People Perception of selected respondents among households in Assosa town, 2021

. Frequency Percent

Variables R n

esponses N) (%)

People in your locality perceive that COVID-19 is a Yes 385 92.1

dangerous disease. No 33 7.9

Most people in your locality perceive that they are Yes 335 80.1

susceptible or at risk No 83 19.9

Do people still live in a very crowned condition? Yes 221 52.9

No 197 47.1

Do people still use suffocated transportation means? No 214 51.2

Yes 204 48.8
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Do people are still hugging/shaking hands as they greet Yes 214 51.2

No 204 48.8
Do people cannot stay home for economic & other reasons? Yes 296 70.8
No 122 29.2
Do people don't still adequately access water/sanitizers like Ye€s 245 58.6
alcohol? No 173 41.4
Do people don't still access personal protective equipment ~ Y€s 235 56.2
like face masks No 183 43.8
Do people with flu/similar symptoms are not well screened? Ye€s 247 59.1
No 171 40.9
Do people with flu like symptoms are not seeking medical ~ Y€s 265 63.4
care early? No 153 36.6
Do people fear social stigma or bias if suspected with Yes 377 90.2
COVID-19? No 41 9.8
They live in hot weather and that is not suitable for corona- NO 305 73.0
virus Yes 113 27.0
They live in setting that is far away from corona-virus hot ~ NO 343 82.1
spot areas Yes 75 17.9
They have adequate traditional protective medicines. No 310 74.2
Yes 108 25.8
They believe that eating garlic, onions, ginger or honey help Yes 258 61.7
to prevent Covid-19 No 160 38.3
They are religious enough ( God/Allah protect them) Yes 251 60.0
No 167 40.0

Variables Responses Frequency Percent
(N) (%)

Overall of risky Personal perception towards Covid-19  Yes 221 52.9

No 197 47.1
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5.4 Barriers to COVID-19 infection prevention measures implementation

Beside the assessment of level and factors associated with non-pharmacological interventions
implementation among adults in the households, any socio-cultural factors such as social,
physical, psychological, capacity, motivation, and personal behaviours that might affect the NPIs
practice and claimed to be a barrier to the prevention or control of COVID-19 infection was
assessed using proper questions related to each part of the interview under each session of
variables measurements. Accordingly individual perceived barriers to own full protection against
COVID-19 disease and others risky perceptions, barriers to preventive measures such as personal

protective, social distancing, and adherence to travel advices related barriers were identified.

This study showed neglecting 179(67.5%), no COVID-19 disease 34(12.8%), COVID-19 cannot
infect them 18 (6.8%), have traditional /local medicine to cure COVID-19 18(6.8%) and only
2(0.8%) reported no information as barriers to perform personal protective measures like hand
hygiene, respiratory etiquette and facemasks to protect themselves or others from COVID-19
infection. Also mix of all barriers 179(68.1%) i.e. frightening, neglecting, doubt whether the
measures are protective or not, measures against their norms or religion, no Covid-19 disease
that impacted social distancing preventive measures. In addition fear of quarantine isolation
203(48.6%), fear of loss of work during quarantine 135 (32.3%), mix of these (i.e. fear of
quarantine, loss of work, and social stigma) 46(11.0%), and fear of social stigma 34(8.1%) as

barrier to adhere to travel related preventive measure.

5.50bserved NPIs implementation to prevent COVID-19 among the respondents at

household level

Practical inspections of selected households have done using observational checklist before
interview during data collection. The overall observed preventive practice of households among
the respondents showed 306 (73.2%) had good adherence and 112 (26.8) poor adherence to
preventive practices respectively. (Table 11)
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Table 11: Observed NPIs implementation of households in Assosa town, 2021.

] Frequency Percent
Questions Responses

(N) (%)
Is there any hand washing basin with water visible at entry or Yes 237 56.7
appropriate place No 181 43.3
Does he/she wash hands at entry to the home? Yes 306 73.2
No 112 26.8
Does he/she use soap while washing hands? Yes 331 79.2
No 87 20.8
Does he/she wash hands appropriately? Yes 330 78.9
No 88 21.1
Does he/she have a sanitizer at hand or nearby? No 223 53.3
Yes 195 46.7
Currently, is he/she covers face or wearing a facemask? Yes 281 67.2
No 137 32.8
Is he/she covers face or wearing a facemask appropriately?  Yes 284 67.9
No 134 32.1
Variables Responses Frequency Percent
(N) (%)
The overall observed preventive practice good
adherence 306 732
oor
:dherence e 208

5.6 Factors associated with NPIs implementation to prevent COVID-19

Statistical analysis done to identify the level of implementation of non-pharmacological
interventions to prevent COVID-19 infection and associated factors among adults in households,
firstly Univariate logistic regression applied to check frequency and distribution of each

independent variable over the dependent variable. In the bivariate analysis, respondent’s age,
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sex, marital status, educational status, occupational status, wealth idex, knowledge, attitude and

others risky personal perception were among variables have been found eligible to fit goodness

of fit test model of analysis.(Table 12)

Table 12: The Result of Bivariable Analysis on Factors Associated with Non-pharmacological

interventions (NPIs) implementation among Adult Residents of Assosa town, Benishangul

Gumuz Region, North west Ethiopia, 2021 (N = 418)

NPI implementation

Variables Category COR (95% CI)  P-value
Yes No
18-27 200(80.0) 50(20.0) 1
_ 28-37 80(80.0) 20(20.0) 1(0.89, 3.45) 0.61

Age in years
38-47 25(50.0) 25(50.0) 0.25(0.13,2.34) 0.3
> 48 10(55.5) 8(44.4) 0.31(0.23,1.42) 0.38

S Male 125(64.4) 69(35.7) 1

ex
Female 150(67)  74(33.03) 1.1(0.89,3.91)  0.289
) Single 100(80.6) 24(19.4) 1

Marital status ]
Married 200(69.7) 87(30.3) 0.55(0.12,3.12) 0.93
Only read and write 7(46.7) 8(53.3) 1
Grade 1-8 47(51.1) 45(48.9) 1(0.8,3.91) 0.31
Grade 9-12 50(55.6) 40(44.4) 1.4(0.5,4.92) 0.007

Educational level
Diploma 69(69.7) 30(30.3) 2.6(2.13,8.12) 0.02
Degree 53(57.0) 40(43.0) 15(25,4.9) 0.001
Masters 5(50.0) 5(50.0) 1.14 (4.6,135) 0.01
Government employee 100(76.9) 30(23.1) 1

Occupational Private organs’ 12(52.2) 11(47.8)

status Merchant 42(58.3) 30(41.7) 0.42(0.16,6.2) 0.06
Farmer 10(55.6) 8(44.4) 0.38 (0.5, 15.9) 0.07
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Daily laborer 22(68.8) 10(31.2) 0.66(0.2,4.9)  0.93

House wife 61(75.3) 20(24.7) 0.92(0.5,59)  0.81
Student 27(61.3) 17(38.6) 0.47(0.9,49)  0.32
Others 10(55.5) 8(44.5)  0.37(L15,109) 021

First quintile (Poorest) 50(49.1) 52(50.9) 1

Wealth index
Second quintile (Poor) 79(66.9) 39(33.1) 2.1(5.13,18.12) 0.001
Third quintile (Medium)  40(75.5) 13(24.5) 3.2(1.13,8.1) 0.01
Fourth quintile (Rich) ~ 60(64.5) 35(36.8) 1.78(2.1,12.3)  0.03
Fifth quintile (Richest) ~ 35(70.0) 15(30)  2.43(3.13,9.61)  0.001
Poor 9(50.0) 9(50.0) 1

Knowledge

about COVID-19  Moderate 70(77.8) 20(22.2) 3.5(10.13,32.6) 0.021
Good 260(83.9) 50(16.1) 5.2(5.1,19.61) 0.001

) Unfavorite 100(64.9) 54(35.1) 1

Attitude

Favorite 210(79.5) 54(205) 2.1(7.1,18.61)  0.031

Multivariable logistic regression analysis of level of implementation of non-pharmacological
interventions to prevent COVID-19 infection and associated factors, was conducted best on
Hosmer Lemeshow showed in bivariable logistic regression analysis that performed to identify
candidate variables at p-value of <0.25 cut-off point to determine the factors associated with

Non-pharmacological interventions implementation.

Multivariable logistic regression analysis showed that Diploma educational level, Degree
educational level; second quintile , third quintile, fourth quintile, fifth quintiles wealth indices;
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moderate knowledge, good knowledge; in addition favourable

attitudes were statistically

significantly associated with non-pharmacological interventions implementation. (Table 13)

Table 13: The Result of Multivariable Analysis on

Factors Associated with Non-

pharmacological interventions (NPIs) implementation among Adult Residents of Assosa town,
Benishangul Gumuz Region, North west Ethiopia, 2021 (N = 418)

NPI
Variables Category implementation  AOR (95% CI)  P-value
Yes No
Only read and write 7(46.7) 8(53.3) 1
Grade 1-8 47(51.1) 45(48.9) 1.2 (0.89,6.51) 0.72
Educational Grade 9-12 50(55.6) 40(44.4) 1.2(0.61,7.9) 0.21
level Diploma 69(69.7) 30(30.3) 2.3(1.5,6.92*  0.007
Degree 53(57.0) 40(43.0) 1.3(1.1,9.2* <0.001
Masters 5(50.0) 5(50.0) 1.14(4.6,15.7) 0.06
First quintile (Poorest) 50(49.1) 52(50.9) 1
Second quintile (Poor) 79(66.9) 39(33.1) 2(1.15,25.3)* 0.012
Wealth index Third quintile (Medium) 40(75.5) 13(245) 3(1.13,19.1)* <0.001
Fourth quintile (Rich) 60(64.5) 35(36.8) 2.3(2.1,12.3)* 0.012
Fifth quintile (Richest) 35(70.0) 15(30) 2.4(1.9,12.6)* 0.012
Knowledge Poor 9(50.0) 9(50.0) 1
about COVID- Moderate 70(77.8) 20(22.2) 3(2.13,36.5)* 0.003
19 Good 260(83.9) 50(16.1) 5(2.1,29.61)* <0.001
) Unfavorite 100(64.9) 54(35.1) 1
Attitude
Favorite 210(79.5) 54(20.5) 2 (1.62,25.6)* <0.001
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CHAPTER SIX: DISCUSSION

This study intended to assess the level of non-pharmacological interventions to prevent COVID-
19 infection implementation and associated factors among adult residents in Assosa town

considering the time of pandemic assailing fortheworld.

This study identified that Diploma and Degree levels of educational were found statistically
significantly associated with NPIs implementation to prevent COVID-19 infection. It showed
that as educational status increases, the likelihood of implementing NPIs to prevent COVID-19
infection increases. This finding was agreed with Hong Kong study, which has found that those
with more education are more likely to adopt precautionary behaviours(32). Furthermore,
Australian study found that more highly educated people reported a greater intention to wear a

facemask in the event of pandemic influenza(47).

In contrast to this results study done in Saudi Arabian mentioned that the educational level
differences among the residents did not significantly affect their precautionary measures against
COVID-19(40). Besides the Hong Kong and The Netherlands studies found no association
between educational level and reported mask wearing or hand washing(31).Also Hong Kong
cross-sectional study found that those with lower educational attainment were more likely to
carry out protective behaviours(29). In addition, the USA cross-sectional study found that less
educated people were more likely to say that they would be willing to be vaccinated against

swine flu; this different might be due study designs and population of study (39).

In this study, Second quintile, Third quintile, Fourth quintile, and Fifth quintile wealth indices also
have been found statistically significantly associated with NPIs implementation to prevent
COVID-19 infection. Respondents in the third wealth index (poor) were three times more likely
to implement NPIs to prevent COVID-19 infection. This relatives to studies done in Addis
Ababa of Ethiopia which found the income had been associated with the practice of

precautionary measures towards COVID-19(41).
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This study also showed that Good level of knowledge and Moderate level of knowledge about COVID-
19 infection was statistically significantly associated with NPIs implementation to prevent
COVID-19 infection. This means, respondents who had good knowledge about COVID-19 were
5 times more likely to implement non-pharmacological interventions to prevent COVID-19
infection compared to their counterparts. This result is consistent with Cross-sectional studies
done in Hong Kong and Australia have found that greater knowledge about how SARS is
transmitted is associated with greater adoption of precautionary behaviours, and mentioned
greater knowledge of the meaning of a pandemic is associated with intentions to comply with

quarantine restrictions(29).

In contrast to this Hong Kong study found that misconceptions and lack of knowledge was
associated with precautionary behaviour (eating less poultry, taking/stocking Tamiflu, getting
vaccinated) and misconceptions about mode of transmission of avian flu was associated with

avoidance of hospitals; this might because population and scope of study(29).

This study also found favourable attitude was statistically significantly associated with NPIs
implementation to prevent COVID-19 infection. This indicate that respondents who had
favourable attitude towards COVID-19 were twice more likely to implement NPIs to prevent
COVID-19 infection compared to those with unfavourable attitude. This converges with reported
result of study done in Dirashe district of southern Ethiopia which reported 54.5% of the
participants had favorable attitude towards COVID-19 preventive measures(28). Moreover, to
the Dessie city of Ethiopia study, which finalized that 96% of respondents, has a favorable
attitude to prevent and control the pandemic.

This study finalized that, the overall level of non-pharmacological interventions implementation
to prevent COVID-19 infection was 62.3%,95%CI(0.219,0.280) from the four various categories
of NPIs recommended by World Health Organization to be implemented by the community such
as Personal protective measures 230 (55.02%), Social distancing measures 361(86.4%),

Environmental measures 402(96.2%), and Travel-related measures 51(12.2%) respectively.
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This was higher than the study done in Gonder city of Ethiopia, which reported the challenges of
social distancing in the community; majority of the study participants, which was 55.36 % had
poor compliance to social distancing measures set by the government and health authorities(44).
In contrast with the study undertaken in Dessie city of Ethiopia reported the most frequently
mentioned preventive measures were frequent hand washing (89.6%), physical distancing
(82.8%), avoiding handshaking (54.7%), staying at home (44.6%) and face mask utilization
(42.7%) (27). This different might be because of the scope study.

Limitations and strengths of the study

Since the study design was cross-sectional, it might not show the temporal relationship between
the dependent and independent variables, data collection tool used was adopted from few
literatures and its majority part developed by the investigator based on the context of current
Covid-19 prevention, which were not previously validated. And the strength could be the scopes
that tend to assess all recommended COVID-19 prevention measures and method of data
collection using face-to-face intervening besides a high response rate of 100% gained from the

respondents of the study.
CHAPTER SEVEN: CONCLUSION AND RECOMMENDATIONS

7.1CONCLUSION

Since this study intended to assess the level of non-pharmacological interventions
implementation to prevent COVID-19 infection and associated factors thus the result of this
study revealed that the overall adherence to non-pharmacological interventions implementation
to prevent COVID-19 infection is low compared to the preventive measures recommended by
World Health Organization. In addition, Knowledge, Attitude, Wealth index and Educational
level were factors independently associated with non-pharmacological interventions

implementation to prevent COVID-19 infection.
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7.2RECOMMENDATIONS

Since the adherences to non-pharmacological interventions implementation to prevent COVID-

19 infection in Assosa town is low; | recommend the following:

For Federal Ministry of Health and Benishangul Gumuz Regional Health Bureau: To provide
updated knowledge, build the capacity of health care providers. Revise programs approaches
with new strategies to over persuade the community members in excluding individual, traditional
and community characteristics those hinder the implementation of recommended healthy
preventive measures which aids the improve of COVID-19 prevention and control strategies in
the town and entire region, as well as at nation level, at last behavioral change communication

and strict monitor of authority guidelines.

For Assosa town health department and governmental health care providing institutions in the
town: To work cooperatively with Regional Health Bureau and to facilitate in providing updated
knowledge, health care provider's capacity building, review of programs and approaches to over
persuade the community members to follow the recommended healthy preventive measures and

strategies to prevent COVID-19 infection in the town.

For none-governmental health aiding organizations and other administrative stakeholders: To
support COVID-19 prevention strategies, cooperate with Federal, Regional as well as local
health promoting agents in providing updated knowledge, capacity building, review of programs
and approaches and to support by any means the voluntary campaign provided through media
and local creation of awareness to implement non-pharmacological interventions. | request their
consideration of the importance of human health in the earth, multi-sectoral and multi-lateral
cooperation against COVID-19 pandemic.

To Assosa community members to realize scientific evidence regarding Corona virus and pay
attention for the implementations of medical advices provided by health care provider, as well as
listen and participate in the support of government, and voluntary campaign in the creation of
awareness in the non-pharmacological interventions implementation of in the town.

To the researchers, further mode of study on non-pharmacological interventions using different
approaches.
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ANNEXES

ANNEX A: - CONSENT

CONSENT FORM

Data Collector:

Greetings! My name is I am working temporarily as a data
collector with  Kemal-Eddin Osman Abdurahman from Department of Epidemiology, faculty of
public health, institute of health, Jimma University, which is conducting a study research on Level
of Implementation of Non-Pharmacological Interventions to Prevent COVID-19 Infection
and Associated Factors among adult residents in Assosa town, Benishangul Gumuz Region
North West Ethiopia. Therefore, we are requesting your consent to participate in this study.

The information that you will give us in this study will contribute for identifying the level and
factors affecting the implementation of Non-pharmacological interventions to prevent Covid-19 at
community level in Assosa town. In participating in this study, you will be required to answer
questions in this questionnaire that will take about few minutes to answer. No names will be used
on the questionnaire and individual responses will be kept confidential. Only the researcher and the
research advisors will have access to them. There are no risks associated with this study. The
participation is voluntary, and you are free to withdraw from the study if you wish with no
resultant penalties. If you are interested to participate in this study, please sign the consent form
provided and then respond to the questions asked.

Your honest and genuine participation in responding to the questions prepared is very important &
highly appreciated.

Participant:

| have agreed to participate in this study. | understand that all information will be confidential and
anonymous. | have been given the opportunity to ask questions and know that I am free to
withdraw my consent at any time.

(signature of respondent certifying that data collector has accepted to participate

in the study).

(signature of data collector certifying that respondent has given informed
consent written and verbally).
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ANNEX B: - ENGLISH VERSION QUESTIONNAIRE

DATA COLLECTION INSTRUMENT TO STUDY LEVEL OF IMPLEMENTATION OF NON-
PHARMACOLOGICAL INTERVENTIONS TO PREVENT COVID-19 INFECTION AND ASSOCIATED
FACTORS AMONG ADULT RESIDENTS IN ASSOSA TOWN, 2021

INSTRUCTION: This data collection instrument has two parts interview questionnaire and

observational checklists; part two, which contains the observational checklists, should be

filled prior to the interview part!

PART ONE: STUDY QUESTIONNAIRE

Data collector Supervisor Code:

SECTION I: SOCIO-DEMOGRAPHIC CHARACTERISTICS

Identification particulars

Address:
Woreda Kebele Ketena/zone
SN [l. Sex |2 Age(in |3. Ethnicity |4. Religion [5. Educational level | For 18 years & above aged people
year)
6. Marital status 7. Occupational
status
( )
Sex Ethnicity Religion Educational level marital status Occupational status
1- Male 1- Berta 1- Muslim 1- Unabletoread and | 1- Single 1- Governmental
2- Female | 2- Amhara 2- Orthodox write 2- Married, employee
3- Others/ | 3- Oromo 3- Protestant | 2- Only read & write please no of | 2- Private organs’
specify | 4- Gumuz 4- Catholic 3- Grade 1-8 wives if >1( ) | 3- Merchant
/ 5- Shinasha 5-  Others/sp 4- Grade 9-12 3- Divorced 4-  Farmer
6- Mao/komo ecify/ 5- Diploma 4- Widowed 5- Daily labor
7- Others/specify/ 6- Degree 5- Other/specify/ | 6- House wife
7- Masters 7-  Student
8- Other /specify/ 8- Other/specify/_
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SECTION II: SOCIO-ECONOMIC CHARACTERISTICS / WEALTH INDEX QUESTIONS/
S.N Questions Responses Remarks
1. 1- Yes 2-No
Does your household have... electricity?
2. 1- Yes 2-No
Does your household have ... a television?
3. 1- Yes 2-No
Does your household have ... a radio?
4. 1- Yes 2-No
Does your household have ... a mobile phone?
5. 1- Yes 2-No
Does your household have ... a fixed phone line?
6. 1- Yes 2-No
Does your household have... a refrigerator?
7. 1- Yes 2-No
Does your household have... an electric mita'd (pan?
8. 1- Yes 2-No
Does your household have ... a table?
9. 1- Yes 2-No
Does your household have ... a chair?
10. Does your household have ... a bed with 1- Yes  2-No
cotton/sponge/spring mattress?
11 Does your household have ... any type of vehicle for 1- Yes 2-No
transportation
12. 1- Yes 2-No
Does any member of household have ... a house?
13. Does any member of this household have a bank 1- Yes 2-No
account?
14, 1- Piped to yard
2- Plot
What is the main source of drinking water for members | 3- Others
of your household? Ispecify/
15. 1- Pit latrine with slab
2-  Pit latrine without slab
3- No facility / bush /
field
What kind of toilet facility do members of your | 4- Others
household usually use? Ispecifyl

63




16. 1- Electricity
2- Wood
3- Both Electricity&
wood
What type of fuel does your household mainly use for | 4- Others
cooking? Ispecifyl
17. 1- Earth
2- Cement
What is the main material of the floor in your | 3- Others
household? fspecifyl
18. 1-  Wood/Bamboo with
What is the main material of the exterior walls in your mud
household? 2- Blockets
3- Other/specify/
19. 1- Metal / corrugated
iron
2- Graz
What is the main material of the roof in your | 3- Others
household? fspecify/
20. Means of livelihood 1-  Agriculture/ farming
2- Animal husbandry
3- Mixed (Agriculture &
animal husbandry)
4- Trading
5- Governmental
organization
6- Private Organization
7- Others
/specify/
21. The average monthly income of the family 1- <1000
(In money or in kind and if reported convert it in to | 2- 1000-2999
ETB) 3- 3000-4999
4- 5000+
5-  Others
[specify/
22. i 1- Handicraft
Other means of generating income 2- Selling fuel wood &
charcoal
3- No
4- Others
/specify/

SECTION Ill: KNOWLEDGE ABOUT COVID-19

S.N

Questions

Responses

Remarks
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Have you heard/seen messages of the ; ;\Gce)s
Coronavirus (COVID-19)?
1- Television 2- Radio 3- Social media
Main source of information/messages 4- Friends/neighbors
. 4-  Health professionals 5- Kebele
about Coronavirus (COVID-19)? Administrators 6- Religious leaders 7-
Others/specify/
To what extent do you agree/disagree | 1- Disagree
i . . | 2- Strongly disagree
?
with the following statement? It is 3- Neutral
difficult to decide which information | | 4- Agree
receive about the coronavirus is real, 5- Strongly agree
fake, or just rumors.
1- Exposure to droplets during sneezing,
: coughing and talking
What are the main means of 2. Hand shaking
coronavirus (COVID-19)? | 3- Touching eyes, nose and mouth with
Transmission? (multiple answer is uncleap hands .
' 4- Touching of objects/surfaces
possible) contaminated with virus
5-  Any close contact with infected person
(family member, caregivers...)
1- Washing hands with soap or using hand
sanitizer
2- Avoid touching out face with unclean
. . hands
What are the main prevention methods 3 Putting face masks
of coronavirus (COVID-19)? 4- Social distancing measures
5- Staying at home unless absolutely
essential to move out
6- Avoid crowding areas
7- Others/specify/
1- Fever
2- Headache
. : : 3- Coughing
Are any of the following possible signs .
y ) gp g 4-  Sneezing
of Coronavirus (COVID-19)? (Select | 5- Runny nose/nasal congestion
6- Fatigue/ tiredness
all that appl .
Pply) 7- Muscle pain
8- Joint pain
9- Difficulty breathing
10- Loss of appetite
11- Diarrhea
12- | Don't know
) soap and water
and/or your family from the | o. se Sanitizers
3-  Wear mask to cover nose and chin when

Coronavirus (COVID-19)?

out of the house
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4- Stand 6 feet apart from people

5- Staying at home (unless it is absolutely
necessary to go out)

6- Not touching face

7- Taking medicines without doctor's
prescription

8- Others/specify/

8. 1- Fearful

How do you feel about Coronavirus g \l\geryfegrful
- No feeling
(CoVID-19)? 4-  Fearful but optimistic
5-  Optimistic
6- Others/specify/
9. Are any of the following possible signs 1- Most c_ommon;Fever,Fatigue/tiredness,
Coughing
of Coronavirus (COVID-19)? (Select | 2- Less
common;Headache,Sneezing,Runny
all that apply) nose, Muscle pain, Joint pain, Loss of
test/smell& appetite, Diarrhea
3-  Serious symps;Difficulty breathing, nasal
congestion
4-  All known symptoms
5- | Don't know
6- Both most & serious
7- Others/specify/

10. Not all persons with COVID-19 will ; ;\1?}5
develop to severe cases. Only those | 3- |don't know
who are elderly, have chronic illnesses,
and are obese are more likely to be
severe cases

11. For you in your locality, who are at | 1. Young grups; Adolescents (10-15) yrs.
high risk of getting COVID-19? old, Youth (16-29) yrs. old, Adults (30-
(Multiple response is possible) 50) yrs. old

2. Weak groups; Children (0-9) yrs. old,
Geriatrics/Older peoples, pregnant
women, People with underlying chronic
illnesses (DM, HTN, etc....)

3. Care giving group; Health workers

4. All groups

5. Both weak & care givers

6. Others/specify/

12. What do you think about what people | 1- Prevention/transmission&symptoms;How
in your locality would like to know to protect from the disease, Symptoms of
about the COVID-19? (Multiple the new coronavirus disease, How it is
response is possible) transmitted

2- Management; What to do if they have the
symptoms, About treatment of COVID-
19 & isolation or quarantine

3- About Most at risk groups
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4-  All-important about COVID-19
5-  mgt&risk groups
6- Prevention & Mgt
7- Others/specify
SECTION IV : ATTITUDE TOWARDS COVID-19
S.N | Questions Responses Remarks
1. COVID-19 infection is severe disease 1- Strongly Agree 2- Agree 3-
Uncertain 4- Disagree 5- Strongly
disagree
2. It is better to die than getting COVID-19 | 1- Strongly Agree 2- Agree 3-
. . Uncertain  4- Disagree 5- Strongly
infection disagree
3. COVID-19 has serious negative consequences | 1- Strongly Agree 2- Agree 3-
on human life (lilizgg:za:n 4- Disagree 5- Strongly
4, COVID-19 is extremely harmful 1- Strongly Agree 2- Agree 3-
Uncertain 4- Disagree 5- Strongly
disagree
5. Itis likely that I will get COVID-19 infection 1- Strongly Agree 2- Agree 3-
Uncertain 4- Disagree 5- Strongly
disagree
6. I am at risk for getting COVID-19 infection 1- Strongly Agree 2- Agree 3-
Uncertain 4- Disagree 5- Strongly
disagree
7. COVID-19 disease is not occurred in my | 1- Strongly Agree 2- Agree 3-
locality. So, | don't have to worry about it (liJ_ncertaln 4- Disagree 5- Strongly
isagree
8. It is possible that | will get COVID-19 infection | 1- Strongly Agree 2- Agree 3-
Uncertain 4- Disagree 5- Strongly
disagree
9. In many aspects, | am less likely to acquire | 1- Strongly Agree 2- Agree 3-
COVID-19 U_ncertaln 4- Disagree 5- Strongly
disagree
10. I believe that washing hands frequently with | 1- Strongly Agree 2- Agree 3-
soap and water kills/remove the virus that (ljJ_ncertam 4- Disagree 5- Strongly
isagree
causes COVID-19
11. | believe that using alcohol-based sanitizer hand | 1- Strongly Agree 2- Agree 3-
rub Kills the virus that causes COVID-19 ;J_ncertam 4- Disagree 5- Strongly
isagree
12. I believe that maintaining social/physical | 1- Strongly Agree 2- Agree 3-
distancing can prevent COVID-19 infection. E:;;;Zm 4- Disagree 5- Strongly
13. | believe that avoiding touching eyes, nose and | 1- Strongly Agree 2- Agree 3-
mouth prevent COVID-19 infection. (LjJ_ncertaln 4- Disagree 5- Strongly
isagree
14. I believe that covering your cough/sneezing | 1- Strongly Agree 2- Agree 3-

Uncertain 4- Disagree 5- Strongly
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using the bend of my elbow or a tissue prevent
spread of COVID-19.

disagree

15. I believe that avoiding living/working in crowed | 1- Strongly Agree 2- Agree 3-
. Uncertain 4- Disagree 5- Strongly
places and close contact with anyone prevent disagree
risk of infection with COVID-19.
16. I believe that staying at home help to prevent | 1- Strongly Agree 2- Agree 3-
infections with COVID-19. U_ncertaln 4- Disagree 5- Strongly
disagree
17. I believe that following good respiratory | 1- Strongly Agree 2- Agree 3-
hygiene is effective to protect the people around (ljJ_ncertaln 4- Disagree 5- Strongly
isagree
me from COVID-19
18. I believe that make quarantine the people who | 1- Strongly Agree 2- Agree 3-
are suspected with the COVID — 19 or close ngg:im 4- Disagree 5- Strongly
contact with person infected with the COVID —
19 are effective mechanism to reduce the spread
of the virus?
19. I believe that isolation and treatment of people | 1- Strongly Agree 2- Agree 3-
who are infected with the COVID-19 are Uncertain 4- Disagree 5- Strongly
disagree
effective ways to reduce the spread of the virus
20. I believe that adhered to or following advice | 1- Strongly Agree 2- Agree 3-
given by healthcare provider can reduce the (ljJ_ncertam 4- Disagree 5- Strongly
isagree
chance of acquiring COVID-19 infection
21. | believe that people with fever, cough and 1- Strongly Agree 2- Agree 3-
difficulty breathing could seek medical care Uncertain 4- Disagree 5- Strongly
early help to manage COVID-19 infection disagree
22. I have the skill to follow recommended hand | 1- Strongly Agree 2- Agree 3-
. . Uncertain 4- Disagree 5- Strongly
washing practices to prevent myself from di
isagree
COVID-19 infection
23. I am confident that Ethiopia can win the battle | 1- Strongly Agree 2- Agree 3-
. 10 vi Uncertain 4- Disagree 5- Strongly
against the COVID-19 virus. disagree
24, I believe that use of personnel protective | 1- Strongly Agree 2- Agree 3-
equipment (mask) is effective to prevent (ljJ_ncertam 4- Disagree 5- Strongly
isagree
COVID-19 infection.
25. I am confident that | can maintain at least 2 | 1- Strongly Agree 2- Agree 3-

meter distance between myself and anyone to
prevent COVID-19 infection

Uncertain 4- Disagree 5- Strongly
disagree
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26. I believe that avoiding close contact with | 1- Strongly Agree 2- Agree 3-
domestic animals (dog, cat, shot/got, cattle etc.) girs];;:;m 4- Disagree 5- Strongly
can prevent the spread of COVID — 19 infection

27. I believe that avoiding eating raw animal | 1- Strongly Agree 2- Agree 3-
product can prevent the spread of COVID — 19 (ljJ_ncertaln 4- Disagree 5- Strongly

isagree
infection

28. I believe that COVID-19 will finally be 1- Strongly Agree 2- Agree 3-
successfully controlled, (ljJ_ncertaln 4- Disagree 5- Strongly

isagree

SECTION V: PERCEPTION TOWARDS COVID-19

S.N | Questions Responses Remarks

1. Coronavirus (COVID-19) is fearful. 1-  Agree

2- Disagree

2. COVID-19 infection is severe disease 1- Agree

2- Disagree

3. COVID-19 has serious negative consequences | 1- Agree
on human life 2- Disagree

4, I am at risk for getting COVID-19 infection 1- Agree

2- Disagree

5. In many aspects, | am high likely to acquire | 1- Agree
COVID-19 2- Disagree

6. COVID-19 disease can occur in my locality. | 1- Agree
So, | have to worry about it 2- Disagree

7. I believe that people with fever, cough and | 1- Agree
difficulty breathing could seek medical care | 2- Disagree
early help to manage COVID-19 infection

8. I believe that adhered to or following advice | 1- Agree
given by healthcare provider can reduce the | 2- Disagree
chance of acquiring COVID-19 infection

9. Performing routine  activities such as | 1- Agree
monitoring body temperature, open windows to | 2- Disagree
keep the air fresh, rest properly and do not stay
up late and appropriate exercise helps to keep
me healthy or helps my body to prevent many
diseases including Covid-19?

10. In recent times, my hand washing behaviour | 1- Agree
has increased as compared to the era of no 2- Disagree
corona virus infection?

11. By this time, | am able to fully protect myself | 1- Agree

2- Disagree
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against the Coronavirus (COVID-19).

12. What prevents you from fully protecting | 1- Shortage of items; soaps, hand sanitizer,
. . masks
yourself against the Coronavirus (COVID-19)? 2- Loss/Decrease of incomes, increasing of
(Multiple response is possible) the price of items in the market or in
some areas
3- Insufficient information
4-  All mentioned
5-  Nothing
SECTION-VI: People perception on the practices that can exacerbate the spread of COVID-19
In your locality, people perception on the practices that can exacerbate the spread of COVID-19
1. People in your locality perceive that COVID- 1- Yes
19 is a dangerous disease? 2- No
2. Most people in your locality perceive that they | 1- Yes
are susceptible or at risk of getting COVID-19? | 2- No
3. Do people still live in a very crowned condition | 1- Yes
2- No
4, Do people still use suffocated transportation 1- Yes
means 2- No
5. Do people are still hugging/shaking hands as 1- Yes
they greet 2- No
6. Do people cannot stay home for economic & 1- Yes
other reasons 2- No
7. Do people don’t still adequately access 1- Yes
water/sanitizers like alcohol 2- No
8. Do people don’t still access personal protective | 1- Yes
equipment like face masks 2- No
9. Do people with flu/similar symptoms are not 1-  Yes
well screened 2- No
10. Do people with flu like symptoms are not 1-  Yes
seeking medical care early 2- No
11. Do people fear social stigma or bias if 1- Yes
suspected with COVID-19? 2- No
12. They live in hot weather and that is not suitable | 1- Yes
for corona-virus 2- No
13. They live in setting that is far away from 1- Yes
corona-virus hot spot areas 2- No
14. They have adequate traditional protective 1- Yes
medicines 2- No
15. They believe that eating garlic, onions, ginger 1- Yes
or honey help to prevent COVID-19 infection. 2- No
16. They are religious enough ( God/Allah protect | 1- Yes
them) 2- No

SECTION VII: - PRACTICE TO CONTROL CORONAVIRUS (COVID-19)

Personal protective measures; face masks, hand hygiene, and respiratory etiquette

S.N

Questions

Responses

Remarks
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1. Do you wear facemask or wash your hands or | 1- Yes
use hand sanitizer regularly to protect yourself 2- No
from Coronavirus (COVID-19)?
2. How often you wear facemask to protect | 1- Always
yourself from Coronavirus (COVID-19)? 2- Sometimes
3. How often you wash your hands with soap and | 1- Always
2- Sometimes
water regularly?
4, How often you use hand sanitizer regularly?* 1-  Always
2- Sometimes
5. How often you use your elbow or towel to | 1- Always
2-  Sometimes
cover your nose /mouth?
6. From your experience, when do you avoid | 1- Always
touching simply your face/nose/mouth? 2- Sometimes
7. : : 1-  Always
How often do you think people in your area are 5 Sometimes
practicing personal protective measures; like
hand hygiene, respiratory etiquette and
facemasks to protect themselves or others from
Coronavirus (COVID-19)?
8. What do you think the reason why people in | 1- They think no Coronavirus (COVID-19)
- . 2- They think Coronavirus cannot infect
your area are not practicing personal protective them
measures; like hand hygiene, respiratory | 3- They claim they have traditional /local
etiquette and facemasks to protect themselves medicine to cure Coronavirus
g P 4- They believe there is Coronavirus but
or others from Coronavirus (COVID-19)? neglecting the prevention methods.
(multiple response is possible) 5 All mention_ed
6- Others/specify/
ii- Environmental measures; surface and object cleaning and other environmental measures
S.N | Questions Responses Remarks
1. . : 1- Yes
Do you think Coronavirus (COVID-19) can - No
stay on any objects/materials/ for long time
2 Do you use to clean objects/materials/ at your ; \N((e)s
work area/office (tables, shelves, chairs...) to
kill virus from the surface?
3. . : 1-  Water only
Wh lean material
at do you use to clean objects/materials/ at 2- Water and soap
3- Alcohol based sanitizer
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your work area/office (tables, shelves,

chairs...) to kill virus from the surface?

4-
5-

Both Water, soap and then sanitizer
Others/specify/

Social distancing measures; contact tracing, isolation of sick individuals, quarantine of exposed
individuals, school measures and closures, workplace measures and closures, and avoiding crowding

S.N | Questions Responses Remarks
1- 1- Yes
Few days ago, have you gone to any crowded - No
places? (Church, mosque, open market, funeral,
wedding, work...)
z Do you think your movement to any crowded ; ;\(lgs
places it was an absolute reason?
3 Do you use private transport and own foot ; :\l(gs
alternatively rather than public transports
whenever you go out of your home?
4 Most of the time, do you keep yourself 6 feet ; \N(gs
(2 meters) apart from other people
> Have you stopped physical greetings such as ; :\l(gs
handshaking, hugs and kisses to prevent Covid-
19?
- Do you call Covid-19 center whenever you 1- Yes Called
2- No center__
think an individual might have Covid-19?
’- Do think, your children, relative applies Covid- ; \N(gs
19 prevention measures in the way and in side
school?
8- . S : 1- Yes
Do you isolate an individual you suspect might 2 No
have Covid-19 in a single room
9- : 1- They don't know it is protective
What do you think why people are not used to 2- They think it i against the
apply Social distancing measures to prevent norms/religion thought
: : : : 3- They think no Covid-19
-19?
Covid-19? (multiple response is possible) 4 All mentioned
5- Others/specify/
iv. Travel-related measures: travel advice, entry and exit screening, internal travel restrictions and border

closure
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S.N | Questions Responses Remarks

1 How often you follow travel advices to prevent 1- Always_,
2- Some times
Covid-19 related to travel especially when
crossing borders between Ethiopia and Sudan
for marketing or treatment?
z How often your member follow travel advices e Always_
2- Some times
to prevent Covid-19 related to travel especially
when crossing borders between Ethiopia and
Sudan for marketing or treatment?
3- . 1- Fear of more days quarantine isolation Example
Could you indicate why people fear to come : .
y y peop 2- Fear to lost work during quarantine 14 days
front to undergo Covid-19 screening during | 3- Fear of social stigma quarantine
4-  All mentioned time

entry and exit borders between Ethiopia and 5- Others/specify/

Sudan for marketing or treatment? (multiple

response is possible)

PART TWO: OBSERVATIONAL CHECKLISTS

i- This part should be filled before interview questions;

S.N Questions Responses Remarks

1- Is there any hand-washing basin with water visible at - Yes 2-No

entry or appropriate place?

2 Does he/she wash hands at entry to the home? 1- Yes 2-No

3 Does he/she use soap while washing hands? 1- Yes 2-No

4- Does he/she wash hands appropriately? 1- Yes 2-No

5 Does he/she have a sanitizer at hand or nearby? 1- Yes 2-No

6- Currently, is he/she covers face or wearing a 1- Yes 2-No
facemask?

7- 1- Yes 2-No

Is he/she covers face or wearing a facemask
appropriately?

8- Does he/she maintain social distancing throughout 1- Yes 2-No

data collection period?

THE END

WE THANK YOU ON BEHALF OF KEMAL-EDDIN; JIMMA UNIVERSITY FOR YOUR PARTICIPATION
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NAG- PRIP ALNLATII 4 - AANTIT99P 5 - (11190 AANTITPD

8. OP.e-19 (A (A24007) ASH hTFAAw- 1 - 00 AATI990U- 2 - AOTITIND- 3 - ACIME hBLAUT®

4 - hAQTITIP 5 - 1Ng° AANTITTgP
9. O 8 FPF: MALE-197 P9ITTF AL RIS 100 1 - 0N AATI990U- 2 - AOTITIND- 3 - ACIME hBLAUT®
4 - hAQTITIIR 5 - 1MI° AANTTTTIP

10. AE7 049vG AG N@Y  (FL229% avFmdl D197 | 1 - M9 AdeI9IAU- 2 - ADTITIAD- 3 - ACAME ABLAUI®
PT9.Pa0M@- GRLN LICAN PADALPA (% AIPTAU-: 4 - hANTITII 5 - 1MI° AANTITTIP

11. NAAhA AL PTavOlt PRE 9IXE (AZFLHC) aomdg® hie- | 1 - AM9® AaTo90u- 2 - A919900- 3 - ACIME ALLAV-I®
197 P79, eANFAD? ALLN L1LAA N8 ATGAD- 4 - AALTITI 5 - AMg° AAGTITIgO

12. TYNEPIANAR CPFT PP PRLL-19 (7T (AFNTTT) | 1 - AN9° Ad999900- 2 - ADTI990U- 3 - ACIME ABLAU-I®
£hAhAA N8 AFPGAD-= 4 - AALTITI 5 - AMg° AAGTITIgO

13. AeTE RETTT WS AT hovtht avdmAl Phile-19 NAFT | 1 - 0m9° Ad91990a0- 2 - A0TI7IAU- 3 - ACIME hBLAUT®
(A3 NT7T) 2hAhAA 18 APPGAD-: 4 - hANTITIIR 5 - 1MI° AANTITTIP

14, PhCIPT v Fm& ORI vl (oemdd® AATTNIMAPT | 1 - 1M AdT19900- 2 - ADTITIAU- 3 - ACIME hBLAUT®
avig.7 PLe-19 ACTT A7LTLhANA AIPGSAY-= 4 - hADTITII 5 - 1M9° AANTITTIP

15. M taS1E 0FPT haoGclhovp et avdml S ho79® oC | 1 - 0mg° ha@oinw- 2 - Ad919900- 3 - ACIME ALLAUI®
Pl ADTLL-19 PovPH K877 WILTLNANA ATPGAY-= 4 - hANTITII0 5 - 1NI° AANTTTIIO

16. 0+ @ar 80+ APAL-19 Poleeme NAFYANATT? | 1 - 0mg® hamo0w- 2 - AAT19900- 3 - ACIME ALLAUI®
APhANA 2440 N8 AF°TAU-: 4 - hAOTITII0 5 - AMI® hANTTTIIO

17. P PhFI4AN TRVGT oA (AATINIMOPT @) | 1 - AMgR AaeI9Ia- 2 - AA91UIAD- 3 - ACAME ARLAUIP
0ANANLE LATT APTF DDELL-19 APMNP O-mFo7 WILPT | 4 - AAOTITII 5 - 1NI° AANTTTIg°
ATPGAV-2

18. Ope.e: 19 ehméms APTT ALt N998eF @e Ahe 19 | 1 - 0Mmg® AamoInw- 2 - A919900- 3 - ACIME ALLAU-I®
nEPH A@< OC PPCA ATFIF AATILL LALLNT NCHT | 4 - AANTITI9P 5 - NMI® AANTITIg
AP O-M,FT H&GPT R+ 18 ATPGAD-

19. hAe-19 OHPH APTT ALF (TIRLF AG 9Thg® PGeAAT | 1 - NNI° A 1990~ 2 - AATI9IAU- 3 - ACIAMT ALLAU-T®
OG-+ APl DM, 39 aPTIRT CF- 1% AIPG AU 4 - RANTIT99° 5 - 1MI° AANTITIgO

20. OnS A0 (ATRNA0) APCOL/APP PTLAM@-7 PRC | 1 - A9 AaeIo900- 2 - AATI9I00 3 - ACTIME ALLAVI®

Othha eohvtd OPALE-19 (T (A24.007) 000U ALAY
LN N ATPTAU-

4 - AAOT179° 5 - 1MI° ANNTITIT°
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21. Theati Ah hG Pavdn TG LANF® APT ehie-19 | 1 - AM9° AATI9IAY- 2 - AATI9IAU- 3 - ACIIMT ALLAUIP
007 (AWNTTY) APEMMC $LI° NAD: VNPT ACAF | 4 - AANTITIIP 5 - 1NF° AANTIT9°
ALAT KILTLTFN AIPSAD-

22. AG07 NNALR-19 (7 (A24NT7) AgPhAhA £99.0704 OAE: | 1 - NN9° AATI79AU- 2 - AQTI9IAU- 3 - ACAME hLLAU-I®
aFmAl AJOLTT ot Tied AaT:: 4 - hAOT7T990 5 - AMIP hANTTTIgO

23. AL Ph0e-19 el ArhAnA P9°FLCID-T A | 1 - AP AATITIAY- 2 - AO9I9IAU- 3 - ACTIMT ALLAUIP
WIRIPF TS hCIAMG Tz 4 - hAOT7T990 5 - AMIP hANTTTIgO

24, Ph1Le-19 T (A72.0077) AgPhahd farhAn® apagePFy | 1 - 1M9° AMTI9IAU- 2 - AQI790U- 3 - hCAME hRLAU-I®
AgPaQ, eIPA (“90h) aPmPI° M, 10+ 18 AIPGAD- 4 - AAOT7999° 5 - AMgP AANTITI90

25. P00.e-19 N7 (A2NT77) AGPhANA N&-0b AG NT75@-9° | 1 - AN9° AaI99A0- 2 - A91790U- 3 - ACAME ALLAU-I®
Ao+ avnhd (LEWN 2 THFC CPF om0 AIRIPTA ACIAMT | 4 - AANTI9I9° 5 - ANg° AANTITI°
bt

26. Nk AWat (@497 gaviti @eAIhit o) OC PG | 1 - Mg ”AATITIAD- 2 - A0TIUIAU 3 - ACIMT ALLAVIP
VYFEET TIN01L PA.L-19 ANNTT AT8LALE 2hAhAA | 4 - AAO917I9° 5 - NNg° AANTITI9°
N8 PG A~

27. Pé PRINNET 9OCT AAGPNAT POLL-19 N7 (A2NTTT) | 1 - AN9° Ad199A0- 2 - AA91790U- 3 - ACIME ALLAUI°
ATRLALT BNANAA 1% ATPGAU-: 4 - RANTITIIC 5 - (NGP hANTITIGO

28. NLL-19 M WLCAT ATPRLA I AQTTI9TT AU @®dh | 1 - Ang® Aa99199A0- 2 - AATI990U- 3 - ACIAME ALLAU-I®
®PPC OC LDAANE

4 - RANTITIIC 5 - (NG° hANTITIGO
h&A V: aAhA.e-19 N0 AnFPAL A0ELeT
. TP a\(\ g°Cave-

1 DALL-19 T Ald.s 10 1-  AO9999AU- 2- AAGTI9I9°

2. ALL-19 AT NM9° Adhg O 10 1- AO9199AU- 2- AAGTTOT9°

3. PhLe-19 0 NAD. AR USOT AL 1110 TOAT AAD. 1-  AO999AU- 2- AAGTI9I9°

4. A3 ADALL-19 A0S 245 1Y 1- AO9999A0- 2- hAh9iTI9e

5. Az N9T7E@I° avph ADOLE-19 (T +2Asp 175 1- A0999900-  2- AANTI9I9

6. hii.e-19 (i (AN 2hatd ARV A.L0LLTT £10A 1- AO999900- 2- hAh9iTI9e

7. Fatiad AG Partin T PaNF@ APF ehie-19 | 1- ANT1U9A0-  2- AAATITI9R
0037 APSOMC (OPE PUNIPG ACSF A1L71.00L0 T
A9 AU~

8. wh9s OAae-PPF ea9+AA4- PRET Nevhitd NhALL-19 | 1-  AA9999Au-  2- AANTT999°
(0 PaoPH BENT KILTLPIN AISAU-

9. vtemh Pa@Ft avpt (ovhFhAT WU ARC ATITTE | 1o AQITIAD- 2- AARTTTIP0

0e@. avant oot RR0ATTE hOGT aP@ALTE
A0 PA@. PA@TF WIPOSA 0914 L0PT hdaeT
MAFPT hae-197 md°C APhANAG QTP MG 1S
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APt .LAN

NP M 08 A Al A%1% /WA nhA.L-19 NS
04t 2C A196C eIz

1-  A09900- 2- AAOTT9I°

NAU+ I 07 Nhal&-19 O0F ov-ieo™h AgPhAhd
wFAAU-::

1- AmIMaU- 2- AANTTTI°

¢0P7  hhaglg  GF  eoa0evh  hovhAnA 97
218N1P 102 (NATL: NAL aPAN LFAK)

1- PR APlt: Aa0GIRALFOHCE 044 aPALs
BN (7I0h) ATt

2-  PavhAhg ®AROTF NI0L AL 0P a6 L, /977
iy OLI® NANANM AATPFC

3- 0% QP HAIECTINT AAPTC  4-U-ed° 5-099.7207

71C PP
0ACAP ANONE PhA.L-19 AT ACTT AP0 AOTPoA NTLLELCT PAPT AgeAnnt+ O-FavAht:-
1 OACOP ARANL APT PhL&19 (T (M AQNG NAF 10 | 3- AP 2- he.LA
e LAAN?
2. ACAP ANON. AOHT@. APT ADALL-19 (AF TIAT 17 | 3- AP 2- heLAP
e LAAA?
3. AQNU7 AU APTE APT (TLOHOT(OTaRS1P) 0FPT | 3- AP 2- heead
RGTC?
4 w0 APF ATLOHOT  (PRaLTIP) oA | - AP 2- ARLAT
(P&MZCT) LMPTIN?
5. ANNUT APTE WAPS APAPOT (AL LRONNA? 3- AP 2-heRar
6. APTE ARRTOLST AdAT PRLEOFT NAe 1 ARPaPMgP? 3- AP 2- hLAP
7. AT OPT @Y G AADA-ALFLHC (sanitizer) ATITTT | 3- AP 2- AGLAT
L F1G0?
8. AQNU7 APT &07 APRANA PLeATA OPPT APAN:PET | 3- AP 2- hERAP
BNA(TI0N) ATITTT 2102
0. AQRUT Ad ORP° P1747S PARPT PANF@. APT °Cave- | 3- wP 2- hLRAT®
(screening) APTLLIAFA. ALLATP?
10. AU Al @R PFIEIT PARPT PANFD. APT | 3- AP 2- kLA
PavBavs P RUNIPG ACAF hETTF ARANT®?
n APTE (AL-19 0TF Drfmimé TP aPINN LLL? 3- AP 2- h2.LAP®
12 APTF: WG 11T (PP AC QAT QAT ADOLR-19 | 3- AP 2- heLAd®
qRL0 hEaTFP® RAA?
13. APTE AT POLITLO. PLL-19 (T NANTRHRNT 4P WPt | 3- AP 2- heLad®
ANAQL 1. 2AN?
4. APTE AE & VA o7 PT/URIT AAT BAN? 3- AP 2-hefAP
15, APT: Phleag NAF 1o ATheCHide AM-CHETEWA | 3- AP 2- hefAP
OR.g° ¢ (lavNAt+ aohAhd AIRTLFA PIPGA?
16. APT:  AEF  PRYITHTUNIFITT  mTCT 17 | 3- AP 2- heLad®
(hAV/AL0C) LMAPTA RAN?
h&d VI: - ehi.19 (A Aevhahd +10¢+F (PRACTICE TO CONTROL (COVID-19))
v- PO AMAT aphah® H&PT; 04t aP(ds egPNA(“I0N)IPAS: 76U5T ALAAG NCNTTA NOG-T/728 aPlig.
ac+
+.¢ T aoA\() JPCave
1. 027 hhaf-19 AevhAhd e&F  BPNA | 1- AP 2- hRL2AT
(970ih) LLCON @RIP, AEPT Lm0 ®Eav
AL3LHC LMPTIN?
2. 0P hble-19 Aevhahd 9°7 < /9VA | 1-  HOFCIUOM] 2-AAEHAE.
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PN (T70h) LLCONT

S0P7 nha&-19 Aevhahd °7 9 [CUA | 1-  HOFCIU-AIR 2-AAEAAE
hEPT NOYG 4av-g 2 4mOh?
S0P7 nha&-19 Aevhahd °7 9 [CUA | 1-  HOFCIU-AIR 2-AAEAAE
AAha ALFgHC (sanitizer) meaIn?
N7.L0AV AG NLLATTOY M AFATTBP °7 | 1- HOTC/U-AMM 2-AACANE
I /fUA NN72LP P@AT hGd @LI° avylA
LAFTAU-?
NATPE ATIC AFIAFTR, (AS haoint avf | 1-  HOFC/U-AIH 2-AACAANE,
L£Pman?
NANALLSTU- APTF ¢OF@T hhilea9 O0F | 1- HOTC/o-AM] 2-hACRAE,
APMOP  PorhAhA  +ol0c-F:-  APAN.  PhE:
T0UGT  ALAAS OLATTA NG T/h7e  aoid?
ACHT AT PG PG PN (T70h) 71849
9°7 9tk [SUA (FFhhA 11067
NANANCTFr APTF AF@7 hhal-9 06T | 1- ehi-19 N A7LAN LA
AaPmP PaohAhA F0Et (Fhha 2-  hi&-19 OAF AZLTIRHFD. PANN
3- ¢h.89 N0 09107 POUA av LDt
LA AF) PRI RameA? (MWI% | Sa o
NAL aPAN LFAN) 4-  ehe-19 NS AT9A LIPTNEITIC 17
hevhAhd 2HG N
5-  u-v9® Pt GF@
6- AA/’med/
V- PANAN, e2NEP To10sT;- RARNOPT 69T AT AT PANAN. aPmNEP +o10s-T
+& | TPE av\(| goCav,.
hig19 AN (TFRSL €NbF| AL ALFP MLT | - AP 2- he.LAJP
AEeT L FAN?
hLe-19 040 AGPIALA ¢ (FP DLI° | 1- AP 2- heLAT®
MCP  OPPTY  (APAN  MEAHIIPLCLLE:
OC...OHT) L8507
ehLe-19 Agsh AGPILA  A918% 9°7 7 | 1- @Y ANF  2- @YG 4ov§ 3- hAhA ALFLHC
emdTInT 4-  p0eg° @Y7 4o PHLLI® AADA ALFBHC
5-  aA/emdn/
vi- PTIWNGP CPT aPMOP F10ET;- +mCMS hadseFovary ANART TAPHRHET TIPET UL (HPTF TIPEPTS 08F
LN (PHanS1P) 03~ aveP (rheophrts
+& | TPE av\(| goCav .
1- AP 2- heLAP

004t $GF @O 0L APTF CTLAHNVHETRSIP) 0FPT
T POPA? (APAA, OB OANSNEEY DT 109
PCE WCIE e
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FHD. ANNI® ANLAL/OAT PPhL0T 1. e PAOA?

1- AP 2-hRLAP°

3 DO @ A%e DUt asr ead eaa aaanr | T AP 20 hORAP
Pavaa MEav (XIC PavLe ATIZR LmbTIN?
4- AOHE@Y °M, ¢0PT DAAT 6 B2 “4C) Phiv CPT - a2 2-hear
emPh?
5- (WAPH A, KhAP Thh A0, o@AGT: oohpg: | LT AP 20 hORAT
@Aag., Ot ARTLA?
6- AP K18 G0, (fF KA b (Lea00F o, og | 1T AP 2-heLAT i,% “1ha
Ph.L-19 P14 710hA LLMAN?
I ABP meaw [oweP OFf A W54 (ovng agge gy | - hF 20 ASLAT
T @ar ehigag avhahg engF et e
Pa0A?
8- WY A0, PhELu9 hF AAGE 0 eneaqar an | - hF 2 ASSAT
ANFa (A7L hGA QAT ATe8e PLCIN?
9 - ~ 0"L0ANA U hPDET
APT ehiie19 MNF7 Aovhahd PTINGR  CHT PMOP | ) qyaF@ AL FOT PP LaAATPA
UG ATY ARLOTT? (NATE (AL AN LFAQ) 3 Phiieuo (i PAA NATLLAN:
4 U0 etmPte 5-0A/SmPhy
vii- TG T8 OC TTEFT PAT@. PavhAhd 106 : PR PPhETE0ove1.0G avaLes, 7 PEPTFEqPCave-(sCreening) AAT$e: 1 hahas
£90C HT (oot
T& | T0E @an FoCag-
1- KGO (W89 Dkt (4) 02/ @ep v1C AP, g7 |+ NOTCIRATI] 2-hAChAG:
RAEERE  AMNLATUNIG O ATPAPAS SIC LA
9°7 PUA Phile-19 NAF7? APhAhA P91.84T TrPePT:
PhETF FhhA @har @104 1C?
2- QAP AOA O/h A-8T-RAERE a0 Thges opd. | 7 NOTCUATI 2-hAGKAE:
WPAPAS  RINC AN 7 PUA PhLL-9 (T
AgrhAhA P1.RLT PrPEPTIONCT 0+hha
ettt A04 10C?
3- APT O ASTAMCRS  A0@tiuhes o, | & OO PCT AGR TIEC U GoF A7, S4BT
/ hTERS © T 2o 0ARR 9IBe OPT 09U M4 227 (NG FF) AL TIBE M,

A rPAPAG P0G av.sBy, &NC (A4 Phile-19 N7
AgPhAhA P94 TrPEPTiPhETigPCavs( screening)
OFhhd A7 °nLeT WILTIRATNG A4 STAN (A28
NAL PAN FAN)

3. PUNLAN: TIUNA FCF (T AANT AATLAA)
4-  pteg Otmeiet
5-  aalemen/

h&d vAt: 0919+ P90.9°A $2 (Fhand) (OBSERVATIONAL CHECKLISTS)

i- LV h§ PovEavsea. PhapmPP TEEPT( interview questions) heeqrak g+

P7.9°A ha

T

Tk

avi\(1

JoCave.
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Y PPH PAE avFm(Le 6P TITTT POLFANT | 2- AP 2- ARLAP
Moo AhaN. @Lg9® 91425 +hhAT 0
AL hA?

AR, 0700 1 A8 2 m0A? 2- AP 2- hRRAP

A% NLIm00F @Ot 4apG | 2= AP 2- hefa®
2meTI?

A%7 OFhhd 2m0n? 2- AP 2- hRRAP

Alt/AQ, PAS 9108 AADA/ALFLHC | 2- AP 2-heRaw
LHPA @RI° AM1VTF@. AN?

AUT  &T/AG  OFIPA ©LI° 910N | 2- AP 2-heRa®
ALCIPA?

&rhe 0Fhhd AFIPA @9 990N | 2- AP 2- AgLAP
NA00 ALCT1PAN?

Att/Ad,  thhd (09900 avilbe) | 22 AP 2- Aelad
YR CPFT mNBA?(0lE
@A(AN Adh0P &4n)

LaP¢R, 40

07PGk AL (10PA TP NATLA (NTIN-AL7T 00777 AG 97 fL0CAE O9° ATIPAIGAY::

83



ANNEX D: - SUPPORTIVE LETTERS

Ethical Clearance and supportive papers

Jimma University Institute of Health

Institutional Review Board

RcﬁNoWMé\ﬂ
e QAL

[0: Kemal-Eddin Osman

Subject: Ethical Approval of Research Protocol

The IRB of Institute of Health has reviewed your research project “Level And Factors Affecting
Of Non-Phar

To Prevent Covid-19 Infection
Among Adult Residents In Assosa Town, Benishangul Gumuz Region, North West Ethiopia
2021; A Cross-Sectional Study™

Thus, this is (@ notify that this research protocal as presented to the IRB meets the ethical and
scientific standards outlined in national and interational guidelines. Hence, we are pleased to
inform you that your research protocol is ethically cleared.

We strongly recommend that any significant deviation from the methodological details indicated in
the approved protocol must be communicated to the IRB before it has been implemented.

With RfRards!
Million Tesfaye (MSc, PHD)
IRB chairperson

Tel: +251 913542906
E-mail: miesfavel @omail
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ANNEX E: - ASSURANCE OF PRINCIPAL INVESTIGATOR

I, the undersigned, declare that this thesis is my original work, has not been presented for a degree
in this or another university and that all sources of materials used for this thesis have been fully

acknowledged.

Name of PI: Kemal-Eddin Osman Abdurahman

=

Date of submission: Signature: _

Approval of the first Advisor

Name of the first advisor: Fasil Tesema

Date: Signature:

Approval of the Co- Advisor

Name of the co-advisor: Dawit Regasa ém

Date: Signature
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Approval of the board of examiners

As a member of the board of examiners of the MPH Thesis Open Defense Examination, | certify
that | have read and evaluated the thesis entitled Level of Implementation of Non-
Pharmacological Interventions to Prevent COVID-19 Infection and Associated Factors
among adult residents in Assosa town, Benishangul Gumuz Region North West Ethiopia,
2021; A Cross-sectional Study prepared by Mr. Kemal-Eddin Osman Abdurahman and examined

the candidate. | recommend that the Thesis be accepted as fulfilling the thesis requirements for the
Degree of Masters of Public Health in Epidemiology.

Chairperson Signature Date
Internal Examiner Signature Date
External Examiner Signature Date
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