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Abstract

Background: Corona virus disease 2019 is a pandemic disease caused by a ribonucleic acid
virus that belongs to the family of Corona virus. It is a challenge for both developed and
developing countries. Over 135 million COVID-19 cases and 2.9 million deaths were reported
globally up to April 11/2021. Washing hands with soap and water regularly, not touching nose,
mouth, and eyes covering mouth and nose when coughing and sneezing, and wearing face
masks, social distancing, and good ventilation are the ways WHO-approved to prevent the spread
of COVID19.

Objective: The objective of this study was to assess COVID -19 preventive practices and

associated factors among secondary school students’ in the Enarj Enawuga district.

Methods: An Institution-based cross-sectional study was conducted on 350 students selected by
using simple random sampling from March 15 to April 13/2021. Data collected by using a
structured interviewer-administered questionnaire, entered into Epi-data version 3.1 and exported
to SPSS version 25 for analysis. Bivariate analyses used to identify variables for multivariable
logistic regression and those variables with p-values less than 0.25 used for the final regression
model. Adjusted odds ratio at 95% CI and a p-value < 0.05 considered with the association
between dependent and independent variables.

Result: 350 students were participated in this study and the overall COVID-19 preventive
practice was 19.4% (95% CI: 15.5%, 23.8%). Urban resident [AOR=2.3, 95%CI (1.05, 5.0)],
being married [AOR=4.63, 95%CI :( 1.31, 16.37)], perceived severity [AOR=1.42, 95%CI (1.26,
2.1.6)], perceived benefit [AOR=1.23, 95%CI (1.10, 1.38)], and barriers to prevention practice
[AOR=0.86, 95%CI (0.81-0.93)] were significantly associated factors for preventive practice.
Conclusion: A preventive practice of the participants regarding COVID-19 preventive measures
was very low. Students’ urban resident, married, perceived severity, perceived benefit and
perceived barriers were identified factors that associated to COVID-19 preventive practice of
students. Emphasize the severity of COVID-19 and implications or benefits of preventive
practice for students to enhance their practice.

Key words: COVID-19, prevention practice, Enarj Enawuga secondary school, Northwest
Ethiopia
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1. INTRODUCTION

1.1 Background

Coronavirus disease 2019 (COVID-19) is caused by a new coronavirus that was first identified in
Wuhan China, in December 2019. Severe acute respiratory syndrome (SARS) remains one of the
leading causes of mortality around the world. This pandemic disease is caused by the ribonucleic
acid (RNA) virus that belongs to the family of coronavirus which was a challenge for both
developed and developing countries(1).

The new Corona virus was identified as the cause of the acute respiratory disease in humans
since the end of December 2019(2019-nCoV), later labelled as severe acute respiratory
syndrome corona-virus and declared this outbreak as a global pandemic by World Health
Organization (WHO) on March 11, 2020(2). It is another strain of the Corona virus from SARS
and Middle East respiratory syndrome coronavirus (MERS CORONA viruses)(3).

The 2019-nCoV is considered a relative of the deadly SARS and MERS coronaviruses, both of
which are characterized by flu-like symptoms, including fever, cough, and shortness of breath
causing breathing difficulty and direct person to person transmission is the primary means of

transmission and can transmit from animals to humans(4).

COVID-19 is the third CoV outbreak in humans that occurred in the last two decades (5). The
global mortality rate is about 5.7% (6). Patients with underlying conditions like diabetes mellitus,

hypertension and cardiovascular disease were severely affected(7).

Countries around the world had been taking broad public health and social measures, including
movement restrictions, partial closure or closure of schools and businesses, quarantine in specific
geographic areas and international travel restrictions to prevent the spread of COVID-19. When
transmission intensity becomes declines, some of them began gradually reopen, schools and
workplaces to maintain economic activity. This requires strong protective measures, including
promoting and enable WHO standards for COVID-19 prevention in terms of physical distancing,
hand washing, wearing a face mask and thermal monitoring, ventilate the room as well as

monitoring compliance with these measures(8).



Public health measures against COVID-19 such as wearing facemask were taken by considering
their age and risks in the educational setting. Moreover, to prevent COVID-19 comprehensive

and multi-layered measures should have in a school setting(9).

WHO has made an assessment that COVID-19 could be characterized as a pandemic and the
virus has now spread to many countries and territories and still unknown about the virus that
causes COVID-19 and the virus is transmitted through direct contact with respiratory droplets of
an infected person. Individuals can also be infected by touching surfaces contaminated with the
virus and touching their faces (eyes, nose, and mouth)(10). As WHO suggests that improving

hand hygiene practice can reduce pathogen transmission by 50% (11).

Eventually, there was some vaccine proposed for the prevention of COVID-19 in different
countries still now neither addresses vaccine for all communities nor definitive treatment has
been found for the disease so far in our country, and the treatments are symptomatic and
supportive. Minimizing the risk of SARS-CoV2 transmission within the school and school-
associated settings among children, teachers and other school staff should be assured. Washing
hands with soap and water regularly, not touching nose, mouth, and eyes covering mouth and
nose when coughing and sneezing, and wearing face masks, social distancing, and good
ventilation are the ways WHO-approved to prevent the spread of COVID19 (12).

The health belief model gives attention to the individual level factor that is important to the way
behaves. It focused on personal beliefs in health problems and beliefs on benefits and barriers to
preventive measures (13). To perform preventive measures individuals must be perceived, as
they were susceptible, the severity of disease and benefits of action taking. The objective of this
study was to assess the preventive practice against COVID-19 among secondary school students

in Enarj enawuga district, northwest Ethiopia by applying the health belief model.



1.2 statement of the problem

Currently, this novel corona virus hit the world, the fast spread, and fatality rate of COVID-19
has sent shockwaves across the world. The highly contagious properties of COVID-19 make the
disease even more dangerous, leading to a high mortality rate and rapid spread of the viruses

from China to more than 219 countries around the world(14).

According to the WHO report, there were over 135 million cumulative cases and over 2.9
million deaths globally and in Africa, over 3 million confirmed cases and over 79 thousand death
recorded. As well as in Ethiopia after the first case of COVID -19 was detected on 13 March
2020, there were over 227 thousands of confirmed COVID-19 cases, and over 3 thousand deaths
were recorded with a case fatality rate of 1.3% up to 11 April 2021(15). In the Amhara region,
there were 8967 confirmed cases and 201 deaths with a case fatality rate of 2.2% was reported up
to April 11, 2021(16).

The impact COVID-19 outbreak in Africa including Ethiopia is expected to be more catastrophic
than in developed countries in which the health system and population size might worsen health
impacts (17). The adherence of the community to the recommended preventive measures of
COVID-19 in Ethiopia becomes low and the spread of the virus is increasing. Public resistance
to recommended prevention strategies like social distancing, frequent hand washing, staying at

home, and wearing face mask are the main obstacles to stopping the spread of COVID19 (18).

While COVID-19 in most cases has been affecting public health, also it spills over consequences
that can already be found in schooling, stemming in large part from prolonged school facility
closures(19).

World wide spread of COVID-19 had been costing in terms of humans and to the public health
system to cope with the holocaust of this pandemic disease. This crisis affects the students in
which they had been experiencing anxiety, interrupting the continuity of learning, safety and
legal status of international students, student's perception of the value of studying abroad and
substitution of teaching by remotely which was a poor substitute for the experience of studying
abroad(20, 21).

In Ethiopia over 30 million students, in which one million learners in 50 public universities and
250 private academic institutions were identified as potential sites for disease transmission and

halts their teaching process(22).



During the COVID-19 pandemic WHO advised individuals to take responsibility and adhere to
preventive measures. Despite this prevention and control measures taken by the government of
Ethiopia regarding the threat of public health, but still, there was an outbreak occurrence
including major life loss and economic crisis and if the community is not able to shape regular
behaviour and socio-cultural norms that have the potential to facilitate disease transmission(23).
Most Ethiopians lived in crowded spaces that would facilitate the spread of the disease. Social
environment and COVID-19 interaction had an unequal burden on most disadvantageous

society(24).

From easy transmission of this pandemic disease, students would be liable to the fatal COVID-
19 and cases would occur among close contacts of the first school's cases and to other schools,
friends, student’s family members and school staff. The frequency of outbreaks in secondary/hig

h schools was high compared to in primary or elementary schools(25). There was an alarming
sign in Israel when prevention measures become weak in high school students in which 13.2% of
teenage students and 16.6% of staff members were infected immediately by COVID-19 after
reopening of schools(26).

Most households of Ethiopia had poor hand washing practices in which a small proportion of
households wash their hands with water and soap persistently(23).

Still now, in Ethiopia primary and secondary schools students not assessed for COVID 19
preventive practices after reopening of schools. Most studies conducted on towns or cities in
which susceptible areas for imported cases and focus on employees like health institutions that
neglect the rural communities. Although data collection methods of previous studies were by use
of online electronic devices like telegrams, it needs smartphones and internet that might not be
applicable for students in rural communities to participate in the study. As a result, there was a

possibility of bias, as populations might not have been able to participate in the study.

Those studies had limitations that could not address students, whether they used the COVID-19
prevention methods consistently or not, their awareness, knowledge status towards COVID-19,
resources availability and their perceptions towards COVID-19 was not assessed and the study
participant was different from early studies. This was the first study in Ethiopia to assess
determinants and levels of COVID-19 prevention practice at the secondary school level by using
the health belief model. Due to the severity of this major outbreak, this study aimed to assess

COVID -19 prevention and associated factors that restrict or promotes the prevention measures
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among students of Enarj Enawuga district secondary school students by using the health belief

model.

1.3 Significance of the study

The finding of this study would provide information to the responsible body about prevention
status and perceptions of the student to this pandemic disease. It helps to identify and prioritize
the interventions on students towards COVID-19 prevention. Further, it would provide relevant
information for concerned bodies and policy makers to develop evidence-based interventional
strategies.

In addition, the study would give insight for researchers to identify other factors to student’s

perception and prevention modality.



2. Literature review

2.1 COVID-19 preventive practices

In case of the occurrence of emerging infectious diseases, it is common for individuals to take
preventive actions. In particular, the public takes the government's recommended behavior as
the standard. According to Jose et al 2020, when asked whether various activities imposed by
the government could be considered cues for people to change their behavior, 80% felt that the
government had helped them implement behavioral changes. Public response and compliance
with pandemic regulations existed even before COVID-19 (27).

Knowing preventive practice and factors towards Covid-19 among students can play a great role
in the prevention of the disease (28).

According to a study done in Mexico City by Irigoyen-Camacho International journal of
environmental research and public health, 57.6% of the most common preventive measures were
staying at home followed by hand washing (53.4%), use of alcohol-based hand sanitizer and
cleaning and disinfection of household as preventive measures were adopted by 22.6% and
21.8% respectively. About 16.6% did not adopt any preventive measures against infection (29).
In another cross-sectional study conducted in Cameroon during the exponential rise of COVID-
19, stated that 60.8% of the community had a good practice(30). A cross-sectional study
conducted to assess covid-19 prevention in students of Ghana due to the students
becoming positive after reopening of schools only 31.5%, students wore a facemask and
50% of the students did not practice hand washing/hand sanitizing and social distancing.
Also, other studies showed among students of Ghana 68% of students had good
preventive practice (31, 32), and studies in Bangladesh similar studies showed 98.7%
were wearing face masks (33).

According to a cross-sectional survey conducted on educated Ethiopians by online interview
showed that there was good COVID-19 preventive practice which was 54% and about 88.8%
were washing their hands for 20 seconds at 20 minutes intervals, 75% of them have avoided
touching their eyes, nose, and mouth with unwashed hands and 40% of them wore facemasks
(34). In another online cross-sectional study done on the residence of Ethiopia stated that 76% of
them didn’t wear a face mask(35). A cross-sectional study conducted in Addis Ababa showed
31.2% of employees practiced the COVID-19 prevention(36).



2.2 Modifying factors for covid-19 prevention

2.2.1 Socio-demographic factors

Many socio-demographic factors affect COVID-19 preventive practice, such as age, sex, marital
status, residence, etc. in previous studies. The preventive practice of women against COVID-
19 was higher than men; probably men have other life concerns than spending time following
the preventive measures. According to the study conducted on prevention practice on
coronavirus disease in Egypt, women were more motivated for health than men whereas the
performance of preventive behaviours against COVID-19 was higher in urban residents than
rural (37). Studies showed that COVID-19 preventive practice was different among the marital
status of Japans in which married population had good preventive practice due to the concern of
their families and to society(38).

A cross-sectional study conducted in Northern Iran on prevention from COVID-19 found that
people living in urban areas showed better prevention against the disease than people living in
rural areas (39).

According to a cross-sectional study done on College students in Amhara region by Abay
Woday, et al. late adolescent age 16-20 years were twice more knowledgeable than ages greater
than 20 years, single students had 2.3 times greater knowledge than married and students who
had been living in urban had good COVID-19 preventive practice that was 3 times greater than
rural residence (40).

2.2.2 Source of information

According to a study conducted in Mexico City, 67.6% used television as a source of COVID -
19 information, while radio was mentioned by less than one-third of the participants and also
18.8% used friends and family as a source of information, 11.6% used the internet or social

media to get information about the pandemic(29).

2.2.3 Knowledge on COVID-19 prevention

A study in Mexico showed that fever was identified by 57.9% and cough 47.1% while 12.1% did
not know COVID -19 symptoms. In addition, 76.3% could describe three or more symptoms
while 11.6% could describe only one or two symptoms and about 69.5% correctly identified
older adults as the high-risk age group. The educated individual had better knowledge of
COVID-19 than less educated individuals (29).



A cross-sectional study in Hong Kong, regarding the overall knowledge and understanding of
COVID -19, recognizes that the disease could be transmitted by droplets, direct or indirect hand
contact, and contact with asymptomatic patients. About 24%, 16% and 10% of the respondents
did not believe that asymptomatic patients, direct hand contact and indirect hand contact (via
door handling) could transmit the disease, which could affect the use of appropriate practices.
Individuals with higher levels of education were more likely to correctly identify whether

asymptomatic patients could transmit the virus (41).

A cross-sectional study of COVID -19 Prevention Practices in Addis Ababa, found that
60.5% were aware of how COVID -19 disease is transmitted from person to person, risk
factors, and prevention and control mechanisms (42) and another study showed that 55.9%
had the knowledge and about 55.3% and 57.8% had good knowledge about symptoms and
prevention methods of COVID -19 respectively. The three symptoms most commonly
reported by the respondents were fever 96.8%, shortness of breath 94.3% and cough
94.1%((43). In another study conducted on college students, 69.6% of them had good knowledge
of COVID-19(44).

2.3 Health Belief Model constructs as a predictors of COVID-19 prevention

The health belief model (HBM) was developed in the 1950s in the U.S public health service to
explain the widespread failure of people to participate in programs to prevent and detect
disease(45). The HBM predicts why people will take action to prevent, screen for, or control
disease conditions(13). This model aims to explain preventive health behaviours rather than
behaviours in time of illness, so that by using HBM constructs in the prediction of COVID-19
prevention practice.

2.3.1 Perceived susceptibility

Perceived susceptibility refers to beliefs about the likelihood of getting a disease or condition.
Perceived risk of contracting a disease refers to individual's subjective perception of their
susceptibility to the disease(45). The HBM predicts that the student will be more likely to adhere
to COVID-19 prevention strategies’ recommendation if they feel that they are susceptible to
COVID-19. Kwok et al. investigated the early stages of COVID-19 in Hong Kong of China
and found that the individuals had higher perceived susceptibility of COVID-19 so that 89%
that they were at risk for COVID-19(46).



Prati et al(47) found that those who assess the risk of pandemic infectious diseases as
more probable, more severe, more serious, or having a greater personal impact, are
more likely to comply with health-related recommendations. According to a study
conducted in Sudan to determine the Sudanese perceptions of COVID-19 using the HBM they
had low perceived susceptibility which was 45%(48). In Ethiopia a study by Diress et al on
Perceived efficacy of COVID-19 prevention measures and intention to use among chronic
disease patients, 37.7% had low perceived susceptibility but did not show the significant
association between COVID-19 prevention practice and perceived susceptibility and the
sample was not representative to the community (42). Another study done in the northern shoa
zone, Ethiopia shows that 44.8% perceived themself as susceptible to COVID-19(18).

2.3.2 Perceived severity

Perceived severity refers to the assessment of the severity of a health problem and its potential
consequences. The health belief model proposes that individuals who perceive a given health
problem as serious are more likely to engage in behaviour’s to prevent the health problem(49).

In the case of COVID -19, participants are more likely to use COVID -19 prevention strategies if
they consider it to be a serious illness and believe that contracting COVID -19 would have
serious medical, social, and economic consequences for them. Kwok et al. also investigated the
early stages of COVID-19 in Hong Kong of China and found that the individuals had higher
perceived severity of COVID-19, that was 97% said that COVID-19 had severe symptoms and
significantly associated with adherence to preventive practice (46, 50). Studies showed in
Korean general population when perceived severity increased there was an increase in adherence
to protective measures against the COVID -19 pandemic(51). As Global health studies, the
perception of people to the severity of disease-associated with adherence to preventive
measures(52) and studies among higher education students in Portugal showed when their
perception to this severe disease increases they adhered to preventive practice(53). According to
an Iranian study, 72.6% of the people considered the disease dangerous but did not show any
significant relationship in predicting the preventive practice from COVID-19 (39). A cross-
sectional study done in Ethiopia for predicting COVID-19 prevention to employees in Addis
Ababa 53.7% of them perceived severity to coronavirus infection(36).

2.3.3 Perceived benefits

Perceptions such as the effect of regular hand washing, wearing of facemask should lead to
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high-perceived benefits and are thus strong motivators to take preventive measures against this
disease. Studies in China showed that when the perception of precautionary measures benefit
increases, the adherence level of peoples to covid-19 preventive practice increased(50).

Studies showed that the perceived benefits had positive relationships with the performance of
preventive behaviour so that, the individual's performance becomes better by increasing the
perceived benefits (54, 55). According to research on the influence of health belief model on
COVID-19 prevention perceived benefit to preventive measures was associated to hand
washing practice(56), studies on employees in Addis Ababa, 50.3% of them had low
perceptions about the benefit of coronavirus infection prevention practice and 49.7% had high
perceived benefit(36). In a similar study conducted in Northern Shoa by Sisay Shewasinad et
al 72% of them have perceived the benefit of preventive practice(18).

2.3.4 Perceived barriers

A perceived barrier to action refers to the negative aspects of health-oriented actions that serve as
barriers to action and/or create or incur incentives to avoid action. A perceived barrier to action
refers to the potential negative aspects of specific health-oriented actions that may act as barriers
to performing the recommended behaviours. Thus combined levels of susceptibility and severity
provide the energy of force to act and the perception of benefits (minus barrier) provides a
proffered path of action(45).

For the case of COVID-19, if the student believes that the anticipated benefit of preventing
COVID-19 outweigh the barriers to or cost of the preventive practice, they are more
probably to adhere to COVID-19 prevention. The rate of preventive practice increased by
decreasing perceived barriers. Excessive barriers can be obstacles and prevent the initiation of
desired practice. A cross-sectional study showed in Egypt, they had fewer perceived barriers to
preventive practice, such as hand washing, but environmental barriers such as shortage of
masks, alcohol pads, and disinfectant agents were strongly influence(57). According to research
done in India on analysing barriers for implementation of public health and social measures to
prevent the transmission of COVID-19 disease, lack of resources was the main barrier against
the successful practicing followed by poor communication between health professionals and the
public(58). In a community-based cross-sectional study conducted in Shoa, 55.6% had no
barriers to preventive practice but the association showed that individuals who had no barriers

to preventive practice had positively associated with poor preventive measures(18).
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2.3.5 Cues to action

Several health belief model information is included in the concept of cues that can trigger action.
Individuals would be more likely to take up preventive behaviours such as hand washing if
reminded by others such as friends, teachers, media, their families, and health care providers.
Written materials used as a call to action. Certain educational materials like brochures,
community newspapers were used as cues to action. Cue-to-action was positively associated with

two precautionary behaviours, including social distancing and hand sanitizer (54).

Perceived susceptibility and perceived severity also considered as cues to action since
individuals who believed they are at low risk of developing a COVID-19 are more likely to
engage in unhealthy, or risky, behaviour’s like not wearing a face mask, unable to keep social
distancing (59). Cross-sectional study in Addis Ababa, low cues to action and low level of self-
efficacy were practiced COVID prevention measures to a lesser extent compared to those with
high cues to action and high level of self-efficacy (42).

2.3.6 Perceived self-efficacy

Perceived self-efficacy defined as the belief that one can successfully perform the required
behaviour to achieve the desired outcome and perceive them as competent (self-efficacious) to
overcome perceived barriers and take action. For instance, students should be confident that they
could practice COVID -19 preventions regularly. A study conducted in Saudi Arabia on COVID-
19 prevention measures by using HBM perceived self-efficacy had a positive correlation to
recommended prevention methods (60). According to a cross-sectional study conducted in
Northern shoa on preventive measures to COVID-19 disease, they had self-efficacy of 64% to
preventive practice and positively associated to COVID-19 preventive measures (18).
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2.4 Conceptual framework of COVID-19 prevention practice

Modifying factor
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Figure 1: Conceptual framework of COVID-19 prevention practice (56, 61)
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3. OBJECTIVES

3.1 General objective
» To assess COVID-19 prevention practice and associated factors among secondary

school students in Enarj Enawuga district, East Gojjam, Amhara Ethiopia 2021.

3.2 Specific objective
» To assess COVID-19 prevention practice among secondary school students in Enarj
Enawuga district, East Gojjam, Amhara Ethiopia 2021.
» To identify factors associated with COVID-19 prevention practice among secondary

school students in Enarj Enawuga district, East Gojjam, Amhara Ethiopia 2021.
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4. METHODS AND MATERIALS

4.1 Study Designs
An institutional-based cross-sectional study was conducted.

4.2 Study Area and Period
The study was conducted in Enarj Enawga district secondary school from March 15 to April
13/2021. The district is located 298 kilometers far from Addis Ababa, 192 km from Bahir Dar

Ambhara region and 115 km from Debre Markos, a capital city of East Gojjam Zone.

A district had 28 kebeles’, seven health centers, one primary hospital, 27 health posts and 10
private health facilities to give service for 218,257 total populations. The rural population
accounts for 89% of the district's total population. There were four governmental secondary
schools found in the district which are Debre work which is found in the town of a district,
Felege Birhan, Meteya and Tenguma with a total number of students of 9879 in which 4655
males and 5224 females (62). In each school, they had HIV/AIDS, Gender, health education
clubs and information communication technology (ICT) centers that help the students to increase
awareness about health and health-related issues.

4.3 Population

4.3.1 Source population

All students enrolled in Enarj Enawuga district secondary school were the source population.

4.3.2 Study population

All enrolled students who were learning in Enarj Enawuga district secondary school.

44 ELIGIBILITY CRITERIA

4.4.1 Inclusion criteria

» Students’ who have been learning at data collection time in the district secondary school.

4.4.2 Exclusion criteria

» Those students who were severely ill were excluded from the study

4.5 Study Variables
4.5.1 Dependent Variable: COVID-19 Preventive practice
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4.5.2 Independent variables;

Socio-demographic variables; Sex, age, resident, marital status, religion, grade level, father or
guardian educational status, father or guardian occupation, mother or guardian educational status,
mother or guardian occupation. Source of information, knowledge about COVID-19, perceived
susceptibility, perceived severity, perceived benefit, perceived barrier, cues to action, and self-

efficacy.

4.6 Operational Definitions

Preventive Practice: after sum up of each score, those individual’s prevention practiced 80%
and above considered as had good preventive practice and scores below 80% considered as had
poor COVID-19 preventive practice(33, 36, 63).

Knowledge of COVID-19: After sum up of total items, the highest score indicating better
knowledge about COVID-109.

Perceived susceptibility: After sum-up of all perceived items in which highest score indicating
high-perceived susceptibility to COVID-109.

Perceived Severity: scores approaching maximum score considered as having a high perception
of the severity of the disease.

Perceived benefits: score approaching maximum score considered as having a high perception
of benefit of COVID-19 prevention.

Perceived barriers: Scores approaching the minimum sum scores were consider as a low
perceived barrier and the maximum sum scores considered as had high-perceived barriers to
COVID-19 preventive practice.

Cues to action: scores approaching maximum sum-score considered, as had high cues to action
and scores approaching to minimum sum-score considered as low cues to action.

Self-efficacy: was the confidence of the individual to take appropriate WHO-recommended
measures to prevent COVID-19. Maximum sum score considered as had higher self-efficacy and

low scores considered as low self-efficacy to preventive measures.

4.7 Sample Size Determination

Sample size was determined by using single population proportion formula by considering

the following assumptions: level of COVID-19 prevention practice in the previous study=
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31.2%(36). Margin of error (d=5%), and 95% CI (standard z = 1.96) corresponding to 95%
Cl (Za/2), and 10% non-respondent rate: the final sample size n = (Zo/2)*xpg/d? +10% non-
respondent rate.

n=(1.96 x 1.96 x 0.312 x 0.688)/0.05x0.05 = 329, But there were total of 9879 students which

was less than 10,000, so use population correction formula
n/(1+n/N) = 329/(1 + 329/9879)=318 then add 10% non-respondent rate

Considering 10% non-response rate total sample size n=318+32=350

Where n= estimated minimum sample size, Z = level of confidence interval, at oo = 0.05

P= population proportion and W= marginal error

The sample size for the second objective was calculated from statistically significant factors of
previous studies on COVID-19 prevention and associated factor(36).

Table 1: Sample size determination for associated factors using statically significant factors by
Epi-info-STAT CALC

Variables Proportion AOR Sample size Non Final
calculated response sample

Exposed  Non-exposed rate (10%) size

group group
Perceived barrier 80 18.3 0.03 26 3 29
Cues to action 49.8 13.8 0.05 62 6 68
Perceived Self- 49 14.9 0.08 68 7 75

efficacy

The required sample size was 350, which was larger than the sample size calculated from
significant factors.

4.8 Sampling procedure

The study participants had selected by simple random sampling techniques. There were 9879
students from grades 9 to 12 in the Enarj Enawuga district. Three hundred fifty students was the
calculated sample size. The proportional sample allocation method was used to get the required
sample size from each grade level. To get the required samples from each grade level after

determining the required size, listing all sections of student lists from each grade and a simple
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random sampling technique was employed to get the study participant from lists of each school’s

registrar offices.

Enarj Enawuga district secondary school
Total student=9879

Proportionally allocated to each school, total sample=350

AV 4 h § 4 A4

Debre work Felege Birhan Meteya Tenguma
Total student=4930 Total student=3421 Total student=544 Total student=984
n=175 n=121 n=19 n=35

/
Grade 9" =42 Grade 9" =29 Grade 9" =9 Grade 9" =12
Grade 10" =51 Grade 10" =30 Grade 10" =10 Grade 10™ =12
Grade 11" =40 Grade 11" =32 Grade 11" =0 Grade 11" =5
Grade 12" =42 Grade 12" =30 Grade 12" =0 Grade 12" =6

Figure 2: Schematic presentation of sampling techniques used to select study subjects from Enarj
Enawuga district secondary school, 2021

4.9 Data Collection and Measurement

Interviewer administered questionnaire was used to collect the data. The questionnaire included
socio-demographic, source of information, students’ knowledge to COVID-19, perception
related questions and questionnaires were adapted (18, 39, 64) and modified into a local context.

The knowledge of students to COVID-19 was measured by 17 questions include symptoms,
means of transmission, treatment and prevention methods. After reversed of negatively worded
questions, individual response 1 was coded for Yes and 0 was coded for No & I don’t know
responses and summed up and weighted out of seventeen. Then this weighted score presented as

a continuous variable used for analysis.
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Perceived susceptibility to COVID-19 was measured by using seven items with five-point Likert
scale response options from strongly disagree to strongly agree. Negatively worded items
reversely coded and summed up with 7 and 35 minimum and maximum scores respectively and

used for analysis.

Perceived severity to COVID-19 was measured by asking five questions and describes their level
of agreement by five points Likert scale. Subscale scores obtained by summing item scores,

minimum 5 and maximum 25 and used for analysis as a continuous variable.

Perceived benefits to preventive practice were measured by 9 positively and negatively coded
item questions and describe their level of agreement by five-point Likert scale with a minimum

of 9 and a maximum of 45 scores and used for analysis.

Perceived barriers to preventive practice were assessed using 9 positive and negative question
items including accessibility, affordability with a five-point Likert scale with a minimum score
of 8 and a maximum score of 40 from strongly disagree to strongly agree on response and used

for analysis as a continuous variable.

Cues to action measured by four-item positive and negative yes or no questions and scores were

summed up with a minimum of zero and maximum of 4 scores.

Perceived self-efficacy was measured by 5 positive and negative item questions with five-point
Likert scale response options and scored from 1 to 5 strongly disagree, disagree, neutral, agree,
and strongly agree. Scores were obtained by sum-up items with a minimum of 5 and a maximum

score of 25.

COVID-19 prevention practice was measured by 10 positive and negative item questions in
which a response category of the correct answer was scored 1, incorrect and I don’t know answer

scored 0 with a minimum score of zero and maximum sum scored of 10.
The data was collected by four college completed clinical nurses and one health officer as

supervisor.

4.10 Data processing and analysis
Data were checked for completeness, consistencies and it was cleaned, coded and entered into

Epi data version 3.1 and exported into SPSS version 25 for analysis. Descriptive statistics were
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computed to describe participants’ socio-demographic characteristics; continuous data were
reported as mean £ SD and percentages (frequencies) for categorical data.

Bivariate analysis was done to identify candidate variables for multivariable logistic regression.
Those variables with a p-value less than 0.25 during the bivariate analysis were used for the final
multivariable logistic regression model. Model fitness was checked by Hosmer and Lemeshow
test (p=0.607). The extent of multicollinearity between independent variables was measured
using variance inflation factor (VIF) which was within a tolerable range (less than 10). Adjusted
odds ratio (AOR) with 95% confidence intervals was used to show an association between
explanatory variables and dependent variables. In the final model, confidence interval (95%) and

a p-value < 0.05 was considered as had association between dependent and independent variable.

4.11 Data quality assurance

The questioners were translated from English to the local language (Amharic) and re-translated
back to English by another translator to check the consistency of the questioners. It was pretested
on 5% related participants in Bichena district, which is found 27 km far from the study area
before conducting the original one. The training was given to data collectors and supervisors for
one day about data collection tools and how to collect data, to have common understandings.
Each day questionnaires were checked for completeness during data collection. Data were
cleaned and checked for completeness before analysis. Scale reliability analysis was performed
by calculated Cronbach’s alpha value which was >0.7.

4.12 Ethical Consideration

Ethical clearance was obtained from the Institutional Review Board of Bahir Dar University,
College of Medicine and Health Sciences, School of Public Health. Study participants were
informed about the purpose of the study and finally verbal and written informed consent was
obtained from those aged 18 years and above. For those students, their age less than 18 years
obtained ascent from their family before data collection. Respondents were not identifying by
their name and the participant had the right to discontinue the participation at any time.
Confidentiality of the information was assured from all the data collectors and principal
investigators side. An official letter was given to concerned bodies and a Permission letter was

taken from Enarj Enawuga education office.
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5. RESULTS

5.1 Socio-Demographic Characteristics

A total of 350 secondary school students participated in this study of COVID-19 prevention
practice with a response rate of 100%. Out of 350 participants, 196(56%) were males.

All respondents were in the youth age group, which is 15 to 24 years and the mean age was
19.21 with SD + 1.53 years. From the total study participant, 195(55.7%) were grade nine and
ten students and the remaining were preparatory students. (Table 2)

Table 2: Socio-Demographic Characteristics of Participants on COVID-19 Preventive Practice in Enarj
enawuga District, Northwest Ethiopia, 2021. (N=350)

Variables Categories Frequency Percentage
Sex Male 196 56
Female 154 44
Residence Rural 203 58
Urban 147 42
Marital status Single 297 84.9
Married 27 7.7
Divorced 26 7.4
Participants Grade Grade 9th 92 26.3
Grade 10th 103 29.4
Grade 11th 77 22
Grade 12th 78 22.3
Religion Orthodox 324 92.6
Muslim 26 7.4
Occupation of the participants' Farmer 213 61.4
father Self-employed/business87 25
Government 47 135
employment
Occupation of the participants' Farmer 206 59
mother Self-employment 77 22
Government employed 39 11.2
Other (house wife..... 26 7.5
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Educational status of Participant parents

M Participants father ~ ® Participants mother

61.9%

21.6%
16.5%

15.8%

unable to read and write primary school (1-8 grade) or secondary school and above
able to read and write

Figure 3: Educational Status of Participants’ Father and Mother in Enarj Enawuga District, 2021

5.2 Source of information
All (350) respondents have heard about COVID-19 related information. They got information
about COVID-19 from new Media like television and radio, from families, friends and health

care workers as well as from social Media like Facebook.

The most frequently mentioned sources of information regarding COVID-19 were 221 (63%)
from their friends and their trusted source of information was government media 311 (88.9%).
Only 46(13.1%) of respondents were trusted social media like Facebook. See table 3
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Table 3: Sources of Information for Participants on COVID-19 Preventive Practice in Enarj Enawuga
District, Northwest Ethiopia, 2021. (N=350)

Source of information Frequency percentage
Radio 202 57.7
Television 181 51.7
Health care workers 199 56.8
Social media/internet 64 18
Friend 221 63
Other sources 19 5.4
Government media their Trusted source 311 88.9
of information

Private media Trusted source of 92 26.3
information

Health care workers Trusted source of 248 70.9
information

Social media trusted source of 46 13.1
information

5.3 Knowledge on COVID-19 prevention

The mean value of knowledge score of participants was 12.75 with an SD of +2.43 and they had
5 and 17 minimum and a maximum score of knowledge respectively. More than half 194(55.4%)
of the respondents considered as fever, shortness of breath, or breathing difficulties and dry
cough as the main symptom of COVID-19 whereas 139(39.7%) of respondents perceived it as
COVID-19 cannot be transmit person to person when fever is absent. Near 95.7% of them knew
COVID-19 can be prevented by covering the nose and mouth while coughing. Whereas
104(29.7%) of participants responded as COVID-19 had specific treatment and can cure of

disease if they are treated.
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5.4 Perception towards COVID-19
The mean score of perceived susceptibility, perceived severity, perceived benefit, perceived
barrier, cues to action and perceived self-efficacy were 21.84, 15.64, 38.39, 23.99, 3.3 and 15.93

respectively.

Table 4: HBM constructs with respective descriptive statistics of secondary school students in Enarj

enawuga district, 2021

HBM constructs

Perceived susceptibility

Perceived Severity
Perceived benefit
Perceived barrier
Cues to action

Self-efficacy

No of items Minimum

.
5
9
9
4
5

score
7

5
28

5.5 COVID-19 preventive practice

Maximum

score

33
25
45
40
4

25

Mean

21.84
15.64
38.34
24.02
2.95

15.93

SD +

5.4
4.8
3.7
245
1.25
4.2

Cronbach’s
alpha
0.734

0.742
0.736
0.811
0.702
0.704

From the total 350 participants, 19.4% (95% CI: 15.5%-23.8%) had good preventive practice and
80.6% had poor preventive practice regarding COVID-19. Besides these 35 (22.7%) females and

33(16.8%), males had good preventive practices as well as 26.5% of urban and 14.3% of rural

residents had good preventive practices. See figure 4.

70
60
50
40
30
20
10

59.7 60.2
7.6
43.342.4 a4.6 415
33.7
27 25.2
Grade9th Gradel0Oth Grade 11th Grade 12th

B Wearing of Mask in %

M Practicing hand washing regularly in %
Avoiding gather in group in %

Figure 4: COVID-19 Preventive practice status with each grade level of secondary school students In
Enarj Enawuga District, 2021
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The majority of respondents 248(70.9%) them avoided close contact with people who are sick
even inside their home and the lowest preventive practice 68(19.4%) was disinfecting materials

with disinfectants. See Figure 5.
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Figure 5: COVID-19 preventive practice among Enarj enawuga district secondary school students,
Northwest Ethiopia, 2021

5.6 Factors Associated with COVID-19 Preventive Practice of Secondary School
Students

Bivariable analysis: - Statistical analysis had done between independent and the dependent

variables (COVID-19 preventive practice).
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In the bivariable analysis, COVID-19 Preventive Practice was associated with sex, age,
residence, marital status, educational status (grade), news media, social media, knowledge level,
perceived susceptibility, perceived severity, perceived benefit, perceived barrier, cues to action,
self-efficacy and candidates for multivariable analysis (p-value<0.25). In multivariable logistic
regression analysis by backward stepwise method residence, marital status, perceived severity,
perceived benefit and perceived barriers to practice were significantly associated with COVID-

19 preventive practice.

The odds of having good preventive practice were 2.3 times higher in those who lived in urban
areas than rural residents (AOR=2.30; 95%CI: 1.05, 5.08). Likewise, the odds of the students
who were married had 4.6 times more likely to have good preventive practice than students who
did not marry (AOR=4.63; 95% CI: 1.31, 16.37).

Regarding health belief model constructs; perceived severity, perceived benefit and perceived
barrier were revealed significantly associated with the good preventive practice.

For a unit increase in perceived severity sum score, the likelihood of COVID-19 prevention
practice increased by 42% (AOR=1.42; 95% CI: 1.26-1.60).

For a unit increase in perceived benefit sum score, the likelihood of COVID-19 prevention
practice increased by 23% (AOR=1.23; 95% CI: 1.10-1.38).

For a unit increase of perceived barrier sum of a score, the likelihood of COVID-19 prevention
practice was decreased by 14% (AOR=0.86; 95% CI: 0.81-0.93). (Table 5 below)
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Table 5: Bivariable and Multivariable Regression Analysis for Factors Associated with COVID-
19 Preventive Practice of Secondary School Students in Enarj Enawuga District, 2021

Variables Categories

sex M

F
Rural
Urban

Grade 9th
Grade 10th
Grade 11th
Grade 12th
Single
Married
Divorced

News media(Tv and radio) as Yes
a COVID-19 source of

Residence

Grade level

Marital status

information no
Social media(internet) a yes
source of information no
Age (in years)

Knowledge about COVID-19
Perceived susceptibility
Perceived severity

Perceived benefit

Perceived barrier

Cues to action
Perceived Self efficacy

*=Significant at p value <0.05

Preventive practice COR(95%CI)

Poor Good

163 33 1

119 35 1.45(0.85, 2.47)
173 30 1

108 39 2.17(1.27, 3.71)
78 14 1

89 14 0.86(0.39, 1.95)
54 18 1.7(0.78, 3.69)
56 22 2.19(1.03, 4.65)
248 53 1

18 12 3.24(1.42, 7.38)
15 4 1.12 (0.40, 3.11)
78 31 2.19(1.27, 3.77)
204 37 1

46 18 1.85(0.99, 3.45)
235 51 1

1.13(0.95, 1.33)
1.09(0.97, 1.22)
1.13(1.06, 1.19)
1.52(1.37, 1.69)
1.23(1.12, 1.34)
0.80(0.76, 0.85)

1.20(0.95, 1.50)
1.09(1.02, 1.17)
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AOR (95%CI)

1
1.7(0.36, 3.97)
1

2.3(1.05, 5.0)*

1
0.59(0.19, 1.88)
3.05(0.94, 9.96)
2(0.69, 5.81)

1

4.63(1.31, 16.37)*
2.43(0.56, 10.59)
1.94(0.71, 5.33)

1

0.79(0.28, 2.19)
1
1.17(0.91, 1.52)

0.87(0.72, 1.07)
1.05(0.98, 1.13)
1.42(1.26, 1.60)*
1.23(1.10, 1.38)*
0.86(0.81, 0.93)*

1.09(0.76, 1.58)
0.95(0.85, 1.08)



6. Discussion

Due to rapid transmission, highly raised incidence and fatality rate worldwide, prevention of
COVID-19 is an important way to combat this outbreak. COVID-19 preventive practices of
students had affected by different socio-demographic factors, knowledge and their perceptions
towards COVID-19. This study aimed to investigate the extent of COVID-19 preventive practice
by students in Enarj enawuga district by using HBM.

In this study, the overall COVID-19 preventive practice of students’ were 19.4% (95% CI:
15.5%-23.8%) which was very low measures against this holocaust disease and it worries as that
may lead to local and uncontrollable outbreaks in schools if students or school employees get
infected. While WHO recommended that countries that reopen schools should take public health
measures to minimize the risk to the students and school staff (9). The result of this study is
consistent with studies done in Ethiopia by online 22.6% (35). Whereas, the result was lower
than the study conducted among employees in Addis Abeba 31.2% (36), the preventive practice
of COVID-19 among students in Ghana 68% (32) and Cameroon 60.8% (30). The possible
reason for this variation of result might be the difference in geographical character in which
those studies were done in cities, areas where highly COVID pandemic, the difference in target
groups and number of participant, educational status and the cut point difference to categorized
practice as good/ poor. In addition, it might be partly due to the lack of attention given by the
students and responsible bodies as school directors and teachers that did not support and control

the students' adhere to practice.

Based on this study results, the preventive practice was associated with student’s residence,

marital status, perceived severity, perceived benefit and perceived barrier.

According to this study, good COVID-19 preventive practices were higher among students of
urban residents than their counterparts. Rural resident students were less likely to practice the
preventive mechanisms. The reason behind this result may be due to easy accessibility of
information from different sources, accessed preventive materials easily and it might be due to
fear of the disease that diagnosed early in urban. It was in line with studies conducted among

college students in the Amara region(44) in Bangladesh(33) and northern Iran(39).

Marital status was significantly associated with the preventive practice. Thus, the finding of good
COVID-19 preventive practice was higher among students who were married than not married.
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This finding indicates that marital status had a great role in the prevention practice of COVID-19
to students. Variation may be due to married student’s fear of transmitting the disease to their
family. It was consistent with studies among in residence of Ethiopia (35), and studies on
compliance of COVID-19 preventive behaviour during the early outbreaks in Japan(38).

The result of this study showed that there was a significant positive association between
perceived severity and preventive practice of students against COVID-19. When students’
perceived severity increased, the odds of COVID-19 prevention practice was also increased.
Therefore, student’s perception severity of contracting disease should increase to engage in
disease prevention. According to this study, students who had good preventive practice were
believed that COVID-19 has serious negative consequences on their life, so to improve the
adherence level information or messages should be focused on health consequences/ seriousness
of the disease. This finding corresponds with the studies conducted in the University of Macau,
China(50), Korean population(51), studies in India(52) and studies among higher education
students in Portugal(53) in terms of the association between perceptions of disease severity and

COVID-19 prevention measures.

Furthermore, the perceived benefit was also a significant factor for COVID-19 prevention
practices among students in Enarj enawuga districts. This study showed that when students
perceive the benefits aspects of prevention measures towards COVID-19, they more likely
practicing the required measures. This was in line with the results of COVID-19 prevention in
Northern Shoa (18), University of Macau China (50), studies in Korea (51), studies on factors
associated with COVID-19 preventive behaviours among adolescent students in Iran (55) and
studies on the influence of health belief model on COVID-19 prevention (56). Therefore, the rate

of adherence to preventive behaviours enhanced by increasing perceived benefits.

The study also found that there was a significant negative association between perceived barriers
and COVID-19 preventive practice. Students with a high level of perceived barriers are less
likely to have good preventive practice hence it was important to minimizing barriers by
addressing the obstacles of preventive practice to enhance practice. Barriers may include the cost
of protective materials, accessibility, affordability, side effects, or allergy to mask and norms of
the community were some perceived barriers(58). Whatever to increase the preventive practice

of students, perceived barriers should reduce. The result of this study was consistent with the
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study done in Addis Ababa (36), studies on preventive health behaviors during COVID-19 in
Egypt (37), University of Macau China (50) and studies on COVID-19 preventive behaviors
among adolescent students in Iran(55). Whereas other studies in North Shoa (18) and studies
conducted in a Korean population(51), were contrary to this result in which the higher the
perceived barrier score becomes the more preventive practice. Socio-economic, educational level

and attention given by the students might be the possible reason for these variations.
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7. LIMITATIONS
The study most of the time considers personal factors based on the health belief model, but this

pandemic disease needs to be extended to the community or societal levels.

There might be social desirability bias, which portrays them in a more favourable way, so

readers should remind the result and interpretations.
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8. CONCLUSION
The purpose of this study was to assess the prevention practice and identify the factors that
determine the preventive practice of students in Enarj enawuga district secondary school by

application of HBM.

The overall prevention practice of study participants towards COVID-19 was very low. Students’
who were urban resident, married, perceived severity, perceived benefit and perceived barriers
were identified factors that associated to COVID-19 preventive practice of students.
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9. RECOMMENDATION

Enarj Enawuga Secondary Schools

Students in secondary school need special attention for COVID-19 prevention measures. Routine
awareness creation should be given and better to focus on the severity of disease and the benefits
of using recommended preventive methods. Avail resources that students perceived as a barrier

like water availability in school.

Enarj Enawuga Education Office
Support each secondary school in COVID-19 prevention by supplies like by availing hand

washing materials, masks that were barriers for practice.

Enarg Enawuga Health office
Strengthen health education/ promotion by emphasizing the severity of this disease and benefits
of prevention against COVID-19, avail COVID-19 prevention strategy posters that students

easily access.

Stakeholders /Researchers
Future researchers are recommended to focus on awareness creation and share information for

the community by using clubs and students.
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Appendix
1. English version Appendix

Participant Consent Information Sheet
I. Participant information sheet

How are you? Mynameis ..................... I am here on behalf of Yonass Aemiro, a student in
Bahir Dar University, College of Medicine and Health Science, School of Public Health,
Department of Health Promotion. He is conducting research on COVID-19 prevention practice
and associated factors among secondary school students by using the health belief model in Enarj
Enawuga district for the partial fulfilment of a master’s degree. He has received a permission
letter from the school of public health at Bahir Dar University, the district education office and
the school director to conduct this study. We believe that the results of this study will assist
policy makers, planners and health service providers in making considerations regarding the
prevention and control of COVID-19. Your contribution has a great input for the study and |
would greatly appreciate your participation. There is no possible risk associated with
participating in this study. Your name will not be written in the questionnaire and please be
assured that all the information you give will be kept strictly confidential. Only the principal
investigator and the research assistants collecting the data will have access to the data. Your

participation is voluntary. Filling this questioner will take 30 minutes.

Thank you
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Il.  Informed consent agreement form

| have read the information sheet concerning this study and I understand what will be required of
me and what will happen to me if | take part in it. | also understand that any time may withdraw
from this study without giving a reason.

Participant’s signature Date

Facilitator name Sign. Date

I1l.  Assent form
Child parents Participant Information Sheet

Good morning/ afternoon? My name is .| am here on behalf of

Yonass Aemiro, a student in Bahir Dar University, College of Medicine and Health Science,
School of Public Health, Department of Health Promotion.

He is conducting research on COVID-19 prevention practice and associated factors among
secondary school students by using the health belief model in Enarj Enawuga district. There is no
potential risk that may cause any harm to study participants. No financial benefits are related to
this study. You and your child's name will not be written in this form. All information given by
your child will be kept strictly confidential. Your child's participation is voluntary and they are
not obligated to answer any question which, she/he does not wish to answer. This questionnaire

will take about 30 minutes.

Written assent form for children’ parents

| have heard and understand all about the objective and the process of the study. My child's
participation is voluntary and not obligated to answer any question which she/he does not know
or does not wish to answer. | also understood that all information given by my child will be kept

strictly confidential. Therefore, | allow my child to participate in this study.

Parents sign date

Data Collector sign date

Contact Address of the Principal Investigator
Name: Yonass Aemiro

E—Mail: yonassaemirol8@gmail.com

Cell —Phone: +251912332893
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English Questionnaire

Prepared for collecting information on COVID-19 prevention practice and associated factors in
secondary school students in Enarj Enawuga district.

Name of data collector---------------- Signature Date Respondent Code No------
Instruction: for each of the following questions please circle the number of alternatives that fit
your response.

Section one: Socio-Demographic Data

N Response Skip
category

DQ1 |What is your sex? 1. Male
2. Female

DQ2 |Ageinyears

DQ3  |Where is your residence 1.Rural
Urban

2.

DQ4 | Marital status: 1. Single

2. Married

3. Divorced

4. Widowed

5. Others (specify)

DQR [Religion Orthodox
Muslim
Protestant

Other

Grade 9"

Grade 10"
Grade 11"
Grade 12"

DQ5 |Educational status (Grade)

PRI ~MODE

DQ6 unable to read and write
able to read and write
primary school (1-8grade)
secondary school (9-12)
higher education (college

and above)

Your father’s (guardian) educational status?

gk

Farmer

Government employment
Private Self-
mployment/business

Other (specify

DQ7 | Your father (guardian) occupation?

unable to read and write
able to read and write
primary  school  (1-8
grade)

secondary school (9-12)
higher education (college
and above

DQ8 | Your mother’s (guardian) educational level

wNhPRIRS Wb

ok~
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DQ9 | Your mother’s (guardian) occupation?

1. Farmer
2. Government
3. Self-

employment /business
4. Other (specify

Section 2.1 Information about COVID 19

Questions Response category skip
1Q21 Have you heard about COVID-19? 1. Yes
2. No
1Q22 | If your answer is yes Q21 tick the source of 1. Radio
information you use to get information about 2. Television

COVID-19

3. Internet (social media) like facebook
4. Health workers

5. Friends

6. Others, specify

1Q23 Which source of information about | 1.Government media (TV/Radio/newsletter)
COVID-19 do you trust most? More than | 2. Private Media (TV/Radio/newsletter)
one selection is possible. 3. Health facilities/professionals
4. Social Medias(Facebook/Telegram
5. Other, specify
Section 2.2 Knowledge toward COVID-19 among students
No Variables Response tick(V) from the alternatives
A. Fever,
B. Dry cough
What is/are the main symptoms of COVID-19? More ¢ S.h o_rtnes_s of breath and breathing
KQ31 L ; difficulties
than one selection is possible. . . .
D. Muscle pain and/or joint pain
E. Others
F. Idon’t know
A. Droplets from infected people
B. Airborne
C. Direct contact with infected people.
- ?
KQ32 | How does the COVID-19 spread D. Touching contaminated objects/surfaces
E. Others
F. Idon’t know
Unlike the common cold, stuffy nose, runny nose,
KQ33 | and sneezing are less common in persons infected 1. Yes 2. No 3. I don’t know
with the COVID-19
KQ34 goog]/li?-m has specific treatment, which can cure 1 Yes 2 No 3.1 don’t know
Not all persons with COVID-2019 will develop to
severe cases. Only those who are elderly, have ,
KQ35 chronic illnesses (DM, HTN), and obese are more 1. Yes 2. No 3. Idon’t know
likely to be severe cases
KQ36 | Covering the nose and mouth while coughing can 1. Yes 2. No 3. Idon’t know
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prevent COVID-19
KQ37 Persons with COVID—_19 cannot transmit the virus 1 Yes 2 No 3. 1 don’t know
to others when a fever is not present.
The COVID-19 virus spreads via respiratory ,
KQ38 droplets of infected individuals. 1.Yes 2.No  3.Idon’tknow
Ordinary residents can wear general medical masks ,
KQ39 to prevent the infection by the COVID-19 virus. 1.Yes  2.No 3. I don’t know
It is not necessary for children and young adults to
KQ40 | take measures to prevent the infectionby the 1.Yes 2.No 3. I don’t know
COVID-19 virus
To prevent the infection by COVID-19, individuals
KQ41 | should avoid going to crowded places such as train 1.Yes 2.No 3. Idon’t know
stations and avoid taking public transportations.
Isolation and treatment of people who are infected
KQ42 | with the COVID-19 virus are effective ways to 1.Yes 2.No 3. I don’t know
reduce the spread of the virus.
Section three: Perceived susceptibility
Please circle how you agree/disagree with the Strongly | Disagrel neutral | Agree | Strongly
following statements Disagree | e Agree
PSQS50| I don’t care about this disease and do my daily 1 2 3 4 5
activities like before
PSQ51 | Itis unlikely that I will get COVID-19 4
PSQ52 | My behaviour(act) puts me at risk for COVID19 4
PSQ53 | | am very healthy, so my body can fight 1 2 3 4 5
COVID19
PSQ54 | | am young so my body can fight COVID19 1 2 3 4 5
PSQ55 | COVID-19 is not in my locality. So, | don't have 1 2 3 4 5
to worry about it
PSQ56 | My work place(school) makes me a high risk for| 1 2 3 4 5
COVID-19
Section Four: Perceived Severity
Please circle how you agree/disagree with the Strongly Disagre| neutra| Agree| Strongly
following statements Disagree e I Agree
SvQ60 Becoming corona virus infected is the worst | 1 2 3 4 5
thing that could happen to me
SvQ61 | believe that COVID-19 has serious negative | 1 2 3 4 5
consequences on my life.
SvQ62 I would rather have any other incurable illness | 1 2 3 4 5
than COVID19
SvQ63 I would rather die from a violent death (e.g. | 1 2 3 4 5
gunshot, car accident, etc.) than from COVID19
SvQ64 | believe that COVID-19 is extremely harmful | 1 2 3 4 5
and highly fatal
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Section five: Perceived Benefit about prevention of Corona virus

Please circle how you agree/disagree with the following| Strongly | Disa | neutra| Agre [Strongly
statements Disagree | gree | | e Agree
BeQ70 |Washing hands frequently with soap and water or using 1 9 3 4 5
alcohol-based hand rub kills the virus that causes COVID-19
BeQ71 | Maintaining social/physical distancing can prevent risk of 1 5 3 4 5
infection with COVID-19.
BeQ72 | Avoiding touching eyes, nose and mouth prevent infection 1 9 3 4 5
with COVID-19
BeQ73 | Covering mouth during coughing/sneezing using the bend
of your elbow or a tissue paper prevent spread of COVID- | 1 2 3 4 5
19.
BeQ74 | Avoiding crowed places and close contact with anyone 1 9 3 4 5
prevent risk of infection with COVID-19
BeQ75 | Staying at home help to prevent infections with COVID-19 1 2 3 4 5
BeQ76 | Isolation and treatment of people who are infected with the
COVID-19 are effective ways to reduce the spread of the| 1 2 3 4 5
virus
BeQ77 | Staying informed and following advice given by healthcare 1 5 3 4 5
provider can reduce the chance of acquiring COVID-19
BeQ78 | When symptoms of COVID-19 seen, seeking early medical 1 9 3 4 5
care, helpful to manage COVID-19
Section six: Perceived Barriers
Please circle how you agree/disagree with the| Strongly | Disagre| neutral | Agree| Strongly
following statements Disagree | e Agree
BaQ91 | | haven't knowledge how to prevent COVID-19 1 2 8 4 5
BaQ92 It is difficult to get water access to wash my hand. ! 2 3 4 >
BaQ93 | | did not wear facemasks because the mask is scarce in| 1 2 3 4 5
the market.
BaQ94 | | did not wear facemasks because | have allergy to| 1 2 3 4 5
mask.
BaQ95 | | 4o not use alcohol-based sanitizers because of its cost, * 2 8 4 5
BaQ96 It is difficult not to touch mouth, nose and eyes ! 2 3 4 >
BaQ97 Staying at home to prevent the disease is difficult ! 2 3 4 >
cannot stop shaking hands because my relationships
BaQ98 | | hakina hands b lationshi 1 2 3 4 5
with people become affected
BaQ99 | I cannot keep 1 meter physical distancing because it 1 2 3 4 5
our classes are too narrow to keep physical distance
and overcrowded.
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Section seven: cues to action

Please circle how you agree/disagree with the following statements Yes | No | | don’t know
CaQ111 |1 always hear from media about COVID-19 how to prevent it Yes | No | | don’t know
CaQ112 | Posters are posted in school, which is giving information about COVID-| Yes | No | | don’t know
19.
CaQ113 |The schoolteachers transmit a message about COVID-19 every morning in| Yes | No | | don’t know
the school.
CaQ114 | I always hear when my friends discuss about COVID 19. Yes | No | I don’t know
CaQ115 | I remember when my family advise me to care for COVID-19 Yes | No | I don’t know

Section eight: self-efficacy

Please circle how you agree/disagree with the following | Strongly | Disagree | neutral | Agree | Strongly
statements Disagree Agree
SeQ121 | | am not confident to wear facemask properly every 1 9 3 4 5
time.
SeQ122 | | am confident that | can wash my hands frequently with
soap and water or using alcohol-based hand rub to keep | 1 2 3 4 5
myself from COVID-19
5eQ123 | I haven’t confident to stay at home to prevent COVID-19 | 1 2 3 4 5
SeQ124 | | feel confident not to shake my hands with others 1 2 3 4 5
SeQ125| | can convince my partner/relative /friend to wear 1 ’ 3 4 5
facemask /wash hands
Part 9: COVID 19 Prevention practice
Questions Response category
PQ131 | In the last week, have you used disinfectants to clean materials|yes |No | don’t know

persistently?
PQ132 | Do you use your elbow always to cover nose and mouth during|yes [No |l don’t know
coughing and sneezing?
PQ133 | Have you always dispose tissues/disposable items carefully in to closedyes [No |l don’t know
bin in a week?
PQ134 | In the last one week do you regularly wash your hand after touching an|{yes [No |l don’t know
item or surface with soap and water for at least 20 seconds?
PQ135 | In the last one week if soap and water is not available, did you clean|yes [No |l don’t know
your hands with sanitizer?
PQ136 | In the last week do you wear a face mask regularly when go to in{yes [No |l don’t know
school/ public area and when in less than 1 meter distance apart?

PQ137 | In the last one week, did you gather in groups in less than 1 meter? yes [No |l don’t know

PQ138 | In the last week don't you shake hands or kiss with others. yes [No |l don’t know

PQ139 Do you avoid close contacts with people who are sick, even inside your|yes [No |l don’t know
home

PQ140 | In the last one week do you avoid touching your eyes, nose, and mouth|yes [No |l don’t know

before washed your hands
PQ141 | In the last one week have you stay informed and follow COVID-19|yes |No |l don’t know
preventive advice given by healthcare provider or medias

Thank you
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Appendix 2. Amharic versions
. P/E m/l+Y

AAGRT 372900 F U2 NOY, £NAA: AHU PAmU-+ NNUCSC R1NCAT
M AN DAET PUNZEAN MG FIUCT N+ PR TN AOTRCT MNP Y-
ACATF@D- PARAGL F/NF +MPF NA heT AN NAF PAFMT AO/ETAM-$FINA
+IARYFFD PATF@® AAPANNT A8 IR dPhANAT FRCIRC/MTH APNYS. £75A=AHU
gocgec eaq Py NNUCKRC RLACA L PMS ARTN NABTNMZE F/F &/NFE AT8.U9D h dPATL
TINF CON-TPIRULT 2L ADFTPA:PMT+H AATY +a2PF hee NAZFT NAPhAhA 212
APRLT PATT ADY9RIgR AG A8IF Ui PTT GPAPT yM-:: AT9D NAL N+mMeNd CAN IC
NtHARL met MPRPFY ATMLPLTU ATLAIAY: PHU DTt O-MATT ADCT N8N
MNhANA A7A494FTT 9192F @A NONINT AZANST APE AG-BLPT £J& ATR2M.PNCNT
AGIRG AT

PATT+ ANTPRA ADTH N&+T 9NAT NATLLNTYT +ATETUT NAET ATLTPAT: NHU
MGt AL aOAt+& P9 ARYF AAAN, ARJT APNATATR: NTIFU NPA MLt AL
NAMLR&T  PFAMPFD dO/EPF Nda>A NN TMAMERIT ATRMLOH
ATLIIMATEAT: +ATETU NNYT 428 AL PHIRAZT 1M RUT A APMEP ATRA™AT 30
LePPT PUA PNLAIA:

I1. PRU-& N1+ P&

RUTY MY NMAPANT NARZEM PALLMT @bt ATNN (DETR PPA TLLLOY
+77HN)T hAL PARLAIDT 028 NNEA 9o19° AYRLLCANT +LeFAL: NMIEF-I° 1H,
PATPYIIR GORTEF BUT DTF At@ NTFA ATPNFR NAL MLI® NNHAN FATREPR ATAIAT
AR PGP REYTF +RAT ATLIMPANTA +L e FA L

PrhAFLE LT .o, B

PANFNNZ@ NP &Cm $7

AGARASITATII
111, e+ MALF Pao/8 /4

MS 2AMA%E ATLIDT A4 2 "R 2NAA. NNUC 8C RLNCATL ¢
NN AT NMS ALTN DAET NAhNZHAN MT FIRUCT NF T NMS TNAM AT N1 NUL
FIDUCH N&A PIRAD/S +a9/ 1 mATIR ALY PARASL F/NF +994PTF NA DT ALZN NAF
PAFMY AO/BIAM-$FINA +IAIFFD PAFD ACPANNT A78F0° dBNANAY N+aRAN+
goCIRC/mgt APNYLEh ATTAUHAHU 9°C9RC Py hNUCSC RLNCAt Pma AL7TN
PAEINDZE F/F &/NTE AT8U9R N APATE F/NF CON-TRIRYULTY 428 ATFFAU=PMG+
AATY +a94PF heq NAFT NAPhANA 218 APLLTF PAFT dD19RI9R AT A8JF UitPTY
MALT @ NMGTH +AFLPT AL MITM-T9° +8%F A PLCH PARTFA hLJ PAGR : hHYU MeF
JIC 99 P7IHN MPIF ALHARE.GR: PACAP AT PAEP NI° NHU & hLR4I° AT 9P N
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ASP PAOAM-T UAIR ARZEPTF NnNE NAML LPHA: PAEP +ATE NLPLATT ALY
A1 ATLLATRT HITMID mPE ARAN PAPAMT 9L, 3 PANTFM-9D = 2UY APMELSP 30 Lt
PUA LMN8BA:

. P+mZ MAET NI 1F PR & ML I760, $ K

NA MG+ AT AT YL+ AT APRFAL AT +LEFAL: PAE +ATE NEPLH1F AT Afr
/A0, PTRPM-T T MBID ARAPAR PARRLATFT MYITM-19° MPe PARADAN 98,4 PANTIO:
AL9® N AL P+AM a°L8 A NN NTNMLC ATLMPH +LEFAL = NAHU AL NHU DT+
O-ND AVEFATE LPSAL =

POAL 4CT ¢

PanZE ANAN £CTT $7

PPT AOLALM- AL N

NgR: - &GN AOTRC

A.-.4\: yonassaemirol8@gmail.com

eNLA - NANh: +251912332893
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PAMICT a°MmeP

ZL Y Y — PrhAFL@ LD .o, S TR
N&EA ATE: MUNLP PUHA Uid- ATLN+AT ARPTSTS. MmPR ANNP ARCNP JPAR PaqATRaRm-Y
AT 60 (5 F) NHE PR

mPRPT PADAN AR BT
Q1 9 1. @Y 2.AF
Q2 Ahpa AODF
Q3 PaDPL P N 1. 1mC 2. n+ag
Q4 P+eC Ui 1. PAIN 2. P10 3.°4.F 4. AA/ hA £IAZ-—---
Q4 ULemest LACTRAN ACALLY 2. aAA R 3. TCHNFTT 4. AA DA £9IAR
Q5 NY+E NEA 1PT 1. 9F 2. 10%

3. 117 4, 12%

@MINNT K& ALTATD

MINNG RR& 2FAL

h 1-8% N&A

h 9-128 n&4A

n&+a +£9° (NAEST hhAE NAR)

Q6 PANT(PANSL) PFIRUCT £LS

ooR WS

Q7 PANT(PANS1) PNE U 1. ACH REC 3. PNt A tE
2. P94 19L& N 4. AT N 274G

Q8 | PATT(PANSL) PHIUCT 848 1. @INNG K& ALTFATD
2. MINNG & BTFAN
3. h1-8% h&a
4. N 9-12& h&d
5. N&+T +29° (NAET NhAE NAL)
Q9 | PATH(PANST) PNC U 1. ACH ARC 3. PARYINE At
2. P4 198 e 4. AT Nk £7AE

NEA 2.1:+MLPF NA hCT NHF PATFD- ao/B

t+.¢ | mMPEPF apAf
1Q21 | AA hes NAF AT+ PO-PA? 2. AP 2. RANTU-9P
1Q22 | aoANP APY NUPYT ao/ZBm-7 he 1. 480
jm P PTTRF?  (NATE NAL 2. FANLHY
agn/m 8 FAQ) 3. NLyae/AN (TMUNEP T8.P) AL &NMh
4, PMS NtBF
5. h3e®FTU
6. AA NA BOIAG -
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1023

PaD/E 9oYep PHGM YD-? NATE
NAL dRAN 992729 & FAQA

NA hes NAZF ARCNP  F99%

1. PRy NG 0 8 PPFY (FAATH Y L8061 JHm)
2. P94 M8 PPF (FANLHT / 688 / JHM DH)

3. PM5 NAG-PPTT

3. MUNEP T.5.P (NN / whatsApp / Telegram
4. AA NA 2976

h&4A 2.2:+MLPF DA hET NH G PATO- KO-

KQ31

PT PT PhCT NLLN NAF TPARTT 1T TFO-?
NATE NAL APAN 99291 £ FAL

1. ThA+t

2. 4% Na\

3. P Y4A AMCT AT PAR+14N FOIC
4. M1 F ML YR PAD)MmMay, P yango
5. Aot

6. hAD-$go
KQ32 | eheg AN NAZF NAD ML Ad ATLTF £+AAGA? | 1. NA+TEF® NTRNANT MLID NTR LT RAN
NATE NAL aRgR/m BFAQ T 1
2. NAPC DAL
3. NNAF@® ntPH NPT IC NemA
an995%
4. 0+NNex 11CFY / EMPFY a2ynt
5. AT -
6. RAD-$gD
KQ33 | Nt+ALm +747 N+AP PAGI6R, APFL Y | PhG SR, | 1. AP
&AN AT TNIMN NhET ALZN N+PH APT NHIE | 2. h&LAD
PA+AMDS, §FD- 3. RAD-3gD
KQ34 | eheq ARZA NAFT PARLL &+ AP ULF NAAD- | 1. AP
Fhay aR8Y ATTFAATY 2. h2LAYD
3. RAD-$9P
KQ35 | ¢ eALE ($PF PA) NAZF PAT@® AHD-T$FT | 1. AP
NAOMT NAL B-&2F PATE APT NAAT P+AP NNE | 2. A2LATD
Phes N ALITNTFD BFAA: 3. ARAD-& 9P
KQ36 | N@AANT 1H A&IRT AT AT MPALY Ohees | 1. AP
ALZNT aPNANA £FAA 2. h2LA9D
3. AAD®9D
KQ37 | Nheg A P+PH NPT AT NMLPCNT 1H | 1. AP
NELAT ML AT A PNTAAS A2 TFATE 2. h22A9D
3. ARAD-&gP
KQ38 | eheg ALsh NNAFE N+PH GAANT PAR+TLAR | 1. AP
ANAT NROM MNFPT L+AAGA 2. hR2A9D
3. ARAD-&gP
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KQ39

UNSHAT NRLZA AT8EME AMPAL PUNTRT | 1. AP
EI°NA NTILL PETT aPhAhA £FAK 2. h2EATR
3. ARAM-$ 9P

KQ40

hhes AR ATI4NANT AET AT APRPTY | 1. AP

ATNANA ANAT ACTPEPTT A@-NE A PNEAITO: 2. hREAG®

3. AL hAD-$JP

KQ41

Phes ARZNT AGPhANA 9ANNT AD- hTNHNT | 1. AP

ANNM, hae4e &M AT PUHAN TAAAAPTT | 2. AELATD

naemege EMAN AANTFO-

3. AL ARAD-$IP

KQ42

N hes AgZh h+PH AD- JC YA PAFD NPT

1. AP

ML PO+ ADYMA AT T9NI° PALLMAT NCEeT AR | 2. hELAGD
3. At AAM-$9P

™M, F9 A2y 2F TFa-

h&ed whd: DA hes AR +IATT PADT 1THN

t¢ [ PPAR PP MPRPFT MMPmAT ARGAHRPT [NMID AANTY| ACSIME| AN | NM9P
AT7LAaqhayae- [ RYLARe YA NARAN{)  AT8.7 hANT9RERgR  KePAU |THAL  [ANTRIHA
2.9°4 M- (1) 2 @) (@) U (5)
PSQ50 | NA DT AN 18 PATIR ATL ¢ &9Pm- ATPAPAAD- | 1 2 3 4 5
PSQ51 | heeq Ageh £775A NQ AANNID 1 2 3 4 5
PSQ52 | fA%L NUL (EC1LT) ANCT ALLN +IAs PRLITA 1 2 3 4 5
PSQ53 | At Nm9® meSa NAPIN Adit heg 6echy | 1 2 3 4 5
P+ LFAA
PSQ5%4 | A1 am* 7% NALI® Ad-1t T ALZNT aPat | 1 2 3 4 S
2FAA
PSQ55 | eheg AeZh NANNMG N NAAA DA P | 1 2 3 4 S
K PNLATTIR
PSQ56 | pod. NFR (F/NF) AADCT A2lN N&E+E +JAem | 1 2 3 4 S
PLLCITA
N&EA AsTF- DA NAF® hNETTE PAPT 97HN
$HPAD PP MPEPTT MeMAT MIABPTF | NMI® RANTY | ACTIME| ANTY | NMID
A7eaqpaae- [ Ryeanpofagane  NAgfNf) A8 |hANTD [@99e  RePAU [@AU-  |AheRan
2.9° M- go(1) @ @) 4 AU (5)
Q60 | Nhreg AgZh donNhA (ARapgm) NAL AL ALCANT | 1 2 3 4 5
PR FAD 11C AE9) P4 10
Q61 | heg ALZh NALME AL NNE AAFP o-mtT | 1 2 3 4 5
A8t ATPTAL IPTI9° PANTAA::
Q62 | hheg AN £A% AA PARL LT Ydnge NFPC ALAIAL | 1 2 3 4 5
Q63 | NPT ALZN 9P haP@ed 4G hapqed £AP NAAT | 1 2 3 4 S
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£Y7HE ALIPT 18T aRqRF: RARLMA:

Q64 | eheg AN NAZF ABS NMIR 18 AT 788 ja»- NP | 1 2 4 S
AIDTAU
NEA APNE- DA DT 22N a®hAhP @725 mbmF PAPT 9THN
PMAD PP MPEPFT  MemAT  RIABPT | NMI® | AANT| ACIMS| ANTY | NMID
A7 Naqan- | 5y 8o faqar- NAgnN) A8 LI M- hANTag jaqge R eeAL | AL [ANTHIA
go(1) () LTC) I U (5)
Q70 | A7 NN AT NA-Y N+LI799, d®F+Mm- MLIR NhANA
_ 1 2 3 4 5
ALY MAT PheT NAFT P Pa M@ ALLA BIAPA:
Q71| myns® / hhAP Ce+T ®mNk N heT ALLH PaRPH 1 ) 3 4 .
+IAGRTTY RPTAA::
Q72 | 92737 T h&I6R,T AT A&T AADRINNT NNET ARZN R PHY
1 2 3 4 5
2nANAA:
Q73| nampend/ @ phimh 1H NCYT NMM&E MLI® £m 1 ) 3 4 5
NAOM$I° A&T APALT PheT NLN NCeTT £hANAA
Q74| Ntmsie NFPT AT NIFDI° AB- IC AARYhNF 1 5 3 4 c
Nhes A2 PARPH ALI7T EhAhAA:
Q75 | NNAP ao&et NheET ALLN PARPH ALAT £4TAA 1 2 3 4 5
Q76 | Nheg RLLN PHMe APTFY ARAPT AF AT8 Fha- age/a)
o 1 2 3 4 5
PALLATY NCEF ARPIA @M FT9 AR 2F TFO-
Q77 | NAPLNSP NA MG NAT>PPF PAYAMMD-7 A2/ NADh+4A L ) 3 4 .
AT ToINGP ML NNECT AN PAPPH ALAT £PTNPA
Q78 | Pheeg ALZA NAZF PANTT ATLFR TA NA PUAIRT 1 5 3 4 c
ACSF MBTH NAFDT ACREMME PoTHA
heA NeNT- Phes ALZNT ATPhADA PA PATAAT/MISPF
PMAD- Pl M PEPTFY MbmAT AR\, PF NM9® | AANTY| ACIME | ANT999| NM9™
ATLAMar- [ RILAEAMA  NMANN AT8Y RANTY [T39P(2) ARLAUIRAL- (4)  [ANTHMHA
290/ M go(1) (3) U (5)
Q91 | nheeg ALZN ATLF APNANA AL FA AAD-$IP 1 2 3 4 S
Q92| A&7 N+LJIM, AGRFMA PM-Y APCNT PATD 1 2 3 4 5
Q93 | 9o NA NINP@M @™-AMD ATPNHI® NAAA 4T @nh | 1 2 3 4 S
hAM$IRGD
Q94 | &7 AT PARNT (RACER)PLT TINN AAMPTRIR 1 2 3 4 5
Q9% | NPam™» 9°h1PT NAADA AL P+aRAl+ yuUg | 1 2 3 4 S
MMNELPTFY hAMPIRgD
Q96 | A& T ARTIRY AT ALY AATRTNF hNE ja» Aha- | 1 2 3 4 5
ATAAD-
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Q97 | NAZF@7 AdPhANA NNF @-ND aR$PF hN e vm- 1 2 3 4 S)

Q98 | hAPF ICc PART a%7%1+  NATLPINNTE  PAE | 1 2 3 4 5
AAGR /AR NNM THID KATFAID

Q99 | N1 m*C AhAR CtT APMNG h&AFFT Nmoe | 1 2 3 4 S
MNN NAUF ANAR CPTT TPMNP AL FATR

h&d ANt eheg AfZh ahAhP @712F% +9N&PR AMLLD P LIAN/M 1L PPTY
n+aAh+

PPAD: LM+ DPRPTT M PAT MROAMBPT ATLM NI [P AMAD | {P PAT®  AAD-PI
NTANN A78.7T £I°Mm-

Ql11| nA heg ALCH PATH A78T APhANA A7L99 FA haq8 P ANTIAL AP PAT®  |AAD-PIP

Q112 | NA heg ALZN NAF A28 PR AM. 7N+CT FIRUCT NF N FAMLPA = | AP | PATR  [AAD-S9D

Ql13| PeF9oUCT Nk aRgRULY NPPE MPE /Nt @ND NA NCT ALLN PARNT AP PAIR  AAD-PIP
NATY PA+AAG APNANPPFT ATEMPI® PLCITA:

Q114 | NA heg ALZH NAZF 3LETF AMPE UA 1H ANTIAU? AP PAGR  [AAM-BYD

Q115| heg ARdhT AdPhANA N+HANE AATLARNET aPNANPPTFT AdLATP AP PAIR  AAD-PIP

h&A N9 71F- N&h ae+maey/ @-m 95+

PPAD PP MPEPFT MemATt  MIABRPTF | NMID | AAN | ACTIM| AN | NMIn
AL Ay [ A% 0050,y NAYAN ATEY L9/ M- AANTY  ([@QaggD (&, 0 A AU-(4) [Rheaq

agn(1) |(2) U923 AU (5)
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