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Background: With the onset of any novel condition, it is the “first” case identified that brings 
attention and sets into motion the machinery to respond – so it began with a first novel pneumonia 
case of unknown origin in Wuhan, China. Currently, the World Health Organization has declared 
SARS-CoV-2 (more commonly known as COVID-19) a public health emergency of international 
concern. It is projected that the path of COVID-19 could kill 50–80 million people and impacts the 
world’s economy in its devastating global sweep. The surge is increasing on global and national 
levels, causing rapid loss of life, joblessness, deterioration of the healthcare systems, and both 
national and global economies. In Ethiopia, the first COVID-19 case was reported in March. Since 
then, the government has been taking different measures to prevent its spread. Locking down all 
schools, declared social distancing and hand hygiene, and restricting large gatherings were some of 
the Ethiopian government’s actions.
Objective: To determine knowledge, attitudes, and practices towards COVID-19 pandemic 
among quarantined adults in Tigrai region, Ethiopia.
Methods: A total of 331 participants selected using a systematic random sampling method were 
included in the study. We used an interviewer-administered questionnaire. After describing the 
variables using frequencies, means, and standard deviations, multivariable logistic regression 
determined factors associated with knowledge and chi-squared tests for attitudes and practices 
towards COVID-19.
Results: The study participants were primarily males (70%) and mean age 30.5 (SD=11) years. 
The mean knowledge score was 8.73 (SD=2.64), with less than half 42.9% (95% CI: 37.5–48%) of 
the study participants were knowledgeable. Regarding the attitude questions, three-fourths of the 
participants believed that Ethiopia will control and win the battle against the COVID-19 pandemic. 
Nearly one-third of the participants replied that the Ethiopian government is handling this pandemic 
health crisis well. About half of the study participants reported that they had gone to crowded places 
in recent days, did not wear face mask when leaving home, and practiced preventive measures given 
by local health authorities. Knowledge score was statistically significantly associated with gender, 
age, and educational status of the study participants, whereas attitude and practices were signifi
cantly associated with educational status and knowledge of participants.
Keywords: knowledge, attitude, practice, quarantine, COVID-19, Ethiopia

Background
Coronavirus disease (COVID-19) has been declared a public health emergency of 
international concern in January 2020.1–3 As of July 3, 2020, the disease has caused 
10,710,005 cases and 517,877 deaths worldwide. In Africa, we have reported 
329,796 cases and 6486 deaths.4 This disease affects all ages, but its severity is 
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higher among the aged and those with underlying chronic 
diseases.5 For instance, the death rate among older people 
is 48% compared to these younger people.6 The pandemic 
is causing rapid loss of life, joblessness, deterioration of 
the healthcare delivery systems, and national and global 
economies.7 In September 2019, it was projected that there 
would be a catastrophic respiratory disease that is rapidly 
moving and could result in the deaths of between 50 and 
80 million people while impacting the world economy 
by 5%.8

In Ethiopia, the first case of COVID-19 was confirmed on 
March 13, 2020, in Addis Ababa. The infection has been 
spreading to all parts of the country. On July 26/2020, the 
Federal Ministry of Health (FMOH) reported 13,968 con
firmed cases and 223 deaths with a death rate of 1.6%.9 Since 
then, the government has been taking different measures to 
prevent its spread. Locking down all schools, declared social 
distancing and hand hygiene, restricting large gatherings, limit
ing travel, preparation of health facilities for treatment and 
quarantining individuals who had known contact and travel 
history for five days were some of the actions the Ethiopian 
government took.10 Community transmission has started in 
some developing countries, and the pandemic caused psycho
logical and economic insecurities.11,12 Weak health care deliv
ery system, limited resources, the living standards, the cultural 
norms of the residents, low socio-economic, and environmen
tal factors are some of the risk factors expected to exacerbate 
the transmission of COVID-19 in developing countries (like 
Ethiopia).13

Coronavirus spreads primarily through respiratory dro
plets of saliva or discharge from the nose when an infected 
person coughs or sneezes.14,15 Control of the virus’s 
spread could be achieved by limiting human-to-human 
transmission, identifying, isolating, and caring for victims, 
and avoiding contact with animals. Infected individuals 
can be asymptomatic or may present with mild or severe 
manifestation. The risk of transmission from asympto
matic individuals is high, making the disease difficult to 
control.16–18

If the disease’s pandemic spread continues in develop
ing countries, its impact will be more severe than that seen 
in the developed countries due to weak or unresponsive 
health systems.19 Lack of information, unfavorable atti
tude, going into crowded places, and inappropriate mask 
utilization could lead to exacerbated transmission of the 
pandemic.20–23

Hence, primary prevention through improving the 
community’s knowledge, attitude, and practice towards 

COVID-19 prevention methods, and active case detection 
are demanded.21,24,25 Investigating the knowledge, atti
tudes, and practices and seeking current evidence on 
COVID-19 prevention is needed to control the transmis
sion of the disease. Thus, the study aimed to determine 
knowledge, attitudes, and practices towards the COVID-19 
pandemic among quarantined adults in Tigrai region, 
Northern Ethiopia.

Materials and Methods
Study Design, Setting, and Population
An institutional-based cross-sectional study design was 
conducted among adults quarantined in Tigrai Region, 
Northern Ethiopia. A total of 343 randomly selected parti
cipants aged 18 to 69 were interviewed from May 15th to 
27th, 2020. Using a single population proportion to calcu
late sample size assuming a 95% confidence level, 5% 
margin of error, and 50% of the population know about 
COVID-19 (p=0.5) yielded a calculated sample size of 
384. Since the total source population was less than 
10,000 (N=2102), the estimated sample size (n=384) was 
corrected using correction formula. Then, the final sample 
size after correction (nf=326) and adding a 5% non- 
response rate becomes 343.

Recruitment Procedure
Multi-stage sampling was used. We clustered the region 
into zones (n=7). Three quarantine centers in each zone 
were randomly selected. The total sample size is propor
tionally allocated to the number of confined and isolated 
individuals in the past two weeks. We determined the 
sampling interval (k) by dividing the number of indivi
duals admitted to the centers in the past two weeks by the 
sample allocated to that center yielding 7. We used 
a systematic random sampling technique to choose the 
study participants. The first participant (between 1 and 7) 
was selected using a lottery method. Supervisors made the 
participants’ selection, and data collectors were blinded to 
avoid selection bias. Therefore, every 7th individual was 
enrolled in the study until the calculated sample size is 
achieved.

Study Instrument and Data Collection 
Procedure
The instrument is adapted from similar studies done in 
Tanzania and China.26,27 The tool had four sections: socio- 
demographic profile (sex, age, educational status, and 
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employment status); knowledge about clinical characteris
tics of COVID-19 (items 1–4); knowledge about modes of 
transmission of COVID-19 (items 5 to 8); and knowledge 
about prevention and control of COVID-19 (items 9 to 
13). Each item has “true” (coded as 0), “false” (coded 1), 
and “I don’t know” (coded 2) options. For analysis, it was 
again re-coded to sum the total scores as 1 for correct 
answers and 0 for both incorrect and I do not know 
responses. The possible score ranges from 0–13, a high 
score indicating good knowledge, with ≥10 being accep
table levels of knowledge.28 The third section was about 
participants’ attitudes, assessed using three items coded as 
1 for “agree,” 0 for “disagree,” and 2 for “I don’t know,” 
responses respecting the potential that COVID-19 will be 
controlled. The last section of the questionnaire was about 
the preventive and control measures taken, assessed using 
three items coded as 1 if “yes” and 0 if the response is 
“no.” We collected data using a self-administered ques
tionnaire for the literate participants. If the respondent was 
illiterate, the data were collected using face-to-face inter
views by trained data collectors.

Data Quality Assurance and Control
The questionnaire was prepared in English and back- 
translated to the local language Tigrigna. Also, the accu
racy of the tool was checked by back translating to English 
by experts who were blind to the original instrument. 
Before starting the data collection, the pre-test was done 
on 10% (34 individuals) of the total sample size, and an 
amendment was made accordingly. Also, data were col
lected by trained data collectors, and completeness of the 
filled questionnaires was ensured on a daily basis by data 
collectors and supervisors.

Data Processing and Analysis
We entered and cleaned data using Epi-data manager™ ver
sion 3.1. We used SPSSTM version 26 for analysis. Frequency, 
means, and standard deviations of socio-demographic charac
teristics of participants were calculated to identify possible 
baseline differences and presented using tables and text. We 
used binary logistic regression to see the magnitude, direction, 
and strength of association between demographic profiles and 
knowledge scores. Variables significant at p<0.25 with 
a knowledge score were selected for multivariable analysis. 
A chi-squared test was used to determine differences in knowl
edge, attitudes, and practices towards COVID-19 among dif
ferent demographic profiles of participants. Odds ratio with 

95% confidence level was computed, and p-value <0.05 was 
considered a significant association.

Ethical Consideration
The study considered the Helsinki Declaration. Tigrai 
Regional Health Bureau approved the study (TRHB: 
1052/1418/20). Support letter submitted to the selected 
quarantine centers of the region, and letters of permission 
were secured from the administrative bodies and coordi
nators of the centers. Participants recruited to the study 
received a verbal explanation of objectives of the research 
and provided a written information sheet. All potential 
participants who agreed to participate provided written 
consent to continue with the interviews. The confidential
ity of information obtained was kept, and respondents’ 
names were not recorded.

Results
Demographic Characteristics
Of the 343 approached participants, 331 completed the 
questionnaire, making the response rate 96.5%. Table 1 
shows the socio-demographic profiles of the study partici
pants. The mean age of the study participants was 30.5 
years (SD = 11). Seventy percent of the participants were 
males, and more than half of the study participants 
(59.8%) were in the age range from 18–29. Nearly one 
third (31.1%) were self-employed and completed second
ary school (36%).

Participants’ Knowledge Towards 
COVID-19
The mean (standard deviation) knowledge score was 8.73 
(±2.64). The rate of correct answers was 67.2% (8.73/ 
13*100). Less than half (42.9%; 95% CI: 37.5–48%) of 
the study participants were knowledgeable (score ≥10). 
The remaining 189 participants (57.1%) (95% CI: 
52–62.5%) were not knowledgeable.

The majority (87.6%) of the study participants knew 
that the main clinical symptoms of the novel COVID-19 
are fever, fatigue, dry cough, and myalgia. However, about 
one fifth 20.2% of the participants correctly answered 
whether eating or contacting wild animals could result in 
the infection by the COVID-19 virus. The remaining ques
tions regarding knowledge towards COVID-19 and 
response are detailed in Table 2.

In the multivariable logistic regression analysis, gen
der, age, and educational status were significantly 
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associated with knowledge level. Males were 2.1 (95% CI 
1.3–3.5) times more likely to be more knowledgeable than 
their female counterparts. The odds of being knowledge
able among participants aged 18–29 and 30–49 were 4.7 
(95% CI: 1.7–12.8) and 2.9 (95% CI: 1–8.2) times higher 
than those aged above 50. Those who completed primary 
school were 4.1 (95% CI: 1.6–10) times more likely to be 
knowledgeable than those who were illiterate (Table 3).

Participants’ Attitudes Towards COVID- 
19
We used three questions to assess the participants’ atti
tudes towards COVID-19. The first question was about 
their agreement that COVID-19 could be controlled. Two 
hundred twenty-eight (68.9%, 95% CI: 63.7–73.4%) of 
the participants agreed that it would be controlled, with 
73 disagreeing (22.1%, 95% CI: 17.5–26.3%) and 30 
(9.1%, 95% CI: 6.3–12.4) not sure whether the pandemic 
could be controlled or not. The second question was 
regarding their confidence that Ethiopia could win the 
battle against the pandemic. Nearly three fourths [246 
(74.3%, 95% CI: 69.2–78.9%)] were confident that 
Ethiopia would win the fight against COVID-19. The 
remaining quarter [85 (25.7%, 95% CI: 21.1–30.8%)] of 

participants were not optimistic that Ethiopia would win 
the battle against the pandemic. The third question asked 
whether they agreed or disagreed that the government is 
handling the health crises well. Nearly half [164 (49.5%, 
95% CI: 44.4–55%)] of the study participants responded 
that the government is not handling the health crises well 
(Figure 1). In all three questions, educational status and 
knowledge score showed a positive association. Those 
who completed college or above were more likely to 
agree that COVID-19 will eventually be controlled, that 
Ethiopia will win the battle against COVID-19, and that 
the government is handling the health crises well. The 
odds of agreement with the attitude questions amongst 
those who had an acceptable level of knowledge regarding 
the pandemic were high compared to their non-agreement 
counterparts (Table 4).

Participants Practice Towards COVID-19 
Prevention Methods
We used three questions for the assessment of practices to 
prevent COVID-19. The first question asks if participants 
have gone to crowded places. Nearly half [165 (49.8%, 
95% CI: 44.1–55.3%)] of the participants have gone to 
crowded places in recent days. Forty-six percent (95% CI: 
40.2–51%) of the participants did not use a face mask 
when leaving home. More than half (54.4%, 95% CI: 
48.6–59.8%) of participants did not obey the preventive 
measures given by local health care authorities.

A chi-squared test showed educational status and 
knowledge scores were associated with all three questions 
regarding practices towards COVID-19. As participants 
got more educated, they tend to practice preventive mea
sures to the pandemic. Those who had an acceptable level 
of knowledge were more likely to take preventive mea
sures towards COVID-19. No significant difference in 
going to crowds, wearing a face mask, and taking mea
sures to prevent COVID-19 was seen across gender, age, 
and occupational groups of study participants (Table 5).

Discussion
After the virus emerged in China, it is argued that infor
mation was suppressed, and erroneous. China initially 
reported that the novel virus showed no evidence of 
human to human transmission.29,30

To the best of our knowledge, this is the first study 
done in quarantine centers to assess knowledge, attitudes, 
and practices (KAP) towards COVID-19 in Ethiopia. 

Table 1 Demographic Profiles of Study Participants (n=331)

Variables Category Number Percent 
(%)

Gender Male 230 69.5
Female 101 30.5

Age 18–29 198 59.8
30–49 104 31.4
Above 50 29 8.8

Occupation Student 39 11.8
Public sector 28 8.5

Private sector 24 7.3
Self-employed 103 31.1

Not employed 80 24.2

Farmer 38 11.5
Retired 4 1.2

Others 15 4.5

Educational 

status

Illiterate 37 11.2
Read and write 21 6.3
Primary school 90 27.2

Secondary school 119 36

College or 
university

64 19.3
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Therefore, this study is vital to predicting KAP behaviors 
towards the pandemic to design appropriate implementa
tion plans. Different studies31–35 have used various meth
ods of measurements for knowledge, attitude, and practice. 
Despite the reason that more than 3/4th (82.2%) of the total 
participants have completed primary school or above and 
it has been more than half a year since the declaration of 
the pandemic, only 142 [(42.9%) range 0–13 and mean 
8.73±2.64] of the participants had an acceptable level of 
knowledge score regarding COVID-19. This finding is 
much lower than other studies26–28,32–34,36–41 in different 
parts of the world. The reason might be due to inadequate 
access to information. Social media, radio, and television 

are primary sources of information.26,38,42 However, tele
vision channels (Tigrai TV and DW TV), radio (Fana FM 
radio Mekelle branch), and internet service were blocked 
in Ethiopia for unknown reasons for a considerable period 
of time since the onset of COVID-19. Therefore, this lack 
of access to information sources might have contributed to 
the low knowledge score level.

Nearly 3/4th of participants correctly answered ques
tions regarding main clinical symptoms of COVID-19 
(87.6%), effective cure for COVID-19 and supportive 
treatment (73.4%), wearing face masks to prevent the 
pandemic (73.7%), avoiding going to crowded places 
(81.3%), effectiveness of isolation and treatment of 

Table 2 Participants’ Response to Each Knowledge Questions Towards COVID-19 (n=331)

Questions True False I Do Not 
Know

1. The main clinical symptoms of COVID-19 are fever, fatigue, dry cough, and myalgia. 290 

(87.6%)

31 

(9.4%)

10 (3%)

2. Unlike the common cold, stuffy nose, runny nose, and sneezing are less common in persons infected with 

the COVID-19 virus.
135 

(40.8%)

136 

(41.1%)

60 (18.1%)

3. There is current, and no effective cure for COVID-19 but early symptoms and supporting treatment can 

help most patients recover from the infections.
243 

(73.4%)

70 

(21.1%)

18 (5.4%)

4. Not all persons with COVID-19 will develop severe cases. Only those who are elderly, have chronic 

illnesses, and are obese are more likely to be severe cases.
188 

(56.8%)

105 

(31.7%)

38 (11.5)

5. Eating or contacting wild animals would result in the infection by the COVID-19 virus. 198 

(59.8%)

67 

(20.2%)

66 (19.9%)

6. The person with COVID-19 cannot infect the virus to others when a fever is not present. 113 

(34.1%)

164 

(49.5%)

54 (16.3)

7. The COVID-19 virus spreads via respiratory droplets of infected individuals. 270 

(81.6%)

35 

(10.6)

26 (7.9%)

8. A COVID-19 virus is airborne. 223 

(67.4%)

76 

(23%)

32 (9.7%)

9. Ordinary residents can wear masks to prevent the infection by the COVID-19 virus. 244 

(73.7%)

64 

(19.3%)

23 (6.9%)

10. Children and young adults do not need to take measures to prevent the infection by the COVID-19 

virus.
191 

(57.7)

110 

(33.2%)

30 (9.1%)

11. To prevent infection by COVID-19, an individual should avoid going to crowded places. 269 

(81.3%)

39 

(11.8%)

23 (6.9%)

12. Isolation & treatment of people infected with the COVID-19 virus are effective ways to reduce the 

spread of the virus.
275 

(83.1%)

37 

(11.2%)

19 (5.7%)

13. People who have contact with someone infected with the COVID-19 virus should be immediately 

isolated in a proper place.
253 

(74.6%)

46 

(13.9)

32 (9.7)

Note: N.B. Correct answers are underlined.
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infected individuals (83.1%), immediate isolation of indi
viduals who have contact history (74.6%), and respiratory 
droplets as vectors to transmit the infection (81.6%). 
A minimal number of participants [67 (20.2%)] provided 
the correct answer that eating or contacting wild animals 
would result in COVID-19. This minimal response could 
be due to some controversies that wildlife could be the 
source of the infection.43

Participants were confused about knowledge questions 
regarding; 1) COVID-19 could be transmitted via respiratory 
droplets, 2) “Unlike the common cold, stuffy nose, runny nose, 

and sneezing are less common” symptoms, and 3) COVID-19 
is airborne. The confusion could be due to misinformation 
COVID-19,39,42,44 or it might be due to the local health exten
sion workers’ limitations on knowledge about the pandemic. 
Gender (being males were more knowledgeable), age (18–29 
and 30–49 groupings were more knowledgeable), and educa
tional status (increasing in education tended to increase the 
knowledge score) were significant predictors of knowledge 
score. This finding mirrors studies26,27,32,36,38 conducted in 
different parts of the world. Nearly 70% of the participants 
agreed that the pandemic would finally be controlled, 74.3% 
were confident enough to respond that our country Ethiopia 
will win the battle against the pandemic. Only one-third of 
them reported that the government is handling the pandemic 
well. It was expected that majority of them would be optimists 
to the attitude questions because it has been a considerable time 
since the pandemic was declared. However, limited resources 
(personal protective equipment (PPE)) are available in the 
market to prevent the pandemic; it could be why the partici
pants have an unfavorable attitude.

Our findings are inconsistent with some studies26–28,36,39,45 

in which the majority of the participants agreed COVID-19 
would finally be controlled, expressed confidence that their 
country will win the battle against COVID-19, and their gov
ernment is doing well to control the pandemic. Our findings 

Table 3 Multivariable Logistic Regression on Socio-Demographic Characteristics and Knowledge Score of Participants (n=331)

Variables Category Number (%) Not Knowledgeable Knowledgeable AOR(CI)

Gender Male 230 (69.5) 119 111 2.1(1.3–3.5)***
Female 101 (30.5) 70 31 Ref

Age 18–29 198 (59.8) 100 89 4.7(1.7–12.8)**
30–49 104 (31.4) 65 39 2.9(1–8.2)*

Above 50 29 (8.8) 24 5 Ref

Occupation Student 39 (11.8) 20 19 Ref
Public sector 28 (8.5) 12 16 1.4(0.5–3.7)

Private sector 24 (7.3) 15 9 0.6(0.2–1.8)

Self-employed 103 (31.1) 48 55 1.2(0.6–2.5)
Not employed 80 (24.2) 53 27 0.5(0.2–1.1)

Farmer 38 (11.5) 29 9 0.3(0.1-0.8)

Retired 4 (1.2) 2 2 1(0.1-0.28)
Others# 15 (4.5) 10 5 0.5(0.2–1.8)

Educational status Illiterate 37 (11.2) 30 7 Ref
Read and write 21 (6.3) 18 3 1.2(1–3.1)*

Primary school 90 (27.2) 46 44 4.1(1.6–10)**

Secondary school 119 (36) 62 57 3.9(1.6–9.7)***
College or university 64 (19.3) 33 31 4 (1.5–10.5)***

Notes: *P<0.05; **P<0.01; ***P<0.001; #others = driver, housewife, daily laborers.

49.5%

37.2%

13.3%

No

yes

I am not sure

Figure 1 Participants believe in government’s handling the health crises.
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showed that high levels of educational and good knowledge 
scores were significantly associated with a favorable attitude 
towards the pandemic. It is consistent with the study done in 
China,26 India,36 and Malaysia.28 Participants’ education and 
knowledge are crucial to having a favorable attitude and pre
venting the perpetuation of the pandemic.46,47

On average, half of the study participants did not avoid 
crowded places, use a face mask when leaving home, or 
practice preventive measures given by local health authorities. 
It is consistent with studies done in Bangladesh41 where the 
practice was not impressive and Malaysia28 where only half 
(51.2%) of the total participants used face mask when leaving 
home. It is contrary to studies done in Tanzania27 where 77%, 
and 80% avoided crowds and wore face masks; in India36 

where the majority of participants take preventive measures; 
in China26 where 96.4% and 98% avoided crowding and used 
a face mask; in Nepal45 where 94.9%, 88.2%, and 93.7% 
avoided crowded, appropriately used a face mask, and took 
preventive measures; and in Malaysia28 where 83.4% and 

87.8% avoided crowding and took precautionary measures, 
respectively.

Low report of practices (among all the three practice 
questions) to prevent COVID-19 was significantly asso
ciated with educational status (ie, illiterate persons showed 
poor practices) and a low level of participants’ knowledge 
scores. It is consistent with prior studies26,36 in which 
a high level of education and knowledge predicted good 
practices. The differences might be that when participants 
do not have adequate knowledge and are uneducated, they 
are unlikely to exhibit good practices. It could be due to 
differences in the participants’ socio-demographic and liv
ing standards, COVID-19 caused a shortage of personal 
protective equipment48 and lack of water49 to meet 
hygiene recommendation making it difficult to avoid 
crowds. Most community-based studies26,28,32,36,38,40,45 

used online surveys or phone calls, potentially recruiting 
participants who can read and write and exposed to such 
media, which may have impacted higher reports of a high 

Table 5 Demographic Characteristics and Practice to Prevent COVID-19

Variables Category “In Recent Days, Have 
You Gone to any Crowded 
Places?”

“In Recent Days, Have You 
Worn a Mask When 
Leaving Home?”

Do You Practice Prevention 
Measures Given by Local 
Health Care Authorities?

Yes (%) No (%) Yes (%) No (%) Yes (%) No (%)

Gender Male 121 (36.6) 109 (32.9) 132 (39.9) 98 (29.6) 108 (32.6) 122 (36.9)
Female 44 (13.3) 57 (17.2) 48 (14.5) 53 (16) 43 (13) 58 (17.5)

Age 18–29 108 (32.6) 90 (27.2) 110 (33.2) 88 (26.6) 97 (29.3) 101 (30.5)
30–49 44 (13.3) 60 (18.1) 57 (17.2) 47 (14.2) 48 (14.5) 56 (16.9)
≥50 13 (3.9) 16 (4.8) 13 (3.9) 16 (4.8) 6 (1.8) 23 (6.9)

Occupation Student 22 (6.6) 17 (5.1) 22 (6.6) 17 (5.1) 17 (5.1) 22 (6.6)
Public sector 17 (5.1) 11 (3.3) 19 (5.7) 9 (2.7) 15 (4.5) 13 (3.9)

Private sector 13 (3.9) 11 (3.3) 11 (3.3) 13 (3.9) 9 (2.7) 15 (4.5)
Self-employed 49 (14.8) 54 (16.3) 68 (20.5) 35 (10.6) 59 (17.8) 44 (13.3)

Not employed 32 (9.7) 48 (14.5) 39 (11.8) 41 (12.4) 35 (10.6) 45 (13.6)

Farmer 21 (6.3) 17 (5.1) 15 (4.5) 23 (6.9) 6 (1.8) 32 (9.7)
Retired 3 (0.9) 1 (0.3) 3 (0.9) 1 (0.3) 3 (0.9) 1 (0.3)

Others# 8 (2.4) 7 (2.1) 3 (0.9) 12 (3.6) 7 (2.1) 8 (2.4)

Educational status Illiterate 24 (7.3) 13 (3.9) 11 (3.3) 26 (7.9) 10 (3) 27 (8.2)
Read and write 11 (3.3) 10 (3) 8 (2.4) 13 (3.9) 4 (1.2) 17 (5.1)

Primary school 45 (13.6) 45 (13.6) 53 (16) 37 (11.2) 45 (13.6) 45 (13.6)
Secondary school 53 (16) 66 (19.9) 71 (21.5) 48 (14.5) 59 (17.8) 60 (18.1)

College or above 32 (9.7) 32 (9.7)*** 37 (11.2) 27 (8.2)*** 33 (10) 31 (10)**

Knowledge Knowledgeable 70 (21.1) 72 (21.7) 94 (24.4) 48 (14.5) 91 (27.5) 51 (15.4)
Not knowledgeable 95 (28.7) 94 (24)*** 86 (26) 103 (31)*** 60 (18.1) 129 (39)***

Notes: **P<0.01; ***P<0.001; #others = driver, housewife, daily laborers.

submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    

DovePress                                                                                                                                                     

Infection and Drug Resistance 2020:13 3734

Haftom et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com
http://www.dovepress.com


level of knowledge, favorable attitude, and good practice 
towards COVID-19.

Limitations
Social desirability bias was likely, especially regarding 
attitude and practice questions. The study was conducted 
among quarantined adults, and the small sample size 
might not represent the general population. Even though 
the tool was valid and used in other studies, it would 
have been better to make it inclusive of all the risk 
factors related to KAP, and we would have widened 
questions regarding attitude and practice. However, the 
limited time we had did not allow us to develop a new 
tool and go through all reliability and validity testing 
procedures.

Conclusion
A substantial number of the participants lacked knowl
edge and poorly adhered to practices related to 
COVID-19 prevention methods. Approximately 3/4th 

of the participants agreed that Ethiopia would win the 
battle against the pandemic, and it will finally be con
trolled. But only 1/3rd felt that the government is hand
ling the pandemic well. Gender, age, and educational 
status were significant predictors of knowledge score. 
Educational status and knowledge scores were signifi
cantly associated with attitudes and practices towards 
COVID-19. The study revealed the presence of sub- 
optimal knowledge of COVID-19 among guaranteed 
people underscoring the knowledge gap in the commu
nity is worse. Attitude and practice towards COVID-19 
were also sub-optimal. Thus, interventions that 
improve the community’s knowledge, attitude, and 
practice towards COVID-19 prevention are needed. 
Researchers around the world might also consider 
their investment in COVID-19, especially on innova
tion for new treatments and diagnostics that can be 
affordable for developing countries. Epidemiological 
investigations of possible risk factors to COVID-19, 
and clinical trials for evidence-based practices are 
also recommended.
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