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Abstract

Background: Since 1970, different parts of Ethiopia have been recurrently affected with cholera
outbreaks. During such public health emergencies, timely and correct information can support
people at risk to take appropriate protective actions, prevent disease and injury, decrease
unnecessary care-seeking, and facilitate relief and recovery attempts. As risk communication
activities are complex and costly usually, evaluation assessment are the best approach to advance

risk communication interventions and to enhance the feature of health communication materials.

Objectives: This study aims to evaluate the effectiveness of risk communication process and
health communication materials done for cholera outbreak at Addis Ababa, Ethiopia.

Methods: the study is conducted at Addis ketema sub-city, Addis Ababa Ethiopia. The study used
community-based cross-sectional design using mixed method. A total of 605 adults were selected
using systematic random sampling for quantitative data and 7 purposely selected adults for In-
depth interview and 3 key informants were interviewed for qualitative data. Data were collected
using a pre-tested structured interviewer-administered questionnaire, semi-structured interview
guides and checklist. Five printed communication materials and three cholera spots were selected
randomly from the available materials for evaluation. Quantitative data were analyzed using SPSS
version 25. A multiple linear regression analysis was done to identify predictors for knowledge for
cholera and P-value < 0.05 was used to declare the statistical significance. Qualitative data were

entered into open code version 4.02 for analysis and then analyzed using thematic analysis.

Result: The response rate of this study was 96.1%. Respondents exposed for cholera related
messages and outbreak information were 71.8% and 52.7% respectively. Respondents have
moderate knowledge for cholera with (M=14.72 and SD +4.02) with (0-34) scale range. Socio-
demographic variables, sources of health information, exposure for cholera messages & outbreak
information variables explained the variance in knowledge about cholera by 44.5%. Both TV &
radio cholera spots were found as simple and easy to understand and printed health communication
materials score low quality. Poor documentation, lack of data management system and less
attention given for risk communication activities were seen as a gap in the risk communication

process done for cholera outbreak (2019) in Addis Ababa, Ethiopia.

xi



Conclusion: as this study revealed that risk communication messages has effect in increasing
individuals’ knowledge on disease and its prevention. Even though the cholera spots were found
to be simple and easy to understand the quality of printed materials were low and less attention
given for the risk-communication activities affect the effectiveness of the risk-communication
process. Therefore, strengthening risk communication and materials development process is very
important to bring desired effects in disease prevention strategies and for effective emergency

responses in the future.
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1. Introduction

1.1 Background
Cholera is an acute intestinal infection which is caused by consumption of contaminated food or
water by the bacterium called Vibrio cholera and if not treated it rapidly leads to severe dehydration
and death. © Since 1970, different parts of Ethiopia have been recurrently affected with cholera

outbreaks. @

An outbreak refers to an increase, regularly unexpected cases of a disease beyond the endemic
level in the population within a limited geographic area or may extend over a much wider area and
may last for a long period. ® Effective risk communication is one of the vital components of
outbreak management. WHO states risk communication as the conversation of actual information,
guidance, and thoughts between specialists and people fronting risks to their well-being, economic

or social safety.®

Under IHR, risk communication aimed at public health disasters includes the variety of
communication capacities essential for the preparation, response and recovery phases of a serious
public health incident to enhance informed decision making, positive behavior change and the
maintenance of trust. ® When the public is at risk of actual or potential health threat, treatment
preferences may be inadequate, direct interventions may take time to organize and resources may
be few. Therefore, health communication interventions often stances as the most essential public

health tool in risk management. ©

During outbreak management, health communication interventions are an important component in
managing any infectious disease. The scope of health communication also comprises disease
prevention, health protection, promotion, health care strategy, emergency response and
improvement of life quality and health of individuals within the community. () CDC also stated
that health communication interventions increase audience knowledge and awareness of any

health-related issues and determine the benefits of behavior changes to public health problems.

Ethiopian Minister of Health has developed Public Health Emergency Communication Guide to
support the emergency response through Risk Communication and Social and Behavior Change

Communication (SBCC) including social mobilization, and advocacy. ©



As part of the cholera outbreak response in Addis Ababa, the Ethiopian Red Cross Society
collaborating with MOH and other partners were working on social mobilization and other
communication activities including mass education using printed materials to ensure awareness in
good health and hygiene practices in two targeted sub-cities namely Addis ketema and Bole sub-
city. © Besides this, during cholera outbreak response MOH and EPHI collaborating with other
stakeholders have developed different health communication materials including TV and Radio

spots on cholera and its prevention methods.

1.2 Statement of the problem

Emergency risk communication is an essential element for public health emergency preparation
and response for public health crisis, such as emergent infectious diseases, environmental and
natural disasters, which need effective communication. ‘% In addition to this, risk communication
and health communication interventions are essential to lowering morbidity and mortality due to
infectious diseases by raising awareness, providing knowledge, changing attitudes and intending
to contribute to potential behavior change. %

Efforts for disease outbreak control should actively communicate with and include the public to
be more effective. Effective risk communication program will ensure that accurate information is

provided quickly, via an authoritative, reachable source with a clear and understandable message.
(12)

A lack of available information during public health emergencies leads to estimation and seeking
information from less credible sources which also results in misinformation and rumors.
Additionally, emergency situations almost all the time decrease the possibility of effective decision
making. Therefore, having effective communication in place will alleviate this problem to some
degree. ® People are not likely to change their behavior or attitudes if they lack trust on the source
of risk information. Lack of trustworthiness is often related to incompetence, poor performance,

incomplete and withholding of information.

Studies show that disease outbreak responses generally focus on medical aspects than the
communication issues which might be neglected. ® Even though focusing on medical response
during outbreak management is important, the need for effective risk communication and well-

structured health communication interventions must be considered.



Health communications during disease outbreaks should effectively instruct, notify, and encourage
proper self-protective behavior, inform risk information, develop trust in officials and dispel
rumors among the community. * Studies show that risk communication messages frequently fail
to reach targeted communities, including those who are at risk of a health problem. @ These show
that, there is a gap in planning effective risk communication and failure on targeted audience

analysis during material development.

After a disease outbreak, it is suggested that the outbreak response assessment must be undertaken
including risk communication to determine strengths and weaknesses and to improve planning for

better preparedness and response for future outbreaks. t©)

Even though risk communication is a new emerging concept, it is an essential part of any
emergency response and should be well-established and planned to tell people what health risks
they face, and what actions they should take to keep their health and lives. ") Despite recurring
cholera outbreaks in Ethiopia, a little has been informed on outbreak response assessments
including risk communication and health communication interventions. And there is no enough
data that shows the risk communication activities done for the outbreak, health communication

interventions done and assessment of its impact on disease prevention in Ethiopia.

As risk communication activities are complex and costly usually, evaluation assessment are the
best approach to advance risk communication interventions. Therefore, this study will evaluate the
effectiveness of the risk communication process and health communication materials prepared for
the cholera outbreak in Addis Ababa including the knowledge level on cholera among peoples
living in Addis Ababa.



1.3 Significance of the study

Effective risk communications and materials allow people most at risk to realize and adopt
protective behaviors and experts to listen and address people’s concerns and needs. The impact of
this communication is also important in changing the community’s attitude and increasing their

knowledge on the prevention of health problems.

So that, the information which will be obtained from this evaluation study will provide insights
about the risk communication process, challenges, and communication interventions done during
the outbreak. Since it is a newly emerging research area in Ethiopia, the findings will inform the
MOH and other stakeholders about the effectiveness of the risk communication process and
development of health communication materials during the outbreak response for future
emergency response programs. It would also help health promotion experts to make effective
health communication interventions for cholera prevention in the future by assessing the gap in

communication and knowledge level of the community towards cholera.



2 Literature review

2.1 Global burden of Cholera

Cholera is an important public health problem globally. It is closely associated with poverty, poor
sanitation and lack of clean drinking water. *® According to the WHO-UNICEF joint annual report
in 2017, peoples, those residing in overcrowded areas with limited safe drinking water and proper
hygiene, including unplanned mass expansion are the most at risk populations for cholera. The
report also indicates that, globally over two billion individuals drink contaminated water sourced

from fecal contamination and 663 million people had no access for safe water in 2015.%9)

In addition to those factors, movements due to conflicts, natural disasters, and extreme climatic
changes will create favorable conditions for cholera outbreaks in many settings across the globe
which makes cholera to be a highly sensitive issue and indicator for poverty and poor living

conditions. )

A report done by STOP cholera initiative in 2016, estimated that about 2.86 million cholera cases
were resulting in approximately ninety five thousand deaths in sixty nine endemic countries per
year and countries including India, Ethiopia, Nigeria, Haiti, Tanzania, Kenya, Congo and
Bangladesh estimates of more than 100,000 cases per year. 9

In 2018, the WHO report estimated cases of cholera ranged from 1.4 - 4 million, and cholera death
from 21,000 - 143, 000. 2 However, worldwide the cholera burden is underrated because of
factors such as low recording, inadequate epidemiological surveillance and absence in capability
of laboratory. Another study done on global burden of cholera shows that, the cholera problem is
highest in southern Asia and Africa, with around ninety nine percent of the cases taking place in
Africa continent, South-East Asia and Eastern Mediterranean Region. ?®)

UNICEF report shows that, nearly half of the countries in the Southern and Eastern Africa region
have been affected by cholera outbreaks from the beginning of 2019. Among these, more than
10,437 cholera or AWD cases with 35 cholera deaths were reported in ten countries which includes
Angola, Burundi, Kenya, Malawi, Mozambique, Somalia, Zambia, Tanzania, Zimbabwe, and
Uganda. @4



2.2 Cholera/AWD outbreak in Ethiopia

Ethiopia have been regularly affected by cholera outbreaks since 1970. Following some years of
absence, in 1993 cholera reappeared in Ethiopia in the city of Harari, Oromia region, Somali and
in Addis Ababa. @

Reports showed that the occurrence of some cholera epidemics was not announced by the
Ethiopian government due to fear that agricultural export might suffer.®® From 2014 to the end of
2015, the AWD outbreak has occurred in Kenya affecting near to 7000 cases of morbidity and
over 100 deaths, which later moved to Ethiopia after distributed over a year.?® During this time,
AWD was reported in Ethiopia for the first time in districts of Ethiopian Somali and Oromia close

to the Ethio-Kenyan border.

A report from Ethiopian Public Health Institute shows that, there were around 2,145 nationally
and 25 suspected AWD cases in Addis Ababa in June 2016 and during the outbreak, an AWD
disease response plan was launched by Addis Ababa city Administration Health Bureau to control
the distribution.?” Another report from WHO in 2016 stated that all the ten sub-cities from Addis
Ababa have reported cases during the AWD outbreak. 2

A study done to assess risk factors related to cholera outbreak in Addis Ababa showed that,
drinking street supplied water and holy water, eating raw meat, partially roasted meat, vegetable
salad or unboiled fresh milk, food consumption at a street vendor or restaurant, lack of access to
latrine and tap water as most common type of water source are statistically significant risks for

cholera during the outbreak. ?%

In 2017, WHO Ethiopian country office reported that, between January and December, a
cumulative total of 48,814 cases and 880 deaths have been reported from nine regions in
Ethiopia.®® The AWD outbreak also occurred in 2018 with a total of 3090 cases reported from
five regions, namely Oromia, Dire Dawa, Somalia, Tigray, and Afar.®Y In addition to these
outbreaks, recently Ethiopia faced a Cholera outbreak in 2019. According to July 2019 WHO
Weekly report, 688 cases of cholera with 23 confirmed and 15 related deaths have been informed

from April to June from 5 regions in Ethiopia, including Addis Ababa administrative city.



Addis Ketema and Kality sub-cities were mainly affected with the outbreak which accounts for
more than 50% of the cases reported in Addis Ababa and contaminated water sources were found
as the main risk factor for the outbreak. ® During this outbreak, the MOH of Ethiopia officially
announced cholera cases and outbreak in regions and Addis Ababa.

2.3 Outbreak communication strategies and principles

Communication has become as important as laboratory investigation and epidemiological surveillance
in controlling outbreak. WHO and CDC have developed outbreak communication guide manuals that
provide an evidence-based framework and best practices to communicate on behalf of an organization

which response to public health crises. @

The CDC emergency and crisis risk-communication manual state six principles of effective emergency
and risk communications, which include being first, being right, being credible, expressing empathy,
promoting action and showing respect. The manual also helps to make sure that inadequate resources

to be managed well and to do the best at every stage of an emergency response.?

Credibility refers to honesty and truthfulness during crises. The main principle of communication
during outbreak is communicating in means that form, retain or return trust between the community
and outbreak managers. Lacking this trust, the public will not be certain of the health information

which is communicated by health experts during an outbreak.®®

A qualitative study done in US on public perceptions about Trust in Emergency Risk Communication
founds that, there was a general lack of trust and assurance in the government’s ability to effectively
respond to an emergency and this distrust seems to be rooted in the perception that the government
has not done enough to prepare for an attack and the belief that government officials withhold
important information and are dishonest at times.®% This shows that developing and maintaining
mutual trust relationships with the public and government officials is important to ensure effective risk

communication.

Announcing information early or being first is also an important principle which prevents rumors and
misinformation. For the public members, Communicating information rapidly is essential because
emergencies are time-sensitive and the primary source of information often becomes the preferred

source. @



A study done on exploring risk communication experiences for the post-Ebola outbreak in Sinoe and
Grand Kru countries stated that, the health promotion team was responded timely by disseminating
messages in less than twenty four hours which helped community members to take actions in
protecting themselves and their families which resulted in the rapid interruption of the outbreak. @1
This implies proactive communication of real or potential health risks is important in informing the

affected population and minimizing an infectious disease threat.

The accuracy of risk communication or being right establishes credibility. Information in
communicating risk can include what is known, what is not known, and what is being done to fill in
the gaps. WHO also recommends ongoing transparency for maintaining the public’s trust during an

outbreak including timely and comprehensive information.®

Expressing Empathy is also one of the risk communication principles because suffering during
emergencies should be acknowledged in words. Addressing what people are feeling, and the
challenges they face builds trust and rapport. Align with this communicating with respect is mostly
important when the public feel vulnerable to promote cooperation and rapport.©® In Promoting Action,
risk communication messages should be meaningful for peoples to do calms anxiety, to help restore

order, and to promote some sense of control.

In Ethiopia, FMOH has also developed a Public Health Emergency Communication Guide by adapting
the WHO Outbreak Communication Guidelines and CDC’s Crisis and Emergency Risk
Communication manual. The communication guide aimed to provide conceptual pathways and
planning steps for responders dealing with public health emergency communication to support the
emergency response through Risk Communication and Social and Behavior Change Communication
(SBCC) including social mobilization and advocacy. ® The manual also states the communications to
be done at a different phase of the emergencies which are at preparedness, alert/initial, response, and
evaluation phases.



2.4 Risk communication process during disease outbreaks

Risk communication for an emergency is gradually recognized as important for preparing for and
responding to public health emergencies which is proved by its inclusion as one of the International
Health Regulations’ eight core capacities needed by WHO member states to support national and

international systems for identifying and taking action to public health problems.G"

Every disaster, emergency or crisis progresses in different phases. Therefore risk communication
efforts and priorities should line up with these phases, and communicators need to adapt and react
according to each phase with specific kinds of information need to be created. According to the
CDC manual for risk communication, the emergency risk communication process evolve through
four phases in every emergency, which are namely preparation, initial, maintenance, and resolution

(recovery).

During the preparation phase, the risk communication process involves activities such as
developing partnerships and building relationships with organizations and community
stakeholders, drafting and testing messages with different populations, creating risk
communication plans, Select and train spokespersons and engaging communities in preparedness

planning.©?

Risk communication during the initial phase of an emergency involves expressing empathy,
providing simple explanations of risk, promoting action and establishing the organization’s
credibility. A study conducted in Liberia to explore risk communication experiences in post- Ebola
outbreak stated that, during the outbreak intervention, the country incident management system
coordinate various risk communication approaches including risk assessment, understanding
community risk perception, advocacy meetings, targeted community engagements, inter-personal
communication and media engagements to seek communities’ support and participation in the
response. Y The study also described that risk communication increased trust in the health system

contrary to the perceptions showed during the Ebola outbreak.

On maintenance phase communication includes ensuring if the community understands ongoing
risks and actions they can take to reduce risk or harm, providing more background information,
segmenting audiences, encouraging public support and cooperation with a response and recovery

efforts and addressing misunderstandings, rumors, and unclear facts.



A qualitative study conducted to explore residents’ beliefs and perceptions about the Nipah virus
and prevention messages during an outbreak in Bangladesh found that, peoples primarily thought
that the cause for the outbreak were supernatural forces and continued taking raw sap despite
messages from local health experts to stop because the first messages did not explain that bats
were the cause of the virus.®® After interactive communication strategy using local language
participants replied that they understood how the virus could be spread and would desist from raw

sap intake and retain safe behaviors while caring for patients.

Another study done to describe risk and outbreak communication for post severe acute respiratory
syndrome in Taiwan shows that, the risk communication system in the city was well-established
and a closer relationship with the mass media has been developed according to the WHO principles
of effective risk communication.®® In the resolution phase, risk communication activities include
motivating people to take action or remain vigilant, promoting community preparedness for
possible future crises, a discussion between organization and partners, documenting, sharing
lessons learned from the response and evaluating communication plans. The reporting and

documenting final activities will be used as an input for future emergency responses.

2.5 Effects of Emergency risk communication and materials

The National Cancer Institute and CDC defines health communication as the use of
communication approaches to inform and encourage individual and public decisions that improve
health.“® Successful health communication programs involve more than the production of

messages and materials.

Health communication interventions also use research-based approaches to form the products and
determine the channels that deliver them to the right intended audiences and to increase the

intended audience’s knowledge and awareness of a health issue, problem, or solution.“?

For emergency management communication messages must be direct and effectively speak to the
audience. A qualitative study done to explore communication with the public about emerging
health threats in US showed that members of the general public have a limited understanding on
infective disease outbreaks and during an outbreak participants will turn to the broadcast media
for emergency information and wanted to know how to avoid exposure, identify symptoms, and

treat effects.*?

10



Effective emergency messages, therefore provide people with the information they need to protect
themselves and help to maintain public confidence. Emergency risk communication materials have
significant role in the disease outbreak management as they increase awareness about disease
condition, available facilities, encourages people to use services such as vaccination, welfare

initiatives and counseling.“®

A study done to assess the effect of information sources on Ebola specific knowledge and behavior
during the Ebola outbreak in Sierra Leone founds that, exposure to any type of information source
about Ebola was statistically significantly associated with increased knowledge and protective
behaviors during the EVD epidemic.*Y Health information in communication strategies is
important in increasing knowledge and changing behavior during emergency preparedness and

disease outbreaks.

A study done on media Use and Communication during Pandemic Influenza A virus in the US
found that, 23% of the participant was able to access the information they wanted immediately and
participants with information exposure were more initiated to perform protective behaviors when

compared with the non-exposed individuals.“®

Effective health communication interventions recognize and arrange audience segments, provide
systematically created messages from reliable sources and address audiences through familiar
channels. Also, emergency communication messages for the public and affected communities
during an emergency should aim to educate, save lives, and decrease risks.“®) Therefore, health
communications have a great effect on the public to prepare for and respond to a health threat by

creating awareness and recommending protective behaviors.
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2.6 Conceptual framework
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Figure 1: Conceptual framework: adopted from CDC conceptual model for ERC (10)

12




3 Objectives
3.1 General objective

e To evaluate the effectiveness of risk communication process and health communication
materials prepared for cholera outbreak (2019) in Addis Ababa, Ethiopia 2020.

3.2 Specific objective

e To explore the risk communication process done for cholera outbreak (2019) in Addis
Ababa

e To evaluate the quality of communication materials prepared for the cholera outbreak in
Addis Ababa

e To assess the cholera prevention message exposure among adults living in Addis ketema
sub-city, Addis Ababa

e To assess knowledge about cholera among adults living in Addis ketema sub-city, Addis
Ababa
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4 Methodology

4.1 Study area and period

The study was conducted in Addis Ababa. A.A is the largest and capital city of Ethiopia. Based
on the 2019 United Nations population estimation and projection the city has an estimated
2,757,729 population. The city is divided into ten sub-cities. Addis Ketema sub-city was selected
for the study among high cholera cases reported sub-cities during the cholera outbreak in 2019.
Addis Ketema Sub-city Administration has an area of 7.41 sg.km with 271,644 Population. The
sub-city is found in the northern part of Addis Ababa and has 10 weredas. The study was conducted
from May- Jun, 2020.

4.2 Study design

Community based cross-sectional study was conducted using Triangulation design mixed method.

4.3 Population

4.3.1. Source population

For the quantitative study — All adults (with age group >18) living in Addis ketema sub-city.

4.3.2. Study population
For the quantitative study — All randomly selected adults (with age group >18), both males and

females from Addis ketema sub-city.

4.3.3 Study participants for the qualitative study
For Key informant interview: - Individuals who participated in risk communication management

and material development during the cholera outbreak from MOH and EPHI.
For In-depth interview: - selected adults living in Addis ketema sub-city.

4.4 Eligibility criteria

4.4.1 Inclusion criteria
e Adults with age >18 living in Addis ketema sub-city
4.4.2 Exclusion criteria

¢ Individuals with age <18 and who are unable to communicate
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4.5 Sample size determination
4.5.1 For the quantitative study

To calculate the number of study participants, a single population proportion formula was used
with the following assumptions. Since no study is found on knowledge about cholera in previous
studies in Ethiopia, the assumptions of prevalence of 50% (p = 0.5) was taken with 95% confidence
interval and 5% margin of error. Then, the sample size is calculated as:

n=(Zw2)>xP (1-P)
d2
Therefore n = (1.96)2 x 0.5(1-0.5) =384
(0.05)?

A design effect of 1.5 is used to get a representative sample and a 5% non-respondent rate added

to the sample size. Therefore, the final sample size was 605 participants.
4.5.2 For the qualitative study

Three participants for key informant interview were interviewed. Two of them were from the
Ethiopian public health institute and one was from Ministry of health who participated in the risk
communication process and material development during the outbreak. Seven individuals from

Addis ketema sub-city were participate for the in-depth interview.

4.6 Sampling procedure
4.6.1. For quantitative study

A multistage random sampling method was used for the selection of study participants. In the first
stage among the 10 sub-cities in Addis Ababa city, Addis ketema sub-city is selected randomly
among high cholera case reported sub-cities during cholera outbreak (2019). In the second stage
among 10 weredas in the sub-city three weredas are selected using simple random sampling
method. Again from the kebeles in each selected weredas, seven kebeles are selected randomly
and included to obtain the desired sample size. A total of 4234 households are found in the selected
kebeles. The sample size is allocated proportionally to all selected kebeles using the total number
of households in each kebeles. The sampling frame for each Kebele is found from Addis Ketema

administration office.
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Final households were selected using a systematic random sampling technique by dividing the
number of a total household by the allocated sample size to get the sampling interval (K) which is
7. Therefore every 7" households in each Kebele was selected to reach the desired sample size.
The study unit were selected from the selected household. In those households one head of the
house (if available) or adults with age > 18 were selected randomly. If there was more than one
eligible respondent in the house one was selected randomly by lottery method. If there was no eligible
participant in the household, data were not collected from the household and it was considered as

ineligible and non-response rate.
4.6.2. For qualitative study

Expert Purposive sampling method was used for key informant interview to recruit experts who
engaged in risk communication and health communication materials development during the
outbreak from MOH and EPHI. For the in-depth interview, a purposive sampling method was used
to recruit individuals from selected sub-city. Again five printed health communication materials,
two radio spots and one TV spot was used for in-depth interview and for the checklist evaluation.
The materials were prepared for cholera prevention and collected from MOH & EPHI emergency

operation center.
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Figure 2: Schematic presentation of sample size allocation in Addis ketema sub-city, Addis

Ababa
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4.7 Data collection tools

4.7.1. Quantitative data collection tool

A structured interviewer-administered questionnaire with open and closed-ended questions was
used for collecting quantitative data. The questionnaire was adapted from knowledge assessment
and health communication evaluation literatures to collect data on socio-demographic and
household status, source of health information, exposure of messages and knowledge about
cholera. The knowledge assessment section assessed about the causes, symptoms, mode of
transmission, treatment options, prevention methods, severity and susceptibility for cholera. The
questionnaire initially was prepared in English and then translated into Amharic language. The
final developed questionnaire was pretested on 5% of sample size one week before data collection
on unselected Kebeles. Some adjustment was done to the questionnaire to improve its

understandability and clarity.
4.7.2. Qualitative data collection tool

For qualitative data collection key informant & In-depth interview guides and checklist were used.
The key informant interview guide was prepared based on the CDC crisis and emergency risk
communications manual (CERC) and used to explore the risk communication process. The  In-
depth interview guide is prepared to evaluate if the emergency communication materials are
understandable, attractive, acceptable and persuasive. Both interview guides were prepared in
English and then translated to Amharic.

The checklist was used to evaluate the quality of materials using the modified CDC clear
communication index score. The Clear Communication Index provides a set of research-based
criteria to develop and assess public communication products. It includes 13 items in four major
parts. The index assessed materials in 6 areas which include Main Message, Call to Action,

language, Behavioral Recommendations, Numbers and Risk. 7
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4.8 Data collection procedure
4.8.1. For Quantitative data

Twelve experienced health extension workers were participated as a data collectors. Data was
collected with face to face interview and two supervisors were supervised the data collectors.
Training was given by principal investigator for data collectors and supervisors for one day before
the data collection period in every wereda. The training was focused on the objective of the study,
detail contents of data collection tools and procedures. The objective of the study was explained
for respondents and informed consent was obtained. After data collection, the data collectors
submitted the questionnaire for supervisors daily and then the supervisors submitted to the

principal investigator on time.
4.8.2. For Qualitative data

Both interviews were conducted by the primary investigator using the interview guides and
informed written consent was taken before conducting the interview. All the interview were
conducted in Amharic. The interviews were recorded using tape-recorder and then transcribed
verbatim and later translated into English for analysis.

4.9 Operational definition and measurements

Knowledge: knowledge about cholera was the dependent variable. Knowledge was assessed by
questions focused on cholera causes, symptoms, mode of transmission, prevention methods,
severity of cholera & susceptibility for cholera. An individual who answered for the question items
correctly was considered as having knowledge about cholera. The correct answers for each
knowledge item questions were taken based on WHO recommendation. The knowledge items were
added together to had a composite score of total knowledge score and treated as continuous
variable. The scoring range of the knowledge item questions was between 0 (minimum) to 34
(maximum). It was calculated by adding the scores of items and if the calculated knowledge
composite score is high it is considered as they have high knowledge about cholera and for low
composite score, they have low knowledge for cholera.

Exposure of cholera message: - if individuals see/hear messages related to cholera and its

prevention for the past 1 year through mass media/ printed materials.
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Exposure of outbreak information: - if individuals see/hear messages related to cholera outbreak
for the past 1 year through mass media/ printed materials.

Quality of HC materials: - printed health communication materials were evaluated using CDC
clear index score. A material which scores 90 or above based on clear communication index score

in considered to be easily understandable and can be used by the audience.

4.10 Study variables
4.10.1. Dependent variable

e Knowledge about cholera
4.10.2. Independent variables

e Socio-demographic & economic status of respondents :- Age, Sex, religion, marital status,

educational status, occupation, monthly income, family size, availability of TV/Radio
e Exposure of message

4.11 Data processing and analysis

4.11.1. Quantitative data

The quantitative data were checked for its completeness and consistency. Then, data were coded,
checked for clarity and entered into Epi data version 3.1 to check and minimize data entry errors.
After cleaning, the data were exported to SPSS version 25 for further analysis. Descriptive
statistics were presented with mean, standard deviation, frequency and percentage. Chi-square test,
independent sample t-test and One-way ANOVA was carried out to see relationship among the
variables. The internal consistency among the knowledge items was measured using Cronbach’s
alpha (&) and was reported greater than 0.60.

Linear regression analysis was used to determine the relationship between the outcome and each
independent variables after checking the assumptions. The assumption was assessed using a
histogram, linearity by probability plot, and the presence of relationship by scatter plot. After
checking the assumptions, simple linear regression was done and Independent variables having P-
value of <0.25 in bivariate analysis were entered to multiple linear regressions to control potential

confounders.
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The summary measures of the estimated unstandardized and standardized regression coefficient
(B) with 95% confidence interval were presented and P-value less than 0.05 was used to declare
statistical significance. R-square and adjusted R-square (Adj.R?) values were used to assess the
goodness of fit of the model.

4.11.2. Qualitative study

The qualitative data were analyzed using thematic analysis. Analysis of qualitative data started
and done simultaneously with data collection. Audio recorded interviews were listened repeatedly,
transcribed verbatim and translated into English by the interviewer. After transcription, separate
code books were developed for both interviewed data and coding and categorization were done
with Open Code version 4.02 software. First, relevant words and phrases from transcribed data
were used to form codes, and then identified codes were categorized based on their similarities
and relation to the objective of the study. Relevant quotations from participants’ expressions was

used in the presentation of study.

4.12 Data quality control

To maintain data quality, questionnaire and interview guides were well-designed and pre-test was
done before actual data collection to ensure simplicity and consistency of the questionnaire.
Training was given for data collectors & supervisors on the objectives, contents of the
questionnaires, on maintaining confidentiality and privacy of the study subjects. The collected data
were reviewed daily by the principal investigator for its completeness, accuracy, and clarity and
re-checked for its consistency and completeness before exporting to software. Data was entered
into Epi Data entry software to increase data quality management and then exported to SPSS 25.0
for the statistical analysis.

For the qualitative data, note taking, cross-checking and data checking with advisors and peers
were done to ensure the dependability of the study. Transferability of the study was assured by
selecting participants purposely who fit the study and feedbacks from colleagues and advisors were

used to increase the credibility of the study.
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4.13 Ethical Consideration

Ethical clearance and approval was obtained from the ethical committee of Addis Ababa
University (AAU), college of health sciences school of public health and Addis Ababa public
health research and emergency directorate. After that letter of cooperation was written for Addis
ketema sub-city health bureau, MOH and EPHI. And finally, letter of cooperation was written for
each wereda health office from Addis ketema sub-city health bureau.

Both oral and written informed consent was obtained from each study participant and all
participants were informed about the purpose, risk, benefits and their right for a decision on
participating in the study. All the information collected from the study participant was made

confidential.

4.14 Dissemination of Result

The results of this study will be disseminated for Addis Ababa University College of Health
Science, School of public health and department of behavioral health science unit. It will be also
shared with Addis Ababa Public health research and emergency management directorate, MOH
and EPHI. Furthermore, efforts will be made to submit the manuscript of the research to health

communication journals for possible publication.
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5 Result
5.1 Quantitative study result
5.1.1 Demographic and socio-economic characteristics of participants
5.1.1.1 Socio-demographic characteristics of respondents
The study was conducted among adults living in Addis ketema sub-city A.A. In this study, among
the total of 605 study participants completed response was obtained from 582 participants with the
response rate of 96.1%. The mean age of participants was 39.1 with (SD + 9.86). Four hundred
forty-three (76.1%) participants were females and 23.9% of them were males. Out of the
participants, 391 (67.2%) were married, 272 (46.7%) were orthodox and 156 (26.8%) of them were
Muslim. Regarding educational status, 164 (28.2%) participants attained primary school, 142
(24.4%) attained secondary school and 116 (19.9%) of them were able to read and write. According
to the occupational status of the participants, 206 (35.4%) were housewives, 24.1% were a private
employee and 13.7% were government employees. The mean income was 2678.36 ETB with SD
of 1774.80.

Table 1: Socio-demographic characteristics of study participants in Addis Ketema sub-city,
Addis Ababa, Ethiopia, 2020.

Variables characteristics Frequency Percentage
(N=582) (%)

Age in years 20-34 244 41.9
35-49 261 44.8

50-64 77 13.2

Sex Male 139 23.9
Female 443 76.1

Religion Muslim 156 26.8
Orthodox 272 46.7

Protestant 127 21.8

Catholic 27 4.6

Marital status Single 88 15.1
Married 391 67.2

Divorced 26 4.5

Widow 77 13.2
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Unable to read and write 64 11.0
Educational status

Able to read and write 116 19.9
Primary school 164 28.2
Secondary school 142 24.4
Technical 57 9.8
University/higher 39 6.7
education

Occupation Government employee 80 13.7
Private employee 140 24.1
Merchant 72 124
Daily laborer 21 3.6
Housewife 206 35.4
Student 11 1.9
Other (includes 52 8.9

unemployed)

5.1.1.2 Household characteristics of respondents

The highest proportion of households 427 (73.4%) consisted of 2 to 5 family members and 26.6%
of the households consisted of more than 6 members. Regarding the source of drinking water, 353
(60.7%) of the households use unboiled tap water, 22.2% of them use filtered water and 10.7% of
them use boiled tap water. More than half of the households 299 (51.4%) use shared (public) toilet
and 29.4% of households had pit latrine with a cement slab. It was also showed that only a small
proportion of the households (2.2%) had no toilet. In the majority of households, 407(69.9%)
handwashing water and soap were not available near the toilet. On the availability of TV and
Radio, the majority of respondents 96.7% have functional TV and 45.4% of them have functional

radio.
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Table 2: Household characteristics of study participants in Addis Ketema sub-city, Addis

Ababa, Ethiopia, 2020

Variables Characteristics Frequency Percentage (%)
(N=582)

No of individuals in 2-5 members 427 73.4

the house >6 members 155 26.6
Piped water not boiled 353 60.7

Source of drinking

water Piped water boiled 62 10.7
Filtered water 129 22.2
Bottled/packaged water 13 2.2
Other 25 4.3

Type of toilet Pit latrine with cement slab 171 29.4
Pit latrine without cement 78 13.4
slab
Flush connected to septic 21 3.6
pits
Shared or public toilet 299 51.4
No toilet or open defecation 13 2.2

Availability of water Yes 175 30.1

and soap near the

toilet No 407 69.9

Availability of TV Yes 563 96.7
No 19 3.3

Availability of radio Yes 264 45.4
No 318 54.6
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5.1.2 Exposure of cholera messages

Respondents gave multiple responses regarding the source of health information. TV got the
highest rate 521(89.5%) followed by Health extension workers 36.3% and Radio 29.0%. Obtaining
health information from other health professionals and Social media was 19.4% & 14.9%

respectively.
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Figure 3: Sources of health information among study participants in Addis Ketema sub-
city, Addis Ababa, Ethiopia, 2020

Respondents who watch television daily was found to be high at 92.8%. Respondents using social
media on a daily base were found to be 14.3% and respondents who didn’t use social media were
70.6%. On the other hand, respondents who listen to Radio daily were less compared to social
media users at 13.1% and 59.6% of them didn’t listen at all.

Among respondents who had a TV (563), 540 of them watch regularly. On the contrary, it was
found that among individuals who had a radio (264), only 76 respondents listen regularly.

From the total of respondents, 418(71.8%) have been exposed to cholera/AWD messages in the
past one year. This study showed that the majority of respondents 326 (78%) seen those messages
from TV, 45.5% of them got from HEWSs and 20.6% of them listened from Radio.
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A chi-square test was conducted to see the association between exposure to the cholera messages
and availability of TV and radio in the households. It was found that exposure to cholera message
has a significant association with ownership of TV (X?=15.71, p<0.001) but had no significantly
associated with the availability of radio. The exposure level of messages among respondents
watching TV daily was 73.3% and 77.6% for regular radio listeners. The Exposure level was also

found to be high among the female respondents (75.8%) compared to males (59.0%).
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Figure 4: Exposure of cholera message and TV viewership among respondents, in Addis
Ketema sub-city, Addis Ababa, Ethiopia, 2020

Respondents were also asked about information related to the cholera outbreak in Addis Ababa
and it was found that 307 (52.7%) of the respondents heard/seen information about the cholera
outbreak in Addis Ababa. Whereas, 47.3% of them didn’t get any information about the outbreak
even though they were living in a high cholera-prevalence area with the last outbreak recorded in
2019. Among the respondents exposed to information related to the cholera outbreak, (67.1%) of
them seen from TV followed by HEWSs (34.9%) and from Radio with (20.8%).

Among the transmitted cholera related messages, respondents mostly recall “Proper handwashing”
with the highest rate at 60.0%. The other main messages recalled by respondents who were
exposed to cholera messages were “Boiling of water” and “keeping toilet clean” at 50.0% and

25.6% respectively.
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Table 3: Main messages recalled by respondents in Addis Ketema sub-city, Addis Ababa,
Ethiopia, 2020

Messages N Percentage
About proper hand-washing 251 60.0
Boiling of water 209 50.0
Keeping toilet clean 107 25.6
Eating food while it 59 14.1
Cholera causes watery diarrhea and repeated 44 10.5
vomiting
Washing vegetables and fruits 39 9.3
Safe food hand 35 8.4
How to use ORS 27 6.5
Seeking health care during symptoms 8 1.9
How to treat diarrhea at home 4 1.0

*Multiple answers possible

5.1.3 Knowledge about Cholera

This section assessed the respondent’s knowledge about cholera. Respondents were asked about
the causes, symptoms, mode of transmission, treatment option, severity & susceptibility of cholera,
and prevention methods for cholera. The overall knowledge score for cholera was moderate with
mean 14.72 and SD +4.02 out of 34 knowledge scores. The knowledge score for each knowledge
items and descriptive analysis result is reported with four section as follow.

5.1.3.2 Knowledge about causes & symptoms of cholera

The knowledge score for causes of cholera was range (0-5). The overall knowledge score for
cholera causes was low with mean 1.31. Among the total respondents, 49.1% of them mentioned
at least one cause for cholera and 28.9% of them mentioned two cholera causes. Whereas, 14.1%
of the respondents didn’t mentioned the correct causes for cholera. Among the respondents who
correctly answered the causes for cholera, majority of them 60.0% indicated ‘“drinking
contaminated water” and 27.8% of them indicated “unhygienic disposal of excreta and refuse” as
a cause for cholera.

The mean knowledge score for cholera symptoms was 1.59 out of 2, which indicates respondents
have moderate to high knowledge on common symptoms for cholera. More than half of the
respondents (66.2%) mentioned the two common symptoms for cholera, 26.8% of them mentioned

one common symptom and 7.0% of them didn’t mention the common symptoms for cholera.
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According to descriptive result, majority of them (84.4%) correctly responded that “Watery

diarrhea” as a common Symptom for cholera followed by “repeated vomiting” with 74.7%. as

shown in the table below.

Table 4: Knowledge items responses on cause and symptoms of cholera among respondents
in Addis Ketema sub-city, Addis Ababa, Ethiopia, 2020

Variable Items N* Percentage (% yes
responses)

Cause of cholera Drinking contaminated water 349 60.0
Unhygienic disposal 162 27.8
Poor hygiene 150 25.8
Eating rotten food 87 14.9
Unwashed fruits and vegetables 52 8.9
Don’t know 55 9.5
Other (Rain, cold climate...) 28 4.8

Symptoms of cholera ~ Watery diarrhea 491 84.4
Repeated vomiting 435 74.7
Fever 85 14.6
Tiredness 48 8.2
Loss of appetite 29 5.0
Weight loss 24 4.1
Dry mouth 5 0.9
Don’t know 34 5.8
Other (headache, shivering...) 33 5.7

* Multiple responses possible, N=582

5.1.3.3 Knowledge on mode of transmission and treatment for cholera

The knowledge score on mode of transmission of cholera was range from 0 to 4. The mean score

for knowledge on mode of transmission was 0.82. This indicates that, respondents have low

knowledge on mode of cholera transmission. Among the total respondents, 57.0% of them

correctly answered that cholera can be transmitted from person to person. Out of these respondents

35.2% of them indicated one mode of transmission and only 4% of them indicated more than two

MOT for cholera.
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According to the descriptive result, 20.8% of the respondents correctly answered that cholera can
be transmitted through contact with infected person body fluid, 14.2% of them mentioned
handshaking of infected person, 10.2% of them mentioned faeco-oral transmission, and 29.2% of
them indicated that they didn’t know the mode of transmission for cholera.

Regarding knowledge on cholera treatment, the score was range from 0 to 7. The mean knowledge
score on cholera treatment was 4.09 which indicates a moderate knowledge. Among the total
respondents, 87.8% of them correctly answered that cholera is a curable disease. When
respondents asked about what they think they can do for themselves or family members with
watery diarrhea and vomiting, majority of them choose going to health center (89.2%) followed
by using homemade sugar-salt solution (26.3%) and using ORS (14.8%). Regarding the treatment
place for cholera majority of the respondents 97.6% responded to health facility. On the treatment
options 71.8% of them indicated going to health center and 22.3% of them indicated using ORS
as summarized on the table 5.

Table 5: Knowledge items responses on MOT and treatment of cholera among respondents
in Addis Ketema sub-city, Addis Ababa, Ethiopia, 2020

Variables Questions items N* Percentage

(% yes responses)

Knowledge on  Person to person Yes 332 57.0
cholera transmission No 250 43.0
transmission Mode of Through contaminated 34 10.2
transmission food/water by infected fecal
matter
Sharing of toilet facilities 105 31.6
Handshaking of infected 47 14.2
person
Contact with infected person 69 20.8
body fluid
Through air 35 10.5
Don’t know 97 29.2
Knowledge on  Cholera is curable  Yes 511 87.8
cholera No 26 4.5
Treatment Don’t know 45 7.7
Treatment place Health facility 568 97.6
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Home 41 7.0

Don’t know 11 1.9
Treatment options  Using ORS 130 22.3
Going to health center 418 71.8
Traditional medicines 15 2.6
Prayer 22 3.8
Don’t know 57 9.8

N=582
* Multiple responses possible
5.1.3.4 Knowledge on cholera prevention
The knowledge score on cholera prevention ranged from 0 to 9. Overall, knowledge on cholera
prevention was low with mean 2.93 out of maximum scale score of 9. Majority of the
respondents 570 (97.9%) correctly answered that cholera is a preventable diseases. However, out
of these respondents 24.2% of them were able to indicate more than three cholera prevention
methods. According to the descriptive analysis 67.1% of them mentioned proper handwashing
followed by using safe drinking water 44.8% as cholera prevention methods.
m Percentage
Don’tknow W 1.6
Eating foods while it is hot [N 9.8
Reheating foods N 11
Avoiding uncooked food [ 11.4
Proper disposal of human waste [N 13
Keeping toilet clean [N 305
Using safe drinking water NN 44.8
Proper handwashing . 67.1

0 10 20 30 40 50 60 70 80 90 100

*Multiple responses possible, N=570

Figure 5: Responses on cholera prevention methods among respondents in Addis Ketema
sub-city, Addis Ababa, Ethiopia, 2020
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5.1.3.5 Knowledge on susceptibility and severity of cholera

The mean knowledge score for cholera susceptibility was 0.47 out of one item. Respondents have
moderate knowledge on cholera susceptibility. Among the total respondents, 46.7% of them
answered the correct answer that cholera can affects everyone. 36.4% of them stated that cholera
affects children and 24.1% of them respond that cholera affects older people.

On the other hand, the mean knowledge score for severity of cholera was 3.48 out of six items
which indicates moderate to high knowledge. This was measured using prompted recall measure.
When respondents asked about the seriousness of cholera if left untreated, among the given 6 items
34.2% of them correctly answered 4 items and 16.3% of them were able to indicate the six items
correctly. Among the total respondents, majority of them 93.8% indicated that cholera may lead
to body weakness, 44.3% of them indicated unconsciousness and only 35.9% of them stated that
cholera may lead to death.

Table 6: Summary of knowledge scores among respondents in Addis Ketema sub-city,
Addis Ababa, Ethiopia, 2020

Knowledge Total number of Mean  Standard Min Max Score
Items correct items deviation Range
Knowledge on 5 1.31 0.833 0 5 5.00
cause of cholera

Knowledge on 2 1.59 0.619 0 2 2.00
symptoms

Knowledge on 4 0.82 0.859 0 4 3.00
MOT

Knowledge on 7 4.09 1.060 0 7 7.00
treatment

Knowledge on 9 2.93 0.935 0 9 6.00
prevention

Knowledge on 1 0.47 0.499 0 1 1.00
susceptibility

Knowledge on 6 3.48 1.601 0 6 6.00
severity

Total mean score M= 14.72, SD+4.02, Cronbach’s alpha =0.689, N= 582
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5.1.4 Relationship between Knowledge and independent variables

Since the distribution of the variables are normally distributed, a parametric test is used to see the
mean difference between the independent variables with knowledge. An independent samples t-
test and One-way ANOVA was conducted to determine if there is a difference in mean score. An
independent sample t-test was done to determine the mean score for two groups of independent
variables and One-way ANOVA was conducted to see the difference among the mean of the three
and above groups of independent variables to the knowledge for cholera.

According to an independent t-test analysis, there was a statistically significant difference between
male and female respondents in mean knowledge scores for cholera, (t (580) = -2.988, P < 0.005,
95% CI = -1.92347, -.39760). The mean values indicate that female respondent had more
knowledge on cholera (N =443, M =15.0023) than males (N = 139, M=13.8417). An independent
samples t-test among exposed and non-exposed respondents for cholera messages found that, there
was a significant difference in score between the two groups, (t (580) = 11.514, P < 0.001, 95%
Cl = 3.19633, 4.51105). The mean knowledge score among the exposed group (N= 418, M
=15.8110) was higher than the non-exposed (N=164, M =11.9573).

Table 7: Summary of an independent samples t-test on knowledge with socio-demographic
variables and exposure level among respondents in Addis Ketema sub-city, Addis Ababa,
Ethiopia, 2020

Variables N Mean SD  t-value p-value 95% CI Mean
Lower Upper difference
Sex Male 139 13.841 406  -2.988 0.003  -1.923 -0.397 -1.160
Female 443 15.002 3.97
Cholera Exposed 418 15.811 360 11514 <0.001 3.196 4.511 3.853
messages Not- 165  11.957 371
exposed

Outbreak Exposed 307 16.146 3.58 9.702 <0.001 2399 3.617 3.008

information
Not- 275 13.138 3.89

exposed

N=number of respondents, SD=standard deviation
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One-way ANOVA was done for the socio-demographic characters with more than two categories.
The One-way ANOVA analysis indicates that educational status, occupational status and marital
status of participants had a significant effect on knowledge for cholera. The educational status of
participants had a significant effect on knowledge for cholera with, (F (5,576) =10.725, mean
square =160.15, P < 0.001). The mean value indicate that participants with higher education (N=
39, M= 16.76), secondary education (N=142, M= 16.16) and technical level (N=57, M= 15.15)
had more knowledge than primary education (N= 164, M= 14.25), able to read & write (N=116,
M=13.51) and unable to read & write (N= 64, M= 13.31).

The result of post hoc test indicate that, participants with higher educational level and secondary
education level had a significant mean difference from participants who are unable to read & write,
who are able to read & write and primary educational level but not significant with technical

education level.

According to One way ANOVA analysis, occupational status of participants had a significant
effect on cholera knowledge with, (F (6,575) =5.403, mean square =83.636, P < 0.001). The mean
value difference shows that, students (N=11, M=16.63), government employee (N=80. M= 16.47)
and private employee (N= 140, M= 15.02) had more knowledge than housewives (N= 206, M=
14.55), others (includes unemployed) (N= 52, M=13.78), merchants (N= 72, M= 13.52) and daily
laborer (N=21, M= 13.19). The post hoc comparison revealed that government employee had a
significant mean difference from the merchants, housewives, daily laborer and others (includes
unemployed). But not significant with private employee and students.

Table 8: Summary of one-way ANOVA for socio-demographic variables with knowledge

on cholera among the among respondents in Addis Ketema sub-city, Addis Ababa,
Ethiopia, 2020

Variables F Mean square P-value
Educational status 10.275 160.15 P<0.001
Occupational status 5.403 83.63 P<0.001
Marital status 4.871 77.28 P<0.005
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5.1.5 Linear regression Analysis
After checking the assumptions of linear regression analysis, both simple and multivariable linear
regression was done to show the significance of each independent variable in predicting knowledge

for cholera.

5.1.5.2 Simple linear regression

The socio-demographic variables, household characteristics and exposure level for cholera
message & outbreak information were analyzed in bivariate analysis. From the socio-demographic
variables & HH characteristics, age, sex, marital status, educational status, occupation and
availability of TV were significant at different degree of P < 0.05. But religion and availability of
radio were not significant in predicting knowledge for cholera. The significance of exposure in the
prediction of knowledge for cholera was also assessed by bivariate regression analysis. It was
found that most source of health information, frequency of watching TV, frequency of using social
media, exposure for cholera message and outbreak information were significant in predicting
knowledge for cholera. (Table 10 & 11)

5.1.5.3 Multiple linear regression

Multivariable linear regression analysis was used to see the effect of the independent variables on
knowledge for cholera. The final regression model indicated that 44.5% of the variability of
knowledge for cholera was explained by the independent variables (R?=0.445, Adj.R?=0.403, F-
change = 10.57, P<0.001). On checking multicollinearity effect between the independent variables
frequency of watching TV were found to have collinearity with availability of TV and it was

excluded from the multivariable regression model analysis.

According to the multivariable analysis, sex of respondents (8 =1.298, P=0.001, 95%CI1=0.523 to
2.074), primary education (38=1.186, P=0.02, 95%CI=0.186 to 2.187), secondary education (R
=2.670, P<0.001, 95%CI=1.554 to 3.786), technical (8 =2.306, P=0.001, 95%CI1=0.979 to 3.632),
higher education (8 =2.926, P=0.001, 95%CI=1.281 to 4.571), private employee, (8 =-1.204,
P=0.009, 95%CI=-2.104 to -0.303), merchants (3 = -1.778 , P=0.001, 95%CI= -2.861 to -0.694),
housewives (8 = -1.154, P=0.014, 95%ClI= -2.074 to -0.234 ), others (unemployed) (8 = -1.963,
P=0.001, 95%CI=-3.130 to -0.797), those who gets health information from TV (R =1.849,
P<0.001, 95%CI1=0.830 to 2.869), health information from HEW (8 =0.911, P=0.006, 95%CI =
0.256 to 1.566), exposure for cholera messages (8 =3.077, P<0.001, 95%CI = 2.420 to 3.733), and
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exposure for outbreak information (R =1.644, P<0.001, 95%CI =1.058 to 2.231) were statistically
significant with knowledge for cholera. This result implies that knowledge for cholera increased
by 1.298 units among female respondents compared to males. The effect of educational status on
knowledge will increase by 1.186 units for those with primary education, 2.670 units for those
with secondary education, 2.306 units with technical education & 2.926 units with those with

higher education level as compared to those who are not able to read & write.

On the other hand, the effect of occupational status on knowledge for cholera will decrease by
1.204 units for private employee, 1.778 units for merchants, 1.154 units for housewives and 1.963
units for others (including unemployed) compared to government employees. The effect of source
of health information on knowledge for cholera increased by 1.849 units for those who gets health
information from TV and 0.911 units for those who gets health information from HEWSs as
compared to others sources of health information. The effect of exposure for cholera messages on
knowledge for cholera increased by 3.077 units among exposed group compared to non-exposed.
Similarly, the effect of exposure for outbreak information on knowledge for cholera increased by
1.644 units among exposed group compared to non-exposed.
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Table 9: Predictors of knowledge for cholera on multiple linear regression analysis among,
respondents in Addis Ketema sub-city, Addis Ababa, Ethiopia, 2020

Variables
(N=582)
Age in Years

Sex

Religion

Marital status

Educational
status

Occupational

status

Functional TV

Functional radio

Value

Male (ref)

Female

Catholic (ref)
Muslim

Orthodox

Protestant

Married (ref)

Single

Divorced

Widowed

Unable to read & write (ref)
Able to read & write
Primary

Secondary

Technical
Higher/university
Gov’t employee (ref)
Private employee
Merchant

Daily laborer

Housewife

Student
Other
Yes

No (ref)
Yes

No (ref)

B

-0.007

1.298

0.029
0.065
0.565

-0.044
-0.112
-0.731

0.347

1.186
2.670

2.306
2.926

-1.204
-1.778
-1.515
-1.154
-1.43

-1.963
1.360

0.047

p

-0.017

0.138

0.003
0.008
0.058

-0.004
-0.006
-0.062

0.035

0.133
0.285

0.171
0.182

-0.128
-0.146
-0.070
-0.137
-0.048

-0.139
0.060

0.006

P-value

0.713

0.001*

0.967
0.922
0.417

0.925
0.865
0.103

0.489

0.020*
P<0.001*

0.001*
0.001*

0.009*
0.001*
0.066
0.014*
0.182

0.001*
0.126

0.893

95% CI
Lower Upper
-0.044 0.030
0.523 2.074
-1.332 1.389
-1.233 1.362
-0.803 1.933
-0.968 0.879
-1.406 1.182
-1.610 0.149
-0.638 1.333
0.186 2.187
1.554 3.786
0.979 3.632
1.281 4571
-2.104 -0.303
-2.861 -0.694
-3.129 0.099
-2.074 -0.234
-3.531 0.674
-3.130 -797
-0.385 3.104
-0.644 0.739
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Source of health

information

Frequency of
listening radio

Frequency of
using Social

media

Exposure for
cholera message
Exposure for
outbreak

information

Television

Radio

Social media
Newspaper/magazine
Poster/Leaflets
Community conversation
HEWSs

Other health professionals
Friends/family

Everyday

Two or more days per week
Once a week

Less than once a week
Not at all (ref)

Everyday

Two or more days per week
Once a week

Less than once a week
Not at all (ref)

Yes

No (ref)

Yes

No (ref)

1.849

0.057
0.774
1.397
0.372
0.836
0.911
0.658
0.636
0.218
0.934
0.315
0.893

0.398
0.518
1.123

1.377

3.077

1.644

0.141

0.006
0.069
0.043
0.014
0.040
0.109
0.065
0.034
0.018
0.063
0.028
0.043

0.035
0.039
0.060

0.020

0.344

0.204

P<0.001*

0.878
0.169
0.209
0.684
0.239
0.006*
0.064
0.306
0.657
0.087
0.493
0.212

0.504
0.333
0.088

0.545

P<0.001*

P<0.001*

0.830

-0.674
-0.330
-0.785
-1.423
-0.558
0.256
-0.038
-0.584
-0.743
-0.136
-0.588
-0.511

-0.772
-0.532
-0.168

-3.084

2.420

1.058

2.869

0.789
1.877
3.579
2.168
2.230
1.566
1.354
1.855
1.179
2.004
1.218
2.297

1.569
1.567
2.415

5.838

3.733

2.231

R= Unstandardized regression coefficient, p = Standardized regression coefficient

*Statistically significant= p< 0.05, ref. = Reference category

R?= 0.445, Adjusted R?= 0.403, F change = 10.570, P = <0.001
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5.2 Qualitative study result

5.2.1 Quality of cholera spots prepared for cholera outbreak (In-depth Interview result)

The findings of this section are presented with six categories including participant’s socio-

demographic characteristics, comprehension, self-involvement, attraction, acceptance, and call to

action. Three cholera spots (One TV spot & two radio spots were used for the IDI)

Participant’s socio-demographic characteristics

Study Participants were adults who were living in Addis ketema sub-city. A total of seven

participants who were selected purposively were interviewed and asked about their opinion on

spots prepared for cholera prevention. Participant’s age range was from 20-58 years and four of

them were females. Among the participants, two of them were diploma holders, two were college

students and three of them drops out secondary education. Three participants were private

employee, one was government employee, two of them were students and one was a housewife.

Table 12: Background information of IDI participants on quality of cholera spots in Addis
Ketema sub-city Addis Ababa, Ethiopia, 2020

Participants’ characteristics Number
Age 20-39 5
40-59 2
Sex Male 3
Female 4
Educational Status Secondary 3
Diploma and above 4
Occupation Student 2
Private employee 3
Government employee 1
Housewife 1
Marital Status Single 3
Married 4
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Comprehension
In this category respondent’s reflections on the presentation of the spots and their understanding
of the messages were summarized. Almost all participants reported that the message was about
cholera prevention and the importance of keeping personal hygiene. Most of them said that the
messages teaches how to prevent cholera for the community.
“It is about cholera and the main thing it says that when cholera occurs we should go to the
health center...” (1DI 6: 33yrs old female participant)
Another participant also reflects the following:
“I observed that it is an advertisement to teach the community about cholera.” (1Dl 4:
58yrs old male participant)
Majority of the participants reported that the messages transmitted on the spots were clear and easy
to understand. They also mentioned that they got the message as a useful information.
“... Iunderstand it well. The main thing I understand is protecting hygiene, not consuming
raw foods...and we should eat vegetables after washing thoroughly, there is nothing
difficult for me and everything is clear and useful. (IDI 1: 52yrs old female participant)
Self-involvement
In this section respondents reflect about the target audiences in which the message is directed for.
Most of the participant stated that the message is directed for all people. The reason they mentioned
was, the messages are prepared to decrease the spread of the disease and to promote prevention
among the community as cholera is an infectious disease.
“It is for us, for our community and it is to prevent the disease, and to teach the people
about handwashing and protecting their hygiene.” (IDI 4: 58yrs old male participant)
Participants also mentioned that these messages are prepared for everyone due to poor practice in
keeping personal hygiene and environment. On the other hand, few participants reflected that the
messages were targeted for those people who are living in poor hygienic area.
“...I think it is prepared for us especially for those who are living in this area, because
mostly the disease affects a community like this. Because we are living in a very

sophisticated environment. I think it is for us.” (1D1 1: 52yrs old female participant)
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Attraction
Almost all of the participants declared that they liked the spots and messages transmitted. Most of
them mentioned that they were attracted to the messages and how the messages were presented.
“Yeah, I like about the fluid that we can prepare at home. Because until I get a pharmacy
I can prepare this solution at home and use it as they teach us.” (1Dl 6: 33yrs old female
participant)
Another participant also reflected as follow:
“Well, I like their tone when they talk and way of presenting the message...” (1DI 5: 24yrs
old male participant)
Most of the participants reported that the messages were not new for them and they remembered
that they hear those messages during the cholera outbreaks. Whereas, other participants claimed
that they got new information from the spots.
“Um...most of us didn’t know how to prepare ORS at home. So, the message teaches how
to prepare a simple solution at home to replace fluid loss when diarrhea occurs. So, this
gives me new information.” (IDI 2: 20yrs old female participant)
The other participant also said:
“There is nothing different. During that time this message was transmitted due to the outbreak and
now it is disappearing. But as time passed we may forget this message. So, it helps me to remember
this again...” (IDI 7: 35yrs old female participant)
Acceptance
In this section, it was tried to figure out if respondents have any different idea on the spots that
they didn’t accept and that may not be accepted by their community. Most of the respondents
reported that the tone of the message was so fast and people with old age may not understand it
well.
“For example, they were talking fast...and as I am young, I can understand the message
easily, but this can be challenging for old aged peoples as they hear and understand slowly.
| think the message is prepared for all so, it will be better if they talk a bit slowly.” (IDI 2:

20yrs old female participant)
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One participant also reflected on the message presentation as follow:
“The first thing is the way of its presentation. For example, it is fast and maybe some
peoples can’t hear it at fast. And the second one is I think it has some kind of classical
music and thus it make it difficult to hear the message and I don’t think it will be helpful to
get the main concept too.” (IDI 3: 39yrs old male participant)
Few participants also reflected that these messages should be transmitted consistently on regular
base on a radio to be effective and the spots should be incorporated with full information about the
disease rather than being specific on one topic. So that, they will be more informed and protect
themselves.
“Based on this material, I think it will be useful for us if they also tell us about how cholera
occurs, its cause, and how much it affects the community.” (IDI 6: 33yrs old female
participant)
On accepting and understanding the message among the community members, most of the
participants reported that others will understand and accept the messages as the way they do and
they may not think differently. In contrary, few participant mentioned that there may be a
difference on accepting and understanding the message in their community, as peoples think
differently and have different opinion.
One participant described like this:
“...there may be some peoples who think that they may not be affected by this disease as
they are living in urban areas, and they may think that cholera occurs only in rural areas.
So, this type of peoples are may be careless and will not take care of themselves.” (1Dl 5:
24yrs old male participant)
Call to Action
This section summarizes participant’s approach towards the recommended behaviors on the spots
and benefits they may achieve from those desired behaviors. Participants were also asked if they

were encouraged to share the messages with others in their community.

Almost all of the respondents reported that, the message recommended them to prevent themselves
from cholera. Mostly, they mentioned that the message is asking them to keep hygiene, proper
hand washing, and also to seek immediate health care when they have diarrhea and other

symptoms.
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“The message tells us that, we should take every protections to prevent ourselves from the
disease. Um...especially before we prepare foods we should wash our hands appropriately
and we should eat foods like meat and fish after cooking them well. And also I understand
that to wash vegetables and fruits before we eat them.” (1D1 1: 52yrs old female participant)
Two participants said that the message encouraged them on how to prepare home solution easily

to prevent fluid loss when diarrhea occurs.

“... l understand how to prepare a home solution with 6 spoon sugar, lemon, and water if
someone is affected by diarrhea and vomiting, and when ORS is not available. And also
we should go to the health center to see a Doctor while taking the solution.” (IDI 2: 20yrs

old female participant)

All of the participant reflected that they are willing to share the message they hear for their
neighbors and friends to protect them from the disease. They also believed that practicing these
recommended behaviors will protect them from cholera and enables them to get a healthy life.

One participant reflected as follow:

“Being healthy...because it is for me if I protect myself, my family, and my surrounding
will be prevented from the disease. And also drinking clean water and keeping toilets clean
are very useful. Mainly, here in our area, we are living nearly together and it will be better

if we hear those messages to keep our health.” (IDI 4: 58yrs old male participant)
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5.2.1 The risk-communication process done for cholera outbreak (2019) in Addis Ababa

(Key Informant interview result)

In this section, key informants who were working in the risk-communication team during cholera
outbreak (2019) were interviewed about their experience on the whole risk-communication
process. The findings were summarized with six major categories. Three participant were
interviewed including one team coordinator and two team members from the risk-communication

unit.
Risk-communication System

An emergency operation center (EOC) was launched by Ethiopian public health institute during
the cholera outbreak. Participants mentioned that, as the surveillance team confirmed the outbreak,
a cholera section was activated in the EOC. They also reported that the risk-communication team
was working in the cholera section as a sub-unit for the emergency response.

“...there is a RC unit that I coordinate and it was founded as a unit starting from 2016 due

to drought and other outbreaks during that time.” (K1l 3: Team coordinator)

The national risk-communication and community engagement technical group involved different
professionals both from the government and other partners. Some of them were health education
professionals, media professionals and other social science professionals who have experience

with health communication activities.

“Well, within the team there are media professionals, public relation professionals, health
education and promotion experts, and also there are professionals from WHO and
UNICEF emergency health communication development programs.” (KII 3: Team

coordinator)
Preparation during the outbreak

The risk-communication unit was working based on an emergency preparedness response plan
(EPRT) which was prepared at the national level. During the initial phase of the outbreak they
prepared communication plan at national and regional level, because the outbreak was occurred in
A.A and in all regions except Gambella. A separate plan was also prepared for A.A including

detailed activities by involving different partners.
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“...there were different organizations... what we did at first was, we had a partner mapping
process as national and regional level. So, we will identify our partners and after we
identified, we will plan together on which area they are going to help us for both the region

and national levels. We were working by sharing each other.” (KII 1: Team member)

The main objectives of the risk-communication activities during the outbreak were creating

awareness about cholera and enabling the community to prevent themselves from the outbreak.

“The first objective was to empower the community and enabling them to interact with
protective behaviors. So that, they will be engaged and take responsibility to protect

themselves.” (KII 3: Team coordinator)

During message development information for inputs were gathered from the surveillance team and
by doing rapid assessments on the affected areas. In addition to this, message contents were
developed by identifying the gap from previous materials which were prepared during other

cholera outbreaks.

“..We had experience from the 2016 outbreak and we started by doing assessments on
affected areas because the causes for the outbreak for every affected area were different.
For example, the causes can be infected water from the river or it can be from a water pipe
and also it can be contact with an infected person...so, we focused on the source of the
causes and we prepared the messages based on our findings from the assessment.” (KII 2:

Team member)

They also reported that rapid assessments were done in between the outbreak on two sub-cities in
A.A. After identifying the preferred source of information in the community they have prepared
revised materials. As participants reported, this communication materials were not pretested within

the community due to the emergency situation.

“...after we draft the messages there will be In-house pre-testing. And sometimes we made
a pre-test, but in situations like this due to the emergency we did In-house pre-testing like
discussing with the technical working group. Then, we sum up the ideas and used them.

We haven'’t done a full pre-testing due to the emergency.” (KII 1: Team member)
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Message dissemination process

Prepared messages and other reports related to the outbreak was disseminated to the public using
different approaches. The common way for transmitting the messages was sharing daily updates
and new information using daily brief on radio and TV news. Press releases and press-conferences

with higher officials and health professionals were also used to transfer messages on regular bases.

“We had a daily brief and a press release on media for daily case report and every Tuesday
there was a press conference @ 10 am with a regular base. In addition to this, by preparing
live programs on daily news we were transmitting new updates for the public and also
media brief with experts were prepared on health-related TV programs like “Tenawo
bebeto” and ‘Tena Yistelegne Ethiopia”. (KII 3: Team coordinator)

To ensure trust and credibility among the community information were announced early for the

public using news and other media platforms.

“...yeah communicating first is the main thing in risk-communication. So, information and
reports were combined and delivered early and daily at the time. Especially, every week
on our press-release detailed information was transmitted on the media for the public and

we tried to be trusted sources of information.” (KII 2: Team member)

Participant’s also reflected that they used all media to transfer their messages by giving trainings
and orientation on how to communicate risk to the public. Both government and private channels
were involved on message dissemination in A.A and at regional level. Channel preference

assessment was also done at A.A to identify the media choice of peoples during the outbreak.

“Almost we used all media especially those with high coverage and audience including
private channels. For example here in A.A children and their caregivers were choose Kana
TV as their preferred channel. So, like this, we identified the channels and used media mix

to display our messages.” (K11 3: Team coordinator)

Other means of channels including social media platforms were also used to reach the public. It
was also mentioned that the high cost for broadcasting messages and using prime time were

challenges on messages delivery.
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“...we were paying for airtime to transfer our messages which was high costs. And it was
so challenging for us because we should use a prime time to transmit our messages. For
example, one of the prime time was lunch and dinner time in our case and most of the
peoples were not happy to transmit our messages about acute diarrhea and vomiting at
that time. So, we prepared a press-releases every week and the media professionals were

coming and engaged with us.” (KII 2: Team member)
Community Engagement

The risk communication team was working on engaging the community on message preparation
and other interventions using different social networks. They were preparing panel discussions
with community members, In-house health educations, working with “Edir leaders” and other
influential persons. In Addis Ababa, they were mainly focused on the most affected sub-cities.
They tried to figure out the root cause of the outbreak in those sub-cities to take appropriate

interventions.

“...we have conducted a rapid assessment on two selected sub-cities. Then, when we see
the root causes for the outbreak, there was food contamination in some area. | remember
the case for Addis Ketema sub-city was due to the Ramadan season many people were
fasting and foods were prepared and distributed at the same time in the area. So due to
that, the case was shooting rapidly. And when we see the case of Akaki sub city it was
shooting due to contaminated river water. Some peoples used that water and transmitted
for others. So, with the identified root causes, we tried to design interventions
specifically. ”(KII 2: Team member)

Beside awareness creation, the risk-communication team was also involved in providing service

for the community.

“...due to its slum area, many peoples in the affected area were living together in one
house and it was not comfortable to protect their hygiene. So, immediately we tried to
empower them by availing the service like giving water treatment chemicals with proper
demonstration and health education at the household level. And also, with the help of
partners we were teaching on personal hygiene using mobile vans.” (KII 3: Team

coordinator)
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On addressing misinformation and rumors the team used feedback systems including free call
centers and media scanning platforms. Participants also mentioned that they prepared media

monitoring team to scan false information and tried to address them during their press-releases.

“We had a media monitoring team that monitors the media, ministry media, and also social
media. So, after the team identified the misinformation then, we will identify its channel
that reaches many people and we were announcing them during our press-conference for
the public. And also there was a surveillance team on the affected areas that monitor
rumors working with community HEWSs. So, by using their information we were drafting

and preparing messages.” (KII 1: Team member)

Participants also reported that, they were working with community members and leaders to address

rumors related to the outbreak.

“For example, during that time as we know, there was also an EBOLA outbreak. So, there
was a misinformation saying that it was an Ebola outbreak, not cholera, and also they were
saying that the government is not taking proper measures to control the outbreak.
Therefore, we tried to discuss some of them with the community by contacting those persons
who transmitted fake news and tried to minimize the influence by engaging them to work

with us.” (KII 3: Team coordinator)
Monitoring and Evaluation system

The planning and monitoring team in the unit was working on documenting daily activities, reports
and other communications together and they were using those documented files for reporting and
review meetings. Lack for a data server and not documenting lesson learned stories regularly in
every outbreaks were mentioned as the main problem in their documentation and data management

system.

“...during that time very short lesson learned stories were written. We didn’t document

them very well as a form of documents rather than reporting them during our meetings.’

(K11 1: Team member)

Every planned actions, materials and activities were evaluated during the two weeks report by the

team members.
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Participants also mentioned that even though they planned to evaluate risk-communication

activities at the end, it was not done as expected.

“...evaluation was done for the cholera response as a whole. When we say evaluation we
evaluated the success of every region like lessons learned and what were the challenges
and the like. But as I know specifically we didn 't evaluate the impact of risk-communication

and whether it was successful or not.” (KII 1: Team member)

“Actually timely evaluation was not done after the outbreak was over. We were just
evaluating our daily activities but we didn’t evaluate the risk communication process as a

specific section.” (KII 3: Team coordinator)

The reasons mentioned by participants were overloading of tasks and the occurrence of other
outbreaks. And they reported that the cholera response was evaluated as a whole including all

sections in the emergency operation center.

“At the national level, a post-outbreak review was done for our input here in A.A even
though it is not published and disseminated for the public. Because, on that year there were
an IDP sites in many areas and there were many outbreaks in the country like malaria and
chikungunya. So, as much as possible every response was reviewed at EOC level and it

was reviewed as a whole emergency response.” (KII 3: Team coordinator)
Challenges and way forward

The risk-communication team faces many challenges during such emergency response activities.
Some of the challenges were related to bureaucracy problems and financial issues. Participants
reported that budget allocated for risk-communication activities were very less to produce and

disseminate their materials.

“Yeah....there was a bureaucracy problem. Normally during other times, we were bidding
tender to produce prepared audio and video spots and we have been facing financial
problems every time due to the bureaucracy. And again when we came to this emergency,
such problems limited our speed to reach the community as quick as possible because of

the challenges we faced to produce and disseminate our materials.” (KII 1: Team member)
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They also reported that, infrastructure problems and lack of enabling environment related to water
supply and sanitation influences their activities. In addition to this, the less attention given for risk-
communications, considering risk-communication as a public relations, and insufficient human-

power in the unit were other challenges faced during the emergency response.

“Yeah, one of our big challenge was, there was a misunderstanding of Risk-communication
among the decision-makers. And naturally, it is a backbone for any emergency response
but in practice, less attention was given for Risk-communication activities and this makes

us to work more advocacy on it.” (KII 3: Team coordinator)

To overcome those challenges the unit tried to engage partners for mobilizing resources and they
were giving orientations for media and public relation professionals about risk-communication and
community engagement. They also tried to solve problems related to water supply in A.A

incorporating with other government agencies.

“...for children living on the street, we were advocating to use existing infrastructures like
“blue latrine” services arranged by A.A hygiene and beauty agency for free. And we
request the MOH to supply water tanks even though it wasn 't its responsibility and we tried

to supply water access in some selected areas in A.A”. (KII 3: Team coordinator)

Participants suggested some way forwards related to risk-communication approach and future
responses. Due to the gap on documentation and data management, they recommended the need

for strong documentation system for risk-communication activities in the future.

“...the first thing that we should focus on is documentation and data formatting.
Documentation was an overlooked activity every time which underestimates our work.
When an outbreak occurs everybody will try to get those data in his way and even there
was a time that we started from scratch. And for these reasons, whenever an emergency
happened peoples who engaged in previous outbreaks will be called or the new person will
start to organize the team again. Therefore, there should be a regular reporting system and
strong documentation system for risk communication activities nationally because it has

many impacts on data quality and emergency response.” (KIl 2: Team member)
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It was also recommended that to consider risk-communication as a specific section including in
the behavioral and communication courses at higher education levels. Because of the emergency

situation risk-communication activities need skilled professionals for rapid response.

“... Public health or health promotion departments should teach risk communication and
community engagement as one subject by giving attention to get many professionals.
Because risk-communication differs from regular health communication activities due to

its emergency and the need for a rapid response.” (KII 3: Team coordinator)
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5.2.2 Quality of printed health communication materials prepared for cholera outbreak
(Checklist Result)

Five randomly selected printed heath communication materials prepared for cholera/AWD
prevention were evaluated using a checklist. The materials were prepared for the general public
by MOH, EPHI and other partners together. The checklist assessed the materials based on the
revised CDC clear index score sheet which used to assess public communication materials. It
contains four parts namely: Main message call to Action & Language, Behavioral
recommendation, Numbers and Risk that score out of 6, 2, 2and 3.The total score was out of 100.
Material that score 89 or below shows that the material need improvement. The result of the
evaluation shows that all of the materials scored below 89, which needs improvement. (Annex 13).

PART A
Main message and call to Action

The main message that most of the materials transmitted was about cholera disease and its
prevention methods. The main messages was written on the top and end section of the materials
even though not all of the materials had identified main message content specifically. When the
main message are written on the top or first section of the material, audiences can find it more
easily and quickly. Most of the materials tried to describe about cholera disease, its symptoms and

prevention methods. Only the first leaflet material stated the risks that lead to cholera disease.

The materials include more than one calls to action for the target audiences. For example, in the
first, second & forth materials, it is stated that if symptoms like watery diarrhea and repeated
vomiting occurs the person with the symptoms should immediately go to nearby health center or
call to the free hotlines (952/8335). And also in most materials other options for managing diarrhea
and vomiting including taking ORS and how to prepare home sugar-salt solutions for water loss

replacement were stated.
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Language

Both the main messages and call to action on the materials was presented in the active voice and
words that target audiences’ use. But some of the words used on the materials were not familiar
with the general public (target audience) and can make them confused. For instance words like
“treated water” and “life-saving substance” are not clearly defined and can’t be understood easily.
In addition to this, on the first material which gives general information about cholera the most
important information which shows how the disease transmission occurred was described using a
diagram which can’t be easily understood with all target audiences. Such ways of presentation may
need further explanations and guidance so that, audiences can easily understand the information

appropriately.
PART B
Behavioral recommendation

Most of the materials included more than one behavioral recommendations to prevent cholera and
to reduce its transmission like proper handwashing, eating food while it is hot, washing vegetables
and fruits thoroughly, using proper and clean toilet, to use clean and safe drinking water and the
like.

In most of the materials the importance of this behavioral recommendations was not explained
very well. Providing enough information about the recommended behaviors will help the target
audience to make informed decisions. The recommended behaviors was also presented using
different images. For instance hand washing, washing vegetables and toilet use was supported with
an images in most of the materials. In all of the materials, specific directions/ procedure on how to
perform the recommended behaviors was not included like how to wash hands and how to treat a
water for drinking.

PART C

Numbers

Most of the materials used bullets and number list for the recommended behaviors. And the
presented numbers are always used by the primary audience. All of the materials didn’t use
decimals, fractions and percentages which can challenge audiences to understand the meaning and

lead to conduct mathematical calculations.
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PART D
Risk

Most of the materials tried to explain the nature of the problem that cholera is infectious disease
and an emergency case that need immediate treatment and health care. Some of the materials didn’t
address both the risk and benefit of the recommended behaviors and didn’t show the severity of
the disease. All of the materials didn’t use numeric probability to describe risk of the problem

which may be difficult to interpret and understand for some audiences.
Material 1: Leaflet about cholera disease

The calculation for the score was:-

Part A=3/6 Part B=2/2 Part C =2/2 Part D =2/3

Total Score =9/13*100=69.2 based on the index scoring the material needs improvement because

the score result is below 89.
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Material 2: Leaflet about Acute Watery Diarrhea
The calculation for the score was:-
Part A=5/6 Part B=2/2 Part C =2/2 Part D =2/3

Total Score =11/13*100=84.6 based on the index scoring the material needs improvement

because the score result is still below 89.

Material 3: Poster about cholera prevention methods
The calculation for the score was:-

Part A=6/6 Part B=1/2 Part C =2/2 Part D =0/3

Total Score =9/13*100=69.2 based on the index scoring the material needs improvement because

the score result is below 89.
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Material 4: Poster about water treatment
The calculation for the score was:-
Part A=3/6 Part B=1/2 Part C =2/2 Part D =1/3

Total Score =10/13*100=76.9 based on the index scoring the material needs improvement

because the score result is below 89.

Material 5: Banner about cholera prevention
The calculation for the score was:-

Part A=5/6 Part B=1/2 Part C =1/2 Part D =1/3

Total Score =8/13*100=61.5 based on the index scoring the material needs improvement because

the score result is below 89.
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6 Discussion

This study evaluated the risk-communication process that takes place during cholera outbreak at
Addis Ababa in 2019. The result of this study revealed that, exposure for cholera related message
and outbreak information in the past one year was 71.8% and 52.7% respectively. This implies
that the risk-communication messages related to the outbreak information were communicated less
compared to cholera prevention messages. Effective risk-communication is the most valuable
element in public health emergency responses and it should cover both the risks and actual health

problems.

The finding of this study showed that, 78% of the respondents exposed for cholera messages from
Television and TV was the most preferred source of health information. It is also stated on the
qualitative study, that rapid assessments were done on channel preference in selected sub-cities.
Public TV channels with high coverage rate were used to transmit the risk-communication
messages during the outbreak. Selecting the right and most referred communication channels is

necessary on delivering risk-communication messages effectively.®®

Most of the risk-communication messages and programs during the outbreak were transmitted
through TV using press-conference and other health related TV shows. This finding is in lined
with the study conducted at Haiti that television was the most preferred forms of communication

for receiving cholera messages.“®)

In this study, exposed respondents mostly recalled messages related with “Hand washing” and
“Toilet hygiene”. Those main messages were also seen in some of the communication materials
and reflected by participants in qualitative study. Participants also mentioned that they
remembered the cholera spots which transmitted during the outbreak. This implies that, delivering
consistent messages repeatedly may lead the audience to remember the key messages and to

increase their understanding on the communicated health problems.

The outcomes of effective risk communication also includes increasing awareness and knowledge
among target audiences. This study shows that, respondents have moderate knowledge about
cholera and its prevention. The finding was higher than the finding of the study conducted in

Tanzania.“®
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This knowledge difference may be due to the effect of the risk-communication activities done in

this specific area and the recent history of the outbreak in the study area.

According to this study, 60% of the respondents knew that cholera can be caused by drinking
contaminated water and this finding is in agreement with study conducted in South Africa where
majority of respondents reported drinking water from contaminated sources as a cause for
cholera.®® This study revealed that respondents have moderate to high knowledge on cholera
symptoms. 66.2% of respondents mentioned that watery diarrhea and repeated vomiting as
common symptoms of cholera. However, this finding was lower than studies conducted in Kenya

and Tanzania.®)(2)

The result of this study shows that, respondents have low knowledge regarding mode of
transmission for cholera. Only 57% of the respondents knew that cholera can be transmitted from
person to person. It was also seen that messages related with cholera transmission were less likely

presented in the communication materials.

In the present study, it was found that respondents have moderate knowledge on cholera treatment
and majority of respondents knew that cholera is a curable disease. On cholera treatment options,
97.6% of the respondents knew that cholera can be treated at health facility and only 22.3% of
them knew that the use of ORS for cholera treatment. The reason for this difference may be
respondents have general knowledge on cholera treatment and this finding was in lined with the

study conducted in South Africa.®®

Even though most of the communication materials and spots prepared on cholera prevention
methods, it was found that respondents have low knowledge on cholera prevention methods.
Majority of them didn’t indicated more than two cholera prevention methods. 67.1% of the
respondents stated proper handwashing as cholera prevention method and the finding was

comparable with study conducted in Haiti.“®)

The study found that, the mean score knowledge for cholera was high among female respondents
than males. This discrepancy may be due to the fact that most of the females are housewives and
can spent more time obtaining health information from mass media such as TV and radio. This

finding is also seen in the post-outbreak study conducted in Iran.®®
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As education is primarily important and related to knowledge it was found that educational status
of respondents has a significant difference in cholera knowledge. Respondents with higher
educational level had better knowledge on cholera compared to Illiterates. This finding is also

align with a study conducted in Bangladesh.®*

From the multiple linear regression result, it was found that knowledge has a positive statistically
significant association with sex, educational status, source of health information and exposure but
negatively associated with occupational status. The result of this study revealed that, knowledge
for cholera increased by 1.849 for those respondents who obtain health information from TV and
increase by 0.911 for those obtain from HEWSs. This may be related to choosing TV as the most
preferred source of health information by majority of the respondents. It was also seen in the
qualitative study that cholera prevention messages were given for the community with the help of
HEWs in the area.

Knowledge for cholera increased by 3.077 among exposed respondents than non-exposed. This
could be due to the additive effect of exposure of messages on existing knowledge. It is also
reported that in qualitative result that participant’s gain new information from the spots and most
of them remembered that they exposed to the spots and easily identified the main messages. The

outcome of message exposure on knowledge also seen in other studies.®>>"

The result of the qualitative study revealed that, the risk-communication activities were done by
specific RCCE unit since 2016. Risk-communication requires to be carefully planned, applied and
combined with emergency management activities and processes. In this study it was found that, a
separate communication plan was derived for A.A from the national communication plan and
messages were prepared after doing rapid assessments on affected areas. This will help to identify
key problems in the areas and to set priorities for the message development process. The
implication of risk-assessment and identifying community risk-perception for successful

emergency response was seen in study conducted in Liberia.*?

Pre-testing materials with members of target audience will help to determine whether the messages
achieves the communication objectives or not. However, in this study pre-testing of messages was

not done with the community members (target group).
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As participants reflected, due to the emergency situation pre-testing of materials were done within
the technical group itself. Similar problem is also seen in study conducted on evaluating mass

media messages at Addis Ababa.®®

As emergencies are time-sensitive, communicating information quickly is crucial. So that, the first
source of information usually becomes the preferred source.®? In the present study, it is reported
that daily updates and new information related to the outbreak were delivered early for the public
using daily briefs and press-releases and the unit tried to be trusted source of information. Trust
and source of information were seen as essential factors for risk-communication to be reliable and

effective in other studies.®?

Evidences suggest that television and radio are the most broadly used mass-media and immediate
channels of communication during an emergency.®® During the outbreak, both government and
private TV channels were used for message dissemination. Channel preference assessment was
also done in A.A and some social media platforms were used for delivering messages during the
outbreak. This assessment will help to identify the most preferred means of communication for the
target audiences and to increase the reaching of messages. The role of media in preventing

infectious disease during outbreaks is also seen in study conducted in Nigeria.®®

The international Crisis and Emergency Risk communication (CERC) manual stated community
engagement as a strategy to understand the cultural context of the community and to build trust in
developing materials during emergencies.®? In this study, it is found that the risk communication
unit tried to engage community leaders and other influential person during mass-education. It was
also mentioned that beside awareness creation and health education activities, availing sanitation
services and materials for the community were supplied collaborating with other government
agencies. Such activities may help to build trust and to increase the credibility of the organizations

among the community.

On addressing rumors and uncertainties during the outbreak, feedback system with free call center
and media scanning platforms for scanning fake news from social media were used by the risk
communication unit. Identified rumors and false perceptions were addressed during their press-

releases and media briefing for the public.
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Addressing rumors and misconceptions early will help to resolve misunderstandings and to clear-
up messages for keeping information accurate. It was also reported in other studies that risk
communication need to be open, honest and need to acknowledge uncertainties to be effective and

successful.®9

The International Health Regulations (2005) indicated that all WHO Member states to develop
risk communication capacities as a core capacities and states those capacities to regularly assessed
and evaluated through external evaluation.®? Finding from this study shows that, even though
evaluation is planned for the risk communication activities it was not done at the end of the
outbreak. The occurrence of other outbreaks and overloading of tasks were mentioned as a reason
for this gap. Incorporating evaluation results and feedbacks from partners and communities will

help to improve ongoing and future emergency responses.

The bureaucracy problems including lack of attention for the risk communication activities, lack
of enough budget for material production and lack of professionals in the field were the major
challenges for the risk communication process. It was also found that, the problem with poor
documenting and data management system influenced and affect the risk communication work. A
study conducted in Liberia showed that the successful risk communication strategies including
various risk communication approaches helped for effective disease control during Ebola
outbreak.®V Strengthening risk communication with community involvement activities will bring

successful and effective impact in the overall emergency responses.

The result of the clear index score shows that, the quality of the materials score is low. Which
indicates that, the materials need improvement and further need assessments. Most of the materials
didn’t incorporate enough information about the disease and its prevention methods. This gap is
also reflected from participant that, they need more clarification and detail information on the
disease from the spots. Most of the communication materials and spots were found to be clear and
easy to understand. However, using unfamiliar words on the messages and problems on spot
presentations were found to be a problem. The use of inappropriate words, and problems on

message designs also seen on other evaluation studies.®©2)
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7 Strength and Limitation

Strength: - The study used holistic evaluation approach to evaluate the whole risk communication
process in different dimensions. The study is guided by CDC and WHO emergency & risk
communication guidelines to evaluate the risk communication process & communication

materials. This make the study to be evidence-based and comprehensive.

Limitation: - This study didn’t use baseline data and comparison group. Therefore, it was not
possible to evaluate the communication effect before and after the intervention. Even though
interviewer- administered questionnaire is used for quantitative study it was based on participant
self-report through interviews and there is a chance of introducing social desirability bias. The
study used health extension workers as data collectors in the community and this may result

interviewer (information) bias.
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8 Conclusion

This study evaluated the effectiveness of the risk communication process during the cholera
outbreak (2019) in Addis Ababa. The study revealed that the exposure level for risk
communication messages related to the outbreak information was low. Due to the less attention
given for risk communication activities in the emergency response center, every planned activities
were not done timely including evaluation. This may affect the development of the risk

communication field and future emergency responses.

The risk communication messages were prepared using rapid assessment and previous material
sources. However, the quality of the printed health communication materials scored below the
standard and the materials didn’t incorporate with enough information about the disease and its
transmission methods. This may implies that, target audiences will not be fully informed about the
disease and it will be difficult to get the desire effect at the end. Gaps has been seen in pre-testing
materials, data management and documentation for risk communication activities. For effective
health communication, there must be a need assessment in every process and strong documentation

system for reporting and evaluation.

The study also identified that respondents have moderate knowledge for cholera and those
respondents who have been exposed for cholera related messages are more knowledgeable than
non-exposed. This may indicate that, increasing the exposure of risk communication messages
have effect in increasing individuals knowledge towards the health problem. Sex of respondents,
educational status, occupation, source of information, exposure for cholera message & outbreak

information were a predictors for knowledge for cholera.

Therefore, the result of this study will be useful to increase and strength the risk communication
activities which will be prepared for a disease outbreaks and its impact for future emergency

responses and cholera prevention and control programs.
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Recommendation

For MOH and EPHI: - attention should be given for risk communication and community
engagement section in the emergency operation center and health communication materials
should be prepared based on strategic communication principles. The health
communication materials should also incorporate enough information about the specific
health problem.

For The risk communication unit: - the unit should build strong documentation system
and data management for each communication activities and monitoring and evaluation
should be implemented based on the plan for risk communication activities during
emergency responses.

For Higher educations :- Risk communication and community engagement should be
given as a specific course in higher education centers to get more professionals and to
strength the risk communication field.

For Researchers: - further researches should be conducted on cholera as it is epidemic
infectious disease in the country. In addition, experimental studies are necessary to evaluate

the effect of communication and causality.
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Annexes

Annex 1: Tabulated presentation of bivariate analysis

Table 10: Bivariate analysis of socio-demographic variables & HH characteristics in
predicting knowledge for cholera among respondents in Addis Ketema sub-city, Addis
Ababa, Ethiopia, 2020

Variables
(N=582)
Age in Years

Sex

Religion

Marital

status

Educational
status

Occupational

status

Value

Male (ref)
Female

Catholic (ref)
Muslim
Orthodox
Protestant
Married (ref)
Single

Divorced
Widowed
Unable to read &
write (ref)

Able to read &
write

Primary
Secondary
Technical
Higher/university
Gov’t employee
(ref)

Private employee
Merchant

Daily laborer

B

-0.084

1.161

-1.261
-1.046
-0.696

0.891
-0.967
-1.359

0.205

0.938
2.849
1.845
3.457

-1.454

-2.947
-3.285

P-value

<0.001

0.003

0.133
0.198
0.415

0.058
0.231
0.006

0.734

0.100
<0.001
0.009
<0.001

0.009

<0.001
0.001

95% ClI R? Adj.R?
Lower Upper
-0.116 -0.051  0.042 0.041
0.015 0.013
0.398 1.923
0.005 0.000
-2.908 0.385
-2.640 0.549
-2.370 0.978
0.025 0.020
-0.032 1.814
-2.552 0.617
-2.334 -0.383
0.085 0.077
-0.977 1.387
-0.181 2.056
1.707 3.992
0.463 3.228
1.915 4.999
0.053 0.043
-2.537 -0.371
4202 -1.692
5179 -1.390
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Housewife -1.922 <0.001  -2.940 -0.904
Student 0.161 0.899 -2.324 2.646
Other -2.687 <0.001  -4.063 -1.310
Functional Yes 5.157 <0.001 3.361 6.953  0.052 0.050
TV No (ref)
Functional Yes 0.358 0.286 -0.300 1.015  0.002 0.000
radio No (ref)
Table 11: Bivariate analysis of exposure variables in predicting knowledge for cholera
among respondents in Addis Ketema sub-city, Addis Ababa, Ethiopia, 2020
Variables Value R P-value 95% ClI R? Adj.R?
(N=582) Lower Upper
Source of Television 2.495 <0.001 1.444 3545 0.036 0.034
health Radio -0.763 0.038 -1.483 -0.044  0.007  0.006
information Social media 2.026 <0.001 1.122 2930 0.032 0.031
Newspaper/magazin 1.182 0.382 -1.473 3.837 0.001 0.000
e
Poster/Leaflets 2.406 0.033 0.196 4615 0.008 0.006
Community -0.045 0.959 -1.764 1.674  0.000 -0.002
conversation
HEWSs 0.387 0.265 -0.294 1.068  0.002  0.000
Other health 0.978 0.020 0.153 1.803 0.009 0.008
professionals
Friends/family -0.074 0.924 -1.580 1433 0.000 -0.002
Other -1.876 0.190 -4.687 0.935 0.003 0.001
Frequency of Everyday -0.025 0.961 -1.027 0.976
listening radio 5 ormore days 0466 0457  -0763 1695 O-00° 0002
per week
Once a week -0.267 0.577 -1.207 0.672
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Frequency of
watching TV

Frequency of
using Social

media

Exposure for
cholera
message
Exposure for
outbreak

information

Less than once a
week

Not at all (ref)
Everyday

Two or more days
per week

Once a week

Not at all (ref)

Everyday

Two or more days
per week

Once a week

Less than once a
week

Not at all (ref)
Yes

No (ref)

Yes
No (ref)

1.230

5.136
3.063

2.158

1.996
1.864

2.292
2.364

3.854

3.008

0.156

<0.001
0.014

0.458

<0.001
0.001

0.003
0.397

<0.001

<0.001

-0.472

3.344
0.632

-3.549

1.067
0.781

0.785
-3.108

3.196

2.399

2.933

6.928
5.493

7.865

2.925
2.947

3.800
7.836

4511

3.617

0.061

0.052

0.186

0.140

0.056

0.045

0.185

0.138
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Annex 2: Study Information Sheet

My name is .............oeeennnn... I am a data collector for Nardos Gelana. She is conducting a
study on evaluation of risk communication and health communication materials during the cholera
outbreak in Addis Ababa for the partial fulfillment of a master's in Health Promotion and Health
Education at Addis Ababa University. The objective of this study is to evaluate the risk
communication and health communication interventions undertaken during the cholera outbreak
and to assess the knowledge of the community about cholera. Therefore, the study will contribute
to strengthening the risk communication management by providing insight into the role of health

communications in outbreak management for further disease prevention programs.

Study site and period; - the study will be conducted in Addis ketema sub-city from May-Jun,
2020 GC.

Benefit: - There will be no direct benefit to you, however, the information you provide will have
great importance to conduct this research.

Risk- There is no risk or harm for participating in the study. You will be asked about what you
know about cholera and there is no right or wrong answer.

Procedures: You are selected by chance for this study and | kindly invite you to participate in this
study. If you agree to participate, you will be interviewed with some guided questions about the

research and yourself. The interview will take 15-20 minutes.

Participation: - You have the right to choose not to take part in this study and your participation
is based on your willingness. If you choose to take part, you have the right to stop the interview at
any time. If you are willing to participate or refuse or decide to withdraw later, you will not be

subjected to any problems.

Confidentiality: - The information that you provide will be kept confidential by using codes and
locking the data. No one will have access to the non-coded data except the investigator. The data

will not be used for purposes other than this study.
Whom to Contact: - If you have any questions, you may contact the person stated below.

Nardos Gelana - Tele: +251921545402 Email: nardiyegelana2008@gmail.com
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Annex 3: Informed Consent form

I confirmed that | understand the objectives and conditions of the study that | give my consent to
be part of the study. | have been given the necessary information about the research and | have
understood that it is my right to terminate participation in the interview at any time. The proposal

has been explained to me in the language | understand.

Informed consent Certified by:-

Participant

Signature Date

Interviewer

Name Signature

Date of interview Time started Time completed

Checked by: Supervisor:

Name Signature
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Annex 4: English version of questionnaire sheet

Section 1: Identification

Code [ ] Name of a data collector | |
Name of wereda | | Name of supervisor | |

Name of Kebele | |

Date | | Timestated [ | Timecompleted [ |

Section 2A: Socio-demographic information

No. Questions Categories

001 Age in years

002 Sex Male ---------- 1
Female -------- 2

003 | What is your religion? N T — .
Orthodox------====---- 2
Protestant-------------- 3
Catholig-----=======---- 4
Other (specify)-------- 33

004 What is your marital status? Single -------------mmoeo-- 1

005 What is your educational status? Unable to Read and write---------- 1

Primary school ---------------------- 3
Secondary school ------------------- 4
Technical --- S— 5
University / higher education ------ 6

006 What is your occupation? Government employee--------- 1
Private employeg ---------------- 2
Merchant ----=-=-====mmemmmmmeee 3
Daily laborer --------------------- 4
Housewife ---==---===mmmmmmmeeeeo 5
Student ----- SR
Other(specify)--------------------- 33

74




007 How much is your average household
income monthly (Ethiopian Birr)?
Section 2B: Household characteristics
008 How many individuals live in your
house?
009 What is the source of drinking water | Unboiled tap water -------------- 1
in your house? Boiled tap water ------------------ 2
Tank water ------------------------- 3
Filtered water -4
Bottled (packaged) water ----------- 5
Other (specify) --- 33
010 What is the type of toilet in your Pit latrine with cement slab ------------- 1
house? Pit latrine without cement slab --------- 2
Flush, connected to septic pits ---------- 3
Shared/ public toilet ---------------------- 4
No toilet/ open defecation --------------- 5
Other (specify) e 33
011 Is handwashing water and soap Y €S —-m-mmmmmmm e 1
available near the toilet? NO -----mmmmmmmmm oo 2
012 Do you have a functional TV? Y S -m-mmmmmmmm e e 1
N [ 2
013 Do you have a functional Radio? YE€S ~---mmmm e 1
NO ------m oo 2
Section 3: Exposure
101 What is your preferred source for TeleviSion ---------mmemmmemcemcemcemnae 1
health information? (=2 Ve [T R 2
: . . Social media -------------=-=-=---mnmmo-- 3
Multiple answers is possible .
( P P ) Newspaper Or Magazine ------------- 4
Circle all mentioned don’t read Poster/Le_a flets o >
Community Conversation ------------- 6
Health Extension Worker------------- 7
Other Health Professionals------------ 8
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Family/Friends/Relatives-------------- 9
Other (Specify) -----------=---=-------- 33
102 How often do you listen to the Almost Every day-------------=-=------ 1
radio? Two or more days per week ---------- 2
Once a week---------------=-mmemeeee- 3
Less Than Once a week--------------- 4
Not At All---------mmmmmmem oo 5
103 How often do you watch TV? Almost Every day-------------=-=------ 1
Two or more days per week ---------- 2
Once a week---------------=-momomemeeem- 3
Less Than Once a week--------------- 4
Not At All-------m-mmmmmmmm e 5
104 How often do you use social Almost Every day-------------=-=------ 1
media? Two or more days per week ---------- 2
Once a week---------------=memomemeeem- 3
Less than once a week----------------- 4
Not At All-------m-mmmmmmmm e 5
105 In the past 12 months, have you If no skip
seen/heard any information about YE€S =-mmmmmmmeemeemeeene e eeeaees 1 Question no
Cholera /AWD? NO ----mmmmmmmmmm oo 2 106 & 107
106 From where did you see/heard the | TV -=--==----mmmmmmmmmemmm oo 1
information? [0 [T [ 2
_ _ Social media -------------------- 3
(Multiple responses possible) Newspaper or Magazing------ 4
Posters/Leaflets----------------- 5
Community conversation------ 6
Health extension workers------ 7
Other health professionals-----8
Other (specify)------------------ 33
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107

What was the main message in the

Cholera causes watery diarrhea and

information you saw or heard? repeated vomiting- -1
. . About proper hand washing ---------- 2
(multlple answers are p055|b|e) Safe food handling practice ___________ 3
Circle all mentioned don’t read Washing vegetables and fruits thorou4gh|y-
Eating food while it is still hot ------- 5
Boiling of drinking water ------------- 6
How to treat diarrhea at home--------- 7
Using of ORS -------- 8
Keeping toilets clean ------------------- 9
Seeking health care during cholera
symptoms --- e 10
Other (specify) -----------=-=-=-m-m----- 33
If no skip
108 In the past 12 months, have you YE€S =-emmmmmmemmee oo 1 question no
seen/heard about Cholera /AWD NO -------mmmmmmmm oo 2 109
outbreak in Addis Ababa?
TV oo 1
109 If yes, from where did you see/ [0 [T [ — 2
heard the information? Social Media —=------mmcemmmmmmm 3
. . Newspaper or Magazine------- 4
(Multiple responses possible) POSters/L 6afletSmr e emer- c
Community conversation------ 6
Health extension workers------ 7
Other health professionals-----8
Other (specify)------------------ 33
Section 4: knowledge about cholera
Drinking contaminated water----------- 1
201 What do you think are the causes Unwashed fruits & vegetables --------- 2
for Cholera/AWD? Eating rotten food ------- ----3
(Multiple answers is possible) Unhygienic disposal of excreta and
refuse------------=--m-mmmmmmme oo 4
Circle all mentioned don’t read Poor hygiene/handwashing------------- 5
Don’t know---------======nmmmmmmme e 66
Other (specify)------------====-mmemmemm- 33
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Watery diarrhea --------------------- 1

202 What do you think are the Repeated vomiting ------------------ 2
Symptoms for cholera? Fever --------soeoeomoeomcennes ---3
(Multiple answers is possible) Dry mouth --------=-=-=-mnmm e 4

Tiredness--=-----===-soeommeomomcncnans 5
Circle all mentioned don’t read Loss of appetite ---------------------- 6
Weight loss---------------=------------ 7
Don’t know----==-=======nmmnmmemmen- 66
Other (specify) ---------=-=-=-=------- 33

203 Who do you think can be affected | Children 1

by choleras/ AWD? Young age people------------- 2
Older people-------------------- 3

(Multiple answers is possible) Females -------=-=e=emememeoenun- 4
Males ------=-=s=soemeoeomoeaeneee 5
Everyone ---------------m-mee-- 6
Don’t know --------66
Others (specify)---------------- 33

204 Do you think cholera can be If no, skip
transmitted from person-to-person? | Yes ----------------mmmmmmmmoe- 1 Question no

NO —mm e 2 205

205 If yes, how do you think cholera

can be transmitted? Through contaminated food/water by
infected fecal matter------------------------ 1

(Multiple answers is possible) Through houseflies ----------=-==mnmmmmeuev 2
Sharing of toilet facilities ----------------- 3

Circle all mentioned don’t read Handshaking of infected person ---------- 4
Contact with infected person body fluid -5
Through air--------=-==-=--mmmemmmee oo 6
Don’t Know ------==--==mmmmmmmmmmm oo 66
Other (specify)------- 33

206 What do you think you cando for | Go to health facility ------------------- 1
yourself or your family members Use oral rehydration solution -------- 2
with watery diarrhea and vomiting? Use homemade sugar-salt solution---3
(Multiple answers is possible) 0 A —— 4

Don’t know mmmmmmemmmemeeeee 66
Other (specify) --------------=-omnmmu-- 33
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207 Do you think cholera/ AWD is a [ e 1
curable disease? NO -----mmmm e 2
Don’t know -=---------66
208 Where do you think a person with | Home -------==-=-mcmcmmmmmcmmmmmmemeee 1
cholera/AWD can be treated? Treatment center/ health facility -----2
. . . Don’t know ------------=--=--mm-mmmem- 66
Multipl bl .
(Multiple answers is possible) Other(specify) 33
209 How do you think cholera/AWD Using Oral rehydration solution ------ 1
can be treated? Rice water ------ memmmememens 2
(Multiple answers is possible) Home-made saline solution----------- 3
Plain water ------------=-=-=-m-m-mnmumo- 4
Circle all mentioned don’t read Go to health facility ------------------- 5
Traditional medicines ----------------- 6
Prayer -----=--e=-emcemeommeceeee e 7
Home rest without remedies ---------- 8
Don’t know ------=-=-==-mmmmmememmeee 66
Other (specify)--------=-=-=-=-mmnmmmm-- 33
210 What do you think is the severity Yes No Don’t know
(harmfulness) of cholera if left
untreated?
(Read the lists, multiple answers is
possible)
1 Can leads to dryness of skin 1 2 66
2 Can leads to sunken eyeball 1 2 66
3 Can leads to weight loss 1 2 66
4 Can leads to body weakness 1 2 66
5 Can leads to unconsciousness 1 2 66
6 Can leads to death 1 2 66
211 Do you think AWD/ Cholera is Y€S ---mmmmmmm e 1 If no skip
preventable? NO ---mmmmmmmm e 2 Question no
Don’t kKnow -------=---===-==--mmo--- 66 212
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212

If yes, can you mention the
prevention methods for cholera?
(Multiple answers is possible)

Circle all mentioned don’t read

Proper handwashing with soap & water--1

Using safe drinking water ----------------- 2
Reheating food thoroughly --------------- 3
Avoiding uncooked food ------------------ 4
Eating food while it is still hot ----------- 5
Washing vegetables & fruits -------------- 6
Proper disposal of human waste ---------- 7
Keeping toilet clean------------------=----- 8
Praying --------==-==mnmmmmmmmmmmmmmmeeeee- 9
Do not know --- 66
Other (SPecCify)--------==-=mm-mmmmmmmemmmee- 33
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Annex 5: Interview guide for key informant interview

Code

Date: Name of Office

Sex: __ Position /responsibility in the office:
Educational background Work experience

Introduction: Good morning/afternoon. My name is Nardos Gelana. | am MPH student of
HP&HE in Addis Ababa University and | am conducting study on evaluating risk communication
and health communication materials during cholera outbreak. One of the objective of the study is
to explore the risk communication process and to evaluate the materials prepared during the
outbreak. So, | am here to discuss your experience on risk communication during cholera outbreak
in Addis Ababa.

I will take notes so that | can remember all of your important comments, but your name or personal
details won’t be attached to anything you share with me. The interview will be recorded and you
can stop the interview at any time or skip any questions you do not want to answer. Do you have

any questions for me? If No, Is it okay to continue?

601. During the cholera outbreak, was there a risk-communication team in your office? Probe if

yes when was it founded? Can you specify the professionals involved?
602. What was the objectives of the risk communication during the outbreak?

603. Did you develop any partnership? If yes, who were involved in the risk communication

process?

604. Did you prepare a risk communication plan during the outbreak? Probe if yes, does it include

community engagement?

605. How did you draft and test risk communication messages? Probe did you pre-test the

materials?

606. What have you done on media engagement and channel selection? Probe, which media did

you choose and why?

607. What have you done to ensure the credibility of your organization?
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608. What activities are done on building trust and engaging the affected population? Probe how?
609. How did you communicate uncertainty associated with the risks during the outbreak?

610. How was an ongoing risk or any update related to the outbreak explained for the public?
611. Were there any rumors during the outbreak? Probe how did you managed it?

612. Have you done an action review after the outbreak? Probe if yes, who were involved?

613. How was your documentation throughout the risk communication process? Probe did you

document lessons learned during the process?

614. What challenges have been faced in the risk communication process? Probe what mechanisms

have you taken to overcome those challenges?

615. Have you done evaluation for the risk communication activities? Probe if yes, how was it?

And who were involved?

616. Do you have anything to add?

Thank you!
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Annex 6: In-depth interview guide
Code:

Date of Interview: Health communication Material:

Background data:

Wereda/Kebele: / Age: Sex
Marital status Educational status:
Occupation:

Introduction

Good morning/ afternoon. My name is Nardos Gelana. | am MPH student of HP&HE in Addis
Ababa University. | am here to discuss with you on some health communication materials and |
want to hear your views and opinions about the materials. There is no right or wrong answer to the
questions I’m going to ask. Although the discussion will be recorded with tape-recorder and it will
remain confidential. Your participation for this discussion is completely voluntary and at any time

you can leave the discussion. Are you willing to continue the discussion?
Questions

01. What do you think the material is about?

02. To whom do you think this message is directed? Why?

03. Is it easy to understand for you? If no why?

04. Is there anything you like? If yes, which aspect do you like?

05. Is there anything you dislike? Why?

06. Is there anything in the message that is difficult to believe?

07. What do you think this message is asking you to do?

08. What benefit do you think you can receive if you adopt the recommended behavior?
09. What new/different information did you get?

10. Would you share this new information with others? Why/why not?

11. Do you think people in your community will think differently if they see/read this material?
How?

12. Is there any additional thing you would like to add?
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Annex 7: CDC clear index score sheet checklist

Name of the material:

Questions Score
Part A: Core Yes (1) | No (0)
Main message and call to Action
1 Does the material contain one main message statement?
2 Is the main message at the top, beginning, or front of the material?
3 | Does the material include one or more calls to action for the primary
audience?
Language
4 Do both the main message and the call to action use the active voice?
5 Does the material always use words the primary audience uses?
6 Is the most important information the primary audience needs
summarized in the first paragraph or section?
Part A score Total /6
Part B: Behavioral recommendation
7 Does the material include one or more behavioral recommendations for
the primary audience?
8 | Does the material explain why the behavioral recommendation(s) is
important to the primary audience?
Part B score Total /2
Part C: Numbers
9 Does the material always present numbers the primary audience uses?
10 | Does the audience have to conduct mathematical calculations? (here yes
scores “0” and No scores as “17)
Part C score Total /2
Part D: Risk
11 | Does the material explain the nature of the risk?
12 | Does the material address both the risks and benefits of the recommended
behaviors?
13 | If the material uses numeric probability to describe risk, is the probability
also explained with words or a visual?
Part D score Total /3
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Annex 8: Amharic version of a subject information sheet

Pav/ 8 av(ieB), (118:

mS LATAT 9% CNAA: AL AFT4 GCAN 1AG +ONE av/B ANAN. T SCAA 14T
NA20 ANN RIACAL PUNLFAN MG AmANP FPUCT NEA PmS TI0A09G 2m.s AmANP VG LU
oLP 04 AFPT NALAANA H0irf NINLD- Phdd- OLCHTT AL PINLD-T PLav AL 40N AT tM.G
aARNAT JOHG AL aPav(Che U477 AN TITNT: ePGR PT AATIP° (AL OLCTT LH OHAGTT
PLav h8. +NNETF T 0Mm,G aPARNPT AT UNLTAN AADAL: PADT AD-Pt apavly 1@< AAHVI® LV
PG AtnGhs 0PLae 8D RPPC MG 00t NG-PTF PATFDT AEPR 19700 418 AG ADLLT NTiF7
(ovhAnd NPT AL hAdrtP2 L0Zh A=

PGk O A LH: TOR PULNELD: (ALN Dol heahtal A7 evlf@-9° h 710H.e Ahh 170 2012
PTLANAN BUPTA::

MP7LF: (LY TG AL NPAtE 09907 PTF PPI° PAC: TICT P9LAMT 92l8 87T TST ATTNBe:
n& g mPoF hAm-:

hLD: (Y TG AL NaPATE PTLLLANT I°79° ALY ALDI® I T4t ALTCIP: A hdue- N
PLeOETT NF LavhA v

PLIFNFA: ACO OHY TGT AT24T4 0 ADMT, OFavlme ALPT ONTGEI® AT9.A41T4 MANNCT Ang PAv-:
AAFG rF0TTav QAP KS PG IC OHIST SFOA TPEPTT emePhe: PAPMLHRI® N 15-20 LbP
LOA5A =

FATE: PhCH TOTE NG PLTVE AL PHavALt (LT PAPAFGEI® av(F hAPT:: (1 PA oMt DPT
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Annex 9: Amharic version of informed consent
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Annex 10: Amharic version Questionnaire
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Annex 11: Amharic version of Key informant interview guide
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Annex 12: Amharic version of In-depth interview guide
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Annex 13: CDC clear index score sheet result

Checklist assessment for material 1: (Leaflet about cholera disease)

Questions Score

Part A: Core Yes (1) | No (0)
Main message and call to Action

1 Does the material contain one main message statement? 0

2 Is the main message at the top, beginning, or front of the material? 0

3 Does the material include one or more calls to action for the primary 1
audience?
Language

4 Do both the main message and the call to action use the active voice? 1

5 Does the material always use words the primary audience uses? 1

6 Is the most important information the primary audience needs 0
summarized in the first paragraph or section?
Part A score Total 3 /6
Part B: Behavioral recommendation

7 Does the material include one or more behavioral recommendations for 1
the primary audience?

8 Does the material explain why the behavioral recommendation(s) is 1
important to the primary audience?
Part B score Total 2 /2
Part C: Numbers

9 Does the material always present numbers the primary audience uses? 1

10 | Does the audience have to conduct mathematical calculations? (here yes 1
scores “0” and No scores as “17)
Part C score Total 2 /2
Part D: Risk

11 | Does the material explain the nature of the risk? 1

12 | Does the material address both the risks and benefits of the recommended | 1
behaviors?

13 | If the material uses numeric probability to describe risk, is the probability 0
also explained with words or a visual?
Part D score Total 2 /3

Calculation for the score: Part A=3/6 Part B=2/2 Part C =2/2 Part D =2/3

Total Score =9/13*100=69.2
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Checklist assessment for material 2: (Leaflet about AWD)

Questions Score

Part A: Core Yes (1) | No (0)
Main message and call to Action

1 | Does the material contain one main message statement? 1

2 Is the main message at the top, beginning, or front of the material? 1

3 | Does the material include one or more calls to action for the primary 1
audience?
Language

4 Do both the main message and the call to action use the active voice? 1

5 Does the material always use words the primary audience uses? 1

6 Is the most important information the primary audience needs 0
summarized in the first paragraph or section?
Part A score Total 5 /6
Part B: Behavioral recommendation

7 Does the material include one or more behavioral recommendations for 1
the primary audience?

8 | Does the material explain why the behavioral recommendation(s) is 1
important to the primary audience?
Part B score Total 2 /2
Part C: Numbers

9 Does the material always present numbers the primary audience uses? 1

10 | Does the audience have to conduct mathematical calculations? (here yes 1
scores “0” and No scores as “17)
Part C score Total 2 /2
Part D: Risk

11 | Does the material explain the nature of the risk? 1

12 | Does the material address both the risks and benefits of the recommended | 1
behaviors?

13 | If the material uses numeric probability to describe risk, is the probability 0
also explained with words or a visual?
Part D score Total 2 /3

Calculation for the score:

Part A=5/6 Part B=2/2 Part C =2/2 Part D =2/3

Total Score =11/13*100=84.6
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Checklist assessment for material 3: (Poster about cholera prevention methods)

Questions Score

Part A: Core Yes (1) | No (0)
Main message and call to Action

1 | Does the material contain one main message statement? 1

2 Is the main message at the top, beginning, or front of the material? 1

3 | Does the material include one or more calls to action for the primary 1
audience?
Language

4 Do both the main message and the call to action use the active voice? 1

5 Does the material always use words the primary audience uses? 1

6 Is the most important information the primary audience needs 1
summarized in the first paragraph or section?
Part A score Total 6/6
Part B: Behavioral recommendation

7 Does the material include one or more behavioral recommendations for 1
the primary audience?

8 Does the material explain why the behavioral recommendation(s) is 0
important to the primary audience?
Part B score Total 1 /2
Part C: Numbers

9 Does the material always present numbers the primary audience uses? 1

10 | Does the audience have to conduct mathematical calculations? (here yes 1
scores “0” and No scores as “1”)
Part C score Total 2/2
Part D: Risk

11 | Does the material explain the nature of the risk? 0

12 | Does the material address both the risks and benefits of the recommended 0
behaviors?

13 | If the material uses numeric probability to describe risk, is the probability 0
also explained with words or a visual?
Part D score Total 0/3

Calculation for the score:

Part A=6/6 Part B=1/2 Part C =2/2 Part D =0/3

Total Score = 9/13*100=69.2
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Checklist assessment for material 4: (Poster about water treatment)

Questions Score

Part A: Core Yes (1) | No (0)
Main message and call to Action

1 | Does the material contain one main message statement? 1

2 Is the main message at the top, beginning, or front of the material? 1

3 Does the material include one or more calls to action for the primary 1
audience?
Language

4 Do both the main message and the call to action use the active voice? 1

5 Does the material always use words the primary audience uses? 1

6 Is the most important information the primary audience needs 1
summarized in the first paragraph or section?
Part A score Total 6 /6
Part B: Behavioral recommendation

7 Does the material include one or more behavioral recommendations for 1
the primary audience?

8 Does the material explain why the behavioral recommendation(s) is 0
important to the primary audience?
Part B score Total 1/2
Part C: Numbers

9 Does the material always present numbers the primary audience uses? 1

10 | Does the audience have to conduct mathematical calculations? (here yes 1
scores “0” and No scores as “17)
Part C score Total 2/2
Part D: Risk

11 | Does the material explain the nature of the risk? 1

12 | Does the material address both the risks and benefits of the recommended 0
behaviors?

13 | If the material uses numeric probability to describe risk, is the probability 0
also explained with words or a visual?
Part D score Total 1/3

Calculation for the score:

Part A=6/6 Part B=1/2 Part C =2/2 Part D =1/3

Total Score = 10/13*100=76.9
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Checklist assessment for material 5: Banner about cholera prevention

Questions

Score

Part A: Core

Yes (1)

No (0)

Main message and call to Action

Does the material contain one main message statement?

Is the main message at the top, beginning, or front of the material?

Does the material include one or more calls to action for the primary
audience?

Language

Do both the main message and the call to action use the active voice?

a1

Does the material always use words the primary audience uses?

Is the most important information the primary audience needs
summarized in the first paragraph or section?

Part A score

Total

51/6

Part B: Behavioral recommendation

Does the material include one or more behavioral recommendations for
the primary audience?

Does the material explain why the behavioral recommendation(s) is
important to the primary audience?

Part B score

Total

1 /2

Part C: Numbers

Does the material always present numbers the primary audience uses?

10

Does the audience have to conduct mathematical calculations? (here yes
scores “0” and No scores as “17)

Part C score

Total

1172

Part D: Risk

11

Does the material explain the nature of the risk?

12

Does the material address both the risks and benefits of the recommended
behaviors?

13

If the material uses numeric probability to describe risk, is the probability
also explained with words or a visual?

Part D score

Total

173

Calculation for the score:

Part A=5/6 Part B=1/2 Part C =1/2 Part D =1/3

Total Score = 8/13*100=61.5
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