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Introduction: The occurrence of coronavirus diseases 2019 (COVID-19) has affected more than 247 million populations around the
world. People with comorbidities such as hypertension, diabetes mellitus, congestive heart failure, kidney disease, elderly people, and
people with weak immunity develop severe types of COVID-19 if exposed to the disease. Therefore, this study aimed to assess
knowledge, attitude, and practice of COVID-19 prevention methods among hypertensive patients in North Shoa, Oromia region,
Ethiopia.
Methods: An institutional-based cross-sectional study was conducted from May 5/2020 to June 5/2020 in public hospitals in the
North Shoa zone, Ethiopia. Data were collected using a structured questionnaire and study participants were recruited using a simple
random sampling technique. The data were checked for completeness and entered into the EpiData manager version 4.4.1 and
transferred to SPSS version 23 for analysis purposes. Bivariate and multivariate logistic regression were computed and a significant
association was declared with a p-value less than 0.05.
Results: A total of 360 (97.0%) hypertension patients responded. This study revealed that 210 (58.3%) study participants had good
knowledge of COVID-19 prevention methods, 199 (55.3%) had a favorable attitude towards COVID-19 prevention methods, and 210
(58.3%) hypertension patients at follow-up practiced COVID-19 prevention methods. Respondents who received less than two
thousand Ethiopian birrs monthly and respondents who followed electronic news media were significantly associated with the use
of sanitizer, respondents who had a favorable attitude towards the COVID-19 prevention method were significantly associated with
mask-wearing, and respondents who received less than two thousand Ethiopian birrs monthly were significantly associated with
maintaining a physical distance.
Conclusion: Generally, this study finding revealed that the level of knowledge, attitude, and practice towards COVID-19 prevention
among hypertension patients was low. Therefore, increasing knowledge, attitude, and practice on COVID-19 among hypertension
patients requires a coordinated effort from the government, non-government, and health professionals.
Keywords: COVID-19 pandemic, hypertension patients, coronavirus

Introduction
COVID-19 (Coronavirus Disease 2019) is a respiratory disease that is currently emerging transmitted from person to
person through small droplets from the mouth or nose.1 Droplets are placed on different surfaces and objects around the
person. Other people easily touch the surface, and articles COVID-19 landed then, touching their nose, mouth, and eyes.1

COVID-19 causes flu-like symptoms and, at a severe level, it causes death.2 The period between exposure to COVID-19
and the onset of COVID-19 symptoms is supposed to be 14 days, with the majority of cases occurring five to six days
after exposure.3 To reduce the risk of transmission, the community must adhere to approved infection prevention
protocols, including regular handwashing with soap, rubbing the hand with an alcohol-based sanitizer, physical
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distancing, wearing the mask in public, and practicing respiratory hygiene.4 Since May 5, 2020, the WHO has reported
more than 3.5 million COVID-19 infections, with a total of 243,401 deaths, in Africa 32, 570 infected cases and 1,1112
deaths, and in Ethiopia 665 cases with 22 deaths were reported by the WHO.5

People with comorbidities such as hypertension, diabetes mellitus, congestive heart failure, kidney disease, elderly
people, and people with weak immunity develop severe types of COVID-19 if exposed to the disease.6,7 Chronic disease
patients are highly susceptible to COVID-19 due to a declining immune system and poor prognosis from the pandemic.8

This happened because of a low level of immune cells and a high level of cytokines in body fluids. Cytokine release
syndrome is an acute systemic inflammatory syndrome characterized by multiple organ failure.8

The retrospective study conducted in Zhejiang, China, among patients with COVID-19 disease shows that patients with
hypertension develop a severe type of coronavirus when compared with other patients.9 The other study accompanied in
Wuhan, China, indicated that the prevalence of the severe type of coronavirus was higher among hypertension patients.10

The study carried out in Ethiopia on chronic disease patients showed that different factors affect the practice of
COVID-19 prevention. The study conducted on hypertension and diabetes mellitus disease in the Ambo health facility
showed that patients who did not attend formal education; the patient who had poor knowledge about COVID-19; the
patient who accesses the source of information less frequently had poor prevention practice.11 The other study conducted
in patients with chronic diseases attending Addis Zemen hospital in Ethiopia showed that low educational status, rural
residence, and low monthly income were significantly associated with poor knowledge and practice of COVID-19
prevention practice.12

This study was carried out according to the following rationale: different studies showed that hypertension patients
are more at risk for COVID-19 than the other patients, according to a study conducted in Ethiopia showed that the
prevalence of hypertension was increased alarmingly from time to time in Ethiopia.13,14 Currently, hypertension patients
were more at risk of COVID-19 due to frequently visiting the health facility (at-risk area) for a medical check-up and
medication collection. Therefore, assessing COVID-19 pandemic knowledge, attitudes, and practice among hypertension
patients was essential to reducing COVID-19 related morbidity and mortality. Hence, this study is important to know the
knowledge, attitude, and practice of COVID-19 prevention methods among hypertensive patients in North Shoa, Oromia
region, Ethiopia. The finding of this study was important to develop a prompt intervention among hypertension patients.

Methods
Study Design, Period, and Setting
An institutional-based cross-sectional study design was accompanied to assess knowledge, attitude, and practice of
COVID-19 prevention methods among hypertensive patients in North Shoa, Oromia region, Ethiopia. The study was
conducted from May 5, 2020 to June 5, 2020. The study was carried out in the north Showa zone, Oromia regional state,
Ethiopia. The zone was established on 10,322.48 km2, with a 1.6 million total population.15 The North Shoa zone has five
public hospitals, 65 health centers, and 210 health posts to provide health services to the North Shoa zone community.

Populations
All hypertension patients who had a follow-up in five zonal public hospitals were considered as source population. The
study populations were all randomly selected hypertension patients from the five zonal public hospitals. All hypertension
patients whose age was older than 18 years and who had follow-up at five zonal hospitals were included in this study. An
individual unable to provide valid information due to a medical problem was excluded from the study.

Sample Size Determination and Sampling Technique
The sample size was calculated using the single population proportion formula with the following assumptions by
considering 50% (0.5) proportional rate, 5% (0.05) margin of error with 95% CI (confidence interval) after adding 10%
nonrespondent rate, the final sample size was 423. Hypertension patients who attended follow-up in five hospitals were
less than 10,000; then, the correction formula was used for the sake of sample size adjustment. The final sample size
was 371. Five hospitals (specifically Kuyu General Hospital, Fitche General Hospital, Shano Primary Hospital, Gundo
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Meskel Primary Hospital, and Muke Turi Primary Hospital) were included in this study. The final sample size was
proportionally allocated to the five hospitals found in the North Shoa zone based on the number of hypertension patients
who attended follow-up for one month. Finally, a simple random sampling technique specifically computer-generated
was used to recruit study participants (Figure 1).

Study Variables
The dependent variables were knowledge, attitude, and practice towards coronavirus. Independent variables were sex,
age, marital status, education status, residence, monthly income from the family, occupational status, family size, and
source of information.

Data Collection Instrument and Techniques
The structured questionnaire was developed by reviewing different kinds of literature.16,17 The tool was prepared in the
English language and translated to the local language (Afan Oromo), and then translated back to the English language by
language experts to check its consistency. The questionnaire included different sociodemographic and economic
characteristics, knowledge, attitude, and practice questions about COVID-19. The data were collected and supervised
by health professionals, specifically five Nurse, and two Public health experts respectively. Before the real data collection
process, the supervisor and data collector were trained for two days about the purpose of the study, the data collection
methods, and the ethical perspective of the study.

Before actual data collection, the tool was pretested in Sandafa Bake primary hospital in nineteen hypertension
patients. Based on the findings of the pretest, the tool was modified for inconsistencies and ambiguity before the actual
data collection. Knowledge, attitude, and practice were measured using 12, 10, and 11 questions, respectively. The results
were calculated, taking the mean scores as a cut-off point after testing each outcome’s results’ normality distribution.
Scores greater than the mean score were considered as good knowledge, a favorable attitude, and good practice, while
scores below the mean were considered poor knowledge, unfavorable attitude, and poor practice against coronavirus
disease prevention. The tool reliability test was checked by Cronbach’s alpha, which indicated that 0.797 for knowledge,
0.812 for attitude, and 0.784 for practice.

Data Analysis
The data collected were entered into EpiData manager version 4.4.1 and exported to SPSS version 23 for data analysis
purposes. Sensitivity analysis was performed to reduce the influence of missing data by using multiple imputation

Figure 1 Schematic presentation of sample size allocation in hospitals in the North Shoa Zone, Oromia region, Ethiopia, from May 5, 2020 to June 5, 2020 (n = 360).
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methods. The data was then analyzed using descriptive and inferential statistics. Specifically, frequency and percentages
were used for descriptive analysis, and bivariate and multivariate logistic regression analyses were used to identify
factors associated with the COVID-19 prevention practice. Multivariable logistic regression analyses were performed to
control for possible confounding effects of the selected variables. The Chi-square test was used to determine the
association between knowledge, attitude, and practice (KAP) scores and categorical variables. The main assumption of
the binary logistic regression model was tested. The assumption result showed that there is no existence of a significant
effect modification. The multicollinearity among the independent variables was also evaluated using a multiple linear
regression model. The evaluation result does not indicate evidence of multicollinearity.

The degree of dependence and an independent variable association was assessed using an odds ratio and statistically
significant at 95% of confidence intervals (CI) and p-value (Pv) less than 0.05 was declared. The test’s goodness-fit
model was checked by Hosmer-Lemeshow goodness fit. The p-value for the model fitness test was 0.786, 0.867, and
0.796 masks using, maintaining physical distance, and using sanitizer, respectively.

Results
Sociodemographic Characteristic
A total of 360 (97% response rate) patients with hypertension participated. The mean age of the respondents was 41.96
±14.4 years. Fifty-three percent (191) were men and 188 (52.2%) of the participants had no formal education. The
highest proportion of the respondents was married (71.7), orthodox (85.8%), and employed (57.8%) (Table 1).

Sources of COVID-19 Information
The study indicated that most of the respondents 126 (35%) heard about coronavirus disease in the electronic news media
for the first time and the others heard from the healthcare provider 85 (23.6%), social networks 83 (23.1%), and family/
friends 66 (18.3%) (Figure 2).

Knowledge Towards COVID-19
The knowledge of the study participant mean and standard deviation score was 12.04±2.74. More than half of the
respondents knew the sign and symptoms of coronavirus (55.3%). Specifically, the participants knew 299 (83.1%) fever,
291 (80.8%) cough, 174 (43.8%) shortness of breath, and 114 (31.7%) sore throat. The majority of 324 (90.0%) of the
participants knew the transmission of the disease from one person to another, and 311 (86.4%) of the respondents knew
the virus was transmitted through direct contact. Two hundred and eighty-six (79.4%) of the respondents knew that older
people and chronic disease patients were more at risk of developing a severe form of coronavirus. Most of the
participants knew coronavirus prevention methods; for example, 309 (88.5%) were hand washed with water and soap,
322 (89.4%) wearing a mask and glove, 312 (86.7%) maintaining physical distance (Table 2).

Attitude Towards COVID-19
The mean score of the attitude of the study participant with standard deviation was 37.23±8.11 (Figure 3). Half of the
participants agree that following the health professional’s recommendation reduces the risk of COVID-19. One hundred
and fifty (41.7%) respondents agree that the use of personal protective equipment (mask and glove) prevents the
transmission of the virus. Ninety-seven (26.9%) of the participants disagree with coronavirus disease, which results in
death in all cases (Table 3).

Practice Towards COVID-19
The mean score of the coronavirus prevention practice of the study participant with a standard deviation was 7.72±2.33
(Figure 3). Two hundred fifty-three (70.3%) of the study participants applied to stay home, and 322 (89.4%) of the study
participants maintained physical distance to prevent virus transmissions. The majority of 314 (87.2%), 295 (81.9%), 259
(71.9%) of the respondents wash their hands, wear masks and use sanitizer to prevent coronavirus, respectively
(Table 4).
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Table 1 Sociodemographic Characteristics of Hypertension Patients Who Had
a Follow-Up in Hospitals of the North Shoa Zone, Oromia Region, from May 5,
2020 to June 5, 2020 (n = 360)

Variables Number of Participants Percent (%)

Sex

Male 191 53.1

Female 169 46.9

Age

18–24 29 8.1

25–34 89 24.7

35–44 92 25.5

≥45 150 41.7

Residence

Urban 181 50.3

Rural 179 49.7

Level of education

No formal education 188 52.2

Formal education 172 47.8

Marital Status

Married 258 71.7

Single 102 28.3

Family size

1–5 278 77.2

6–10 82 22.8

Religion

Orthodox 309 85.8

Protestant 33 9.2

Wakefata 3 0.8

Muslim 15 4.2

Ethnicity

Oromo 312 86.6

Amhara 40 11.1

Tigre 2 0.6

Gurage 6 1.7

Occupational status

Unemployed 152 42.2

(Continued)
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Comparison of Sociodemographic Characteristics with Knowledge, Attitude, and
Practice of COVID-19
Regarding the knowledge of the respondents, 114 (54.3%) and 96 (45.7%) of the male and female participants were
knowledgeable, respectively. Most of the age category of ≥45 of the study participants was knowledgeable 95 (45.2%),
conversely the age category of 25 to 34 43 (28.6%) was not knowledgeable about COVID-19 followed by the age
category of 35 to 44 40 (26.7%). The majority of urban residents 110 (52.4%), employed study participants 121 (57.6%),
and study participants with a monthly salary of less than 2000 Ethiopian Birr 140 (66.7%) were knowledgeable about the
COVID-19 pandemic. The attitude of the respondent was analyzed. Most of the respondents had an unfavorable attitude
toward the prevention of COVID-19. It includes male participants 84 (52.2%), age category ≥45 years 68 (42.2%), urban
residents 85 (52.8%), study participants who attend formal education 82 (50.9%), and employed study participants 99
(61.5%). Most of the male participants 118 (56.2%), the age category ≥45 86 (41.0%), urban residents 112 (53.3%),
having formal education 114 (54.3%) and employed participants 125 (59.5%) had good practice in COVID-19 prevention
and controls. On the other hand, most of the women 77 (51.3%), rural residents 81 (54.0%), without formal education 92
(61.3%), and the unemployed 67 (44.7%) had a poor practice of COVID-19 prevention (Table 5).

Factors Associated with COVID-19 Prevention Practice
To identify factors associated with COVID-19 prevention practice, all sociodemographic and economic variables,
categorized knowledge, and attitude were entered into bivariate logistic regression. Then the variable Pv less than 0.25

Figure 2 The COVID-19 source of information among hypertension patients who had a follow-up in hospitals of the North Shoa, Oromia region, Ethiopia, from May 5,
2020 to June 5, 2020 (n = 360).

Table 1 (Continued).

Variables Number of Participants Percent (%)

Employed 208 57.8

Family monthly income

<2000 245 68.0

2000–4999 74 20.6

5000–8000 41 11.4
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were entered into a multivariate logistic regression to predict the factors associated with the use of sanitizer or alcohol,
using masks, and maintaining physical distance at a Pv of < 0.05. Respondents who received less than two thousand
Ethiopian birrs monthly were 2.5 times more likely to use sanitizer than their counterparts [AOR=2.5; 95% CI=
(1.12–5.66)]. Respondents who get information from the electronic news media were 2.95 times more likely to use
sanitizer when compared with respondents who get information from the health care providers [AOR = 2.95; 95% CI =
(1.47–5.91)]. Respondents who had a favorable attitude towards COVID-19 prevention practice were 2.4 times more
likely to wear masks than those with an unfavorable attitude [AOR = 2.4; 95% CI = (1.38–4.11)]. Participants who
received less than two thousand Ethiopian Birrs per month were 4.23 times more likely to practice physical distance than
their counterparts [AOR = 3.23; 95% CI = (1.46–9.03)] (Table 6).

Table 2 Knowledge of COVID-19 Among Hypertension Patients Who Had a Follow-Up in Hospitals of the North Shoa Zone,
Oromia Region, from May 5, 2020 to 5 June 5/2020 (n=360)

Knowledge Variables Yes (%) No (%)

Do you hear about COVID-19? 345(95.8) 15(4.2)

Does the COVID-19 is transmitted from one person to another? 324(90.0) 36(10.0)

Does the COVID-19 have a treatment? 172(47.8) 188(52.2)

Washing hands with water and soap can eliminate the COVID-19. 309(85.8) 51(14.2)

Rubbing hands with alcohol or disinfectant eliminate COVID-19? 287(79.7) 73(20.3)

Wearing a mask and glove reduces the transmission of COVID-19? 322(89.4) 38(10.6)

The disease can be transmitted directly through contact with infected individuals (handshaking, hugging, kissing) 311(86.4) 49(13.6)

Patients with chronic disease at risk for COVID-19? 286(79.4) 74(20.6)

Older people at higher risk of getting COVID-19? 283(78.6) 77(21.4)

Do you know maintaining a physical distance prevents COVID-19? 312(86.7) 48(13.3)

Do you know COVID-19 is prevented by social distance/limiting participation in Idir, Ikub, wedding, funeral, and

senbete?

305(84.7) 55(15.3)

What are the main symptoms of COVID-19? Select from the following?

Fever 299(83.1) 61(16.9)

Cough/Sneeze 291(80.8) 69(19.2)

Shortness of breath and breathing difficulties 174(48.3) 186(51.7)

Sore throat 114(31.7) 246(68.3)

Muscle pain 78(21.7) 282(78.3)

Headache 122(33.9) 238(66.1)

Minimum-Maximum 0.00–17.00

Main ±SD 12.04±2.74

Good knowledge 210(58.3)

Poor knowledge 150(41.7)
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Discussion
This study assessed knowledge, attitude, and practice of COVID-19 prevention methods among hypertensive patients in
North Shoa, Oromia region, Ethiopia. The study finding indicated that around sixty percent of the respondents had good
knowledge of the coronavirus. This finding was lower than the study accompanied in Rwanda,18 India,19 Ambo,11 Mizan-
Aman town,20 Addis Zemen hospitals, Ethiopia,12 and Arba Minch town Ethiopia.21 The discrepancy may be due to
differences in the level of education and access to the source of information. In this study, more than half of the
participants do not attend formal education. The study conducted in India among people with diabetes mellitus showed
that the level of education has a significant relationship with COVID-19 knowledge.19 On the contrary, this finding was
higher than the study conducted on Ethiopians.22 This inconsistency could be attributed to differences in the instruments
used to assess participant knowledge, as well as differences in the study population and study periods. The previous study
was conducted on a national scale, and the majority of participants (69.7%) were urban residents.

Our study identified that 324 (90.0%) participants knew the transmission of coronavirus person-to-person. This
finding was lower than the study conducted in India among patients with type 1 diabetes mellitus.19 This inconsistency
could be attributed to differences in education levels and study populations. The previous study included young adults
aged 18–30, with the majority of participants enrolled in formal education. In the current study, approximately half of the
participants were rural residents who were not enrolled in formal education. In contrast, the finding was higher than that
conducted in Sidama regional state, Ethiopia.23 The discrepancy may occur due to differences in the study population and
study design.

This study showed that 199 (55.3%) participants knew the sign and symptoms of the coronavirus specifically, 299
(83.1%) fever, 291 (80.8%) cough, 174 (47.3%) shortness of breath, 114 (31.7%) sore throat. This finding was lower than
the study accompanied in Pakistan,24 China,25 Mizan-Aman town, Ethiopia,20 Jimma University Medical Centers,
Ethiopia,26 Sidama, Ethiopia,23 and Addis Zemen hospital, Ethiopia.12 The conceivable justification for the discrepancy
may be due to variations in the respondent’s education level, accessing the source of information, and study periods.

We found that 286 (79.4%), 283 (78.6%) of study participants knew that chronic disease patients and older people
were more at risk of developing severe types of coronavirus, respectively. This finding was relatively similar to a study
conducted in the Ambo health facility, Ethiopia.11 The similarity could be due to the uniformity of the study population
or both studies were conducted on patients with chronic disease. This result was higher than the survey conducted in

Figure 3 Knowledge, attitude, and practice of COVID-19 among hypertensive patients who had a follow-up in hospitals of the North Shoa, Oromia region, Ethiopia, from
May 5, 2020 to June 5, 2020 (n = 360).
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Arba Minch town, Ethiopia,21 and Ethiopians.22 The conceivable justification for the variance might be due to
a difference in the study population. The previous study was carried out across all communities. The current study
was conducted on hypertension patients, who were more aware of COVID-19 as a result of frequent contact with health
care professionals during medical follow-up. Furthermore, the national media disseminated various health information
focusing on the effect of COVID-19 on patients with chronic diseases. However, this finding was less than the survey
accompanied in Pakistan among diabetes mellitus patients.24 This inconsistency may be due to the difference in the
educational status of the study participants and the socioeconomic status of the community.

We found that 199 (55.3%) study participants had a favorable attitude towards coronavirus prevention methods. This
result was less than the study conducted on Ethiopian residents,27 Dessie and Kombolcha town residents, Ethiopia,28 and
Addis Ababa, Ethiopia.29 The discrepancies could be attributed to differences in study participants, study period, and
access to the source of information. The previous study was conducted among town communities, and when compared to
rural communities, the probability of accessing health information disseminated through national media was high.
Eighty-two percent of the participants believe that following the recommendations of health care providers decreases
the risk of COVID-19. This finding is similar to the study conducted in Sidama regional state, Ethiopia23 and Ambo
health facility, Ethiopia.23 We believe that a positive attitude was very important to develop good practice, so health

Table 3 Attitude Towards COVID-19 Prevention Among Hypertension Patients Who Had a Follow-Up in Hospitals of the North
Shoa Zone, Oromia Region, from May 5, 2020 to 5 June 5/2020 (n=360)

Variables Strongly
Disagree (%)

Disagree (%) Neutral (%) Agree (%) Strongly
Agree
(%)

Do you believe that following the recommendations of
healthcare providers decreases the risk of COVID-19?

24(6.7) 15(4.2) 29(8.1) 191(53.0) 101(28.0)

Do you believe that washing your hand for 20 seconds
decreases COVID-19 contamination?

26(7.2) 12(3.3) 23(6.4) 182(50.6) 117(32.5)

Do you believe that keeping proper personal hygiene decreases

the risk of COVID-19?

25(6.9) 11(3.1) 20(5.6) 181(50.2) 123(34.2)

Do you believe that restricting travel to and from COVID-19

disease areas is important to prevent contamination?

16(4.4) 19(5.3) 41(11.4) 165(45.8) 119(33.1)

Do you believe that daily information about COVID-19 is

important for preventing the virus?

13(3.6) 24(6.7) 50(13.9) 159(44.1) 114(31.7)

Do you believe that washing hands before and after contact with

the materials used prevents the virus?

17(4.7) 17(4.7) 51(14.2) 165(45.8) 110(30.6)

Do you believe that using personal protective equipment (mask

and glove) prevents the transmission of COVID-19?

22(6.1) 18(5.0) 46(12.8) 150(41.7) 124(34.4)

Do you believe COVID-19 can be treated at home 63(17.5) 69(19.2) 53(14.7) 113(31.4) 62(17.2)

Do you believe water with soap is sufficient for the prevention
of COVID-19 rather than using sanitizer?

38(10.6) 64(17.8) 67(18.6) 127(35.2) 64(17.8)

Do you believe that COVID-19 disease results in death in all
cases?

45(12.5) 97(26.9) 51(14.2) 108(30.0) 59(16.4)

Minimum-Maximum 10.00–50.00

Main ±SD 37.23±8.11

Favorable attitude 199(55.3)

Unfavorable attitude 161(44.7)
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educators should focus on behavioral change communication to increase the community’s attitude and practice toward
coronavirus prevention.

The study finding showed that around fifty-four percent of the respondents practice coronavirus disease 2019
prevention methods. This finding was slightly similar to a study conducted in an Ambo health facility, Ethiopia,11 and
the regional state of Sidama, Ethiopia.23 The similarity may be due to the uniformity of the study participant and the
socio-economic characteristic of the community. But it was higher than the study conducted by Ethiopian residents,27 and
Dire Dawa, Ethiopia.30 This discrepancy could be due to a difference in methodology (study setting, data collection
period, and study population). On the contrary, this finding was lower than the study conducted in Rwanda,18 Arba
Minch,21 and Dessie and Kombolcha town residence, Ethiopia.28 The disparities could be attributed to differences in
study participants’ access to health information. The previous study was conducted among the town community; when
compared to the rural community, the probability of accessing health information disseminated through national and local
media was high.

Practicing prevention measures such as handwashing with water and soap, mask-wearing, maintaining physical
distance, and using sanitizers were paramount for pandemic mitigation.31 However, our result showed that 314
(87.2%) of the respondents washed their hands. This result was higher than the survey conducted in an Ambo health
facility, Ethiopia,11 Jimma University Medical Center, Ethiopia,26 Addis Zemen hospital, Ethiopia,12 Arba Minch town,
Ethiopia,21 and residents of Ethiopia.27 On the contrary, this result was less than the survey conducted in the
Philippines,32 and Pakistan.24 The resulting discrepancy may be due to the difference in educational status, access to
the source of information, or socioeconomic status of the community. In the current study, around 52% of the participants
did not attend formal education, and about half of the participants lived in rural areas, so the probability of accessing the
media was very low due to poor infrastructure in the counter.

Table 4 COVID-19 Prevention Practice Among Hypertension Patients Who Had a Follow-Up in Hospitals of the
North Shoa Zone, Oromia Region, from May 5, 2020 to 5 June 5/2020 (n=360)

Practice Variables Yes (%) No (%)

Do you avoid going out of your house to prevent COVID-19? 253(70.3) 107(29.7)

Do you avoid consuming outdoor foods to prevent contracting COVID-19? 254(70.6) 106(29.4)

Do you avoid handshaking, hugging, and kissing to avoid COVID-19? 322(89.4) 38(10.6)

Do you avoid using public transport to avoid contacting COVID-19? 266(73.9) 94(26.1)

To prevent COVID-19, Do you frequently wash your hands with soap? 314(87.2) 46(12.8)

Do you pay more attention to your hygiene than usual to prevent COVID-19? 291(80.8) 69(19.2)

Do you use herbal products and traditional medicine to prevent COVID-19? 144(40.0) 216(60.0)

To prevent COVID-19, do you take vitamin or immune booster supplements? 145(40.3) 215(59.7)

Do you start using masks to prevent COVID-19? 295(81.9) 65(18.1)

To prevent COVID-19, do you use disinfectant solutions/alcohol/disinfectant? 259(71.9) 101(28.1)

To prevent the COVID-19, do you avoid unnecessary vacations? 236(65.6) 124(34.4)

Minimum-Maximum 0.00–11.00

Mean ±SD 7.71±2.32

Practices towards COVID-19 prevention

Good practice 210(58.3)

Poor practice 150(41.7)
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Table 5 Comparison of Sociodemographic Characteristics with Knowledge, Attitude, and Practice of COVID-19 Among Hypertension Patients Who Had a Follow-Up in Hospitals of
the North Shoa Zone, Oromia Region, from May 5, 2020 to 5 June 5/2020 (n=360)

Variables Knowledge Chi-
Square Pv

Attitude Chi-
Square Pv

Practice Chi-
Square Pv

Knowledgeable
N (%)

Not Knowledgeable
N (%)

A Favorable
N (%)

Unfavorable
N (%)

Good Practice
N (%)

Poor Practice
N (%)

Age
18–24 17(8.1) 12(8.0) 0.350 14(7.0) 15(9.3) 0.793 19(9.0) 10(6.6) 0.633

25–34 46(21.9) 43(28.6) 49(24.5) 40(24.8) 55(26.2) 34(22.7)

35–44 52(24.8) 40(26.7) 54(27.3) 38(23.7) 50(23.8) 42(28.0)

≥45 95(45.2) 55(36.7) 82(41.2) 68(42.2) 86(41.0) 64(42.7)

Residence
Urban 110(52.4) 71(47.3) 0.345 96(48.2) 85(52.8) 0.390 112(53.3) 69(46.0) 0.170

Rural 100(47.6) 79(52.7) 103(51.8) 76(47.2) 98(46.7) 81(54.0)

Level of education
No formal education 115(54.8) 73(48.7) 0.254 109(54.8) 79(49.0) 0.281 96(45.7) 92(61.3) 0.003*

Formal education 95(45.2) 77(51.3) 90(45.2) 82(50.9) 114(54.3) 58(38.7)

Family size
1–5 155(73.8) 123(82.0) 0.068 157(78.9) 121(75.2) 0.400 167(79.5) 111(74.0) 0.218

6–10 55(26.2) 27(18.0) 42(21.1) 40(24.8) 43(20.5) 39(26.0)

Occupational status
Unemployed 89(42.4) 63(42.0) 0.942 90(45.2) 62(38.5) 0.200 85(40.5) 67(44.7) 0.427

Employed 121(57.6) 87(58.0) 109(54.8) 99(61.5) 125(59.5) 83(55.3)

Family monthly income
(in Birr)
<2000 140(66.7) 105(70.0) 0.800 141(70.8) 104(64.6) 0.297 152(72.4) 93(62.0) 0.218

2000–4999 45(21.4) 29(19.3) 35(17.6) 39(24.2) 38(18.1) 36(24.0)

5000–8000 25(11.9) 16(10.7) 23(11.6) 18(11.2) 20(9.5) 21(14.0)

Note: * p-value less than 0.05.

R
isk

M
anagem

ent
and

H
ealthcare

Policy
2022:15

https://doi.org/10.2147/R
M
H
P.S347105

D
o
v
e
P
r
e
s
s

467

D
o
v
e
p
r
e
s
s

G
eleta

et
al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 6 Factors Associated with Common COVID-19 Prevention Practice Among Hypertension Patients Who Had a Follow-Up in Hospitals of the North Shoa Zone, Oromia Region,
from 5 May 2020 to 5 June 2020 (n = 360)

Variables Sanitizer or Alcohol Using Masks Using Physical Distance

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

Residence
Urban 1.822(1.141–2.909)* 1.308(0.744–2.300) 0.779(0.454–1.336) 0.664(0.348–1.268) 0.628(0.316–1.248) 0.552(0.241–1.214)
Rural 1 1 1 1 1 1

Level of education
No formal education 0.371(0.227–0.604) 0.241(0.211–0.543) 0.629(0.363–1.090) 0.482(0.226–1.028) 0 0.685(0.345–1.361) 0.533(0.281–1.211)
Formal education 1 1 1 1 1 1

Occupational status
Unemployed 0.530(0.333–0.843) 0.498(0.312–0.728) 1.035(0.600–1.784) 1.031(0.509–1.301) 0.704(0.359–1.380) 0.607(0.226–1.228)
Employed 1 1 1 1 1 1

Family monthly income
<2000 1.635(1.805–3.321) 2.512(1.115–5.657)* 1.873(0.845–4.150) 1.872(0.779–4.128) 3.717(1.463–9.444) 3.228(1.456–9.032)*
2001–5000 0.852(0.383–1.893) 1.006(0.412–2.458) 0.934(0.386–2.259) 0.924(0.373–2.197) 0.954(0.366–2.485) 0.818(0.346–2.323)

5001–8000 1 1 1 1 1 1

Knowledge
Good knowledge 1.394(0.877–2.215) 1.294(0.846–2.144) 0.668(0.380–1.172) 0.830(0.347–1.140) 0.464(0.218–0.988)* 0.459(0.199–0.960)

Poor knowledge 1 1 1 1 1 1

Attitude
Favorable attitude 0.886(0.557–1.409) 0.749(0.545–1.394) 2.491(1.431–4.339)* 2.396(1.381–4.111)* 1.127(0.574–2.210) 0.851(0.399–1.815)

Unfavorable attitude 1 1 1 1 1 1

Source of information
News media 3.829(1.991–7.366)* 2.951(1.473–5.911)** 2.010(0.966–4.180) 1.925(0.956–4.072) 2.065(0.913–4.670) 1.858(0.741–4.663)

Social media and the internet 2.456(1.244–4.847)* 1.681(0.786–3.595) 1.441(0.668–3.108) 1.313(0.549–3.041) 3.391(1.172–9.815) 2.235(0.663–7.536)

Family/friends 0.816(0.425–1.566) 0.723(0.410–1.454) 0.913(0.427–1.954) 0.795(0.350–1.808) 2.174(0.793–5.957) 1.701(0.568–5.091)
Health care providers 1 1 1 1 1 1

Notes: * p-value less than 0.05, ** p-value less than 0.001.
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Two hundred ninety-five (81.9%) of the respondents wore a mask and glove to prevent the virus. This finding was
higher than the study accompanied at JUMC, Ethiopia,26 Addis Zemen hospital, Ethiopia,12 residents of Ethiopia,27 and
Arba Minch town, Ethiopia.21 One possible explanation for the discrepancies is a difference in the data collection period.
The current study was carried out after a significant amount of COVID-19-related information was disseminated at the
national and local levels. In contrast, this finding was less than a study conducted at Pakistan,24 and Ataye district
hospital, Ethiopia.33 The differences in the findings could be attributed to differences in the participants’ socio-
demographic characteristics. The current study found that the majority of participants were rural residents with limited
access to COVID-19 health information disseminated at the national and local levels.

Around ninety percent of the participants maintain physical distance to prevent coronavirus. This result was higher
than the study conducted at Pakistan,24 Ethiopians,22 Addis Zemen hospital, Ethiopia,12 Jimma University Medical
Center, Ethiopia,26 and residents of Ethiopia.27 The possible justification for the discrepancies could be due to
a difference in data collection time. The current study was carried out after a significant amount of COVID-19-related
information had been disseminated at the national and local levels. On the contrary, this finding was less than a study
conducted at an Ataye district hospital, Ethiopia.33 The rational justification for the inconsistency may be due to
differences in the study population, education status, and study periods. The previous study was conducted among
hospital visitors, but the current study was conducted among hypertension patients who had to follow up in a public
hospital. Half of the participants in the current study lived in rural areas and do not attend formal education.

Our study showed that participants who received less than two thousand Ethiopian birrs monthly were significantly
associated with sanitizer. This finding was in line with the study accompanied at Addis Zemen hospital, Ethiopia.12 The
rational justification for this finding was that the majority of Ethiopians received less than 2000 Ethiopian Birr per month.
Salale University and other sponsors distributed sanitizers (alcohol hand rubs) to the low-income residents of the North
Shoa zone. This action may lead to an increase in the use of sanitizers.

Also, respondents who followed the electronic news media were significantly associated with the use of sanitizer. In
Ethiopia, the minister of health distributed updated information on coronavirus disease through national electronic news
media.

Our study finding indicated that participants who had a favorable attitude toward COVID-19 prevention practices
were significantly associated with mask wear. According to health promotion science, a person who developed
a favorable attitude towards something practices it easily.34 Based on this, a person who develops a favorable attitude
toward the COVID-19 prevention method easily applied the coronavirus prevention method. Participants who received
less than two thousand Ethiopian Birr were significantly associated with physical distance maintenance. The majority of
Ethiopians earned less than 2000 ETB per month, and most participants might be preferred physical distance because it
was more cost-effective than other preventive methods.

Strength and Limitation of the Study
This study had different strengths; first, the study was conducted among the at-risk group (hypertension patients), second,
the study included all hospitals found in North Shoa, and third, the researchers tried to avoid different biases by using
different methods. On the contrary, the study had different limitations first nature study design or cross-sectional
study, second, the tool used to assess knowledge, attitude, and practice were not standard, third this study was conducted
in one area, so it is not generalized to all hypertension patients living in Ethiopia.

Conclusions
Generally, this study finding indicated that about 58% of the participants had good knowledge of COVID-19, 55% of the
respondents had developed a positive attitude towards COVID-19 prevention methods, and 58% of the participants
practiced COVID-19 prevention methods. Respondents who received less than two thousand Ethiopian birrs monthly
and respondents who followed electronic news media were significantly associated with the use of sanitizers, respon-
dents who had a favorable attitude toward the coronavirus disease 19 prevention method were significantly associated
with mask wear, and respondents who received less than two thousand Ethiopian birrs monthly were significantly
associated with maintaining a physical distance. Therefore, increasing knowledge, attitude, and practice of coronavirus
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disease 19 among hypertension patients requires a coordinated effort from government, non-government and health
professionals. The Ethiopian health minister should continue to distribute updated information through social media and
mass media in collaboration with different stakeholders. Finally, the health professional who works in chronic outpatient
departments should provide health education on COVID-19 prevention methods to patients with hypertension.
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