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Abstract 

In modern economic terms, healthy population is seen as an impol'lant engine of economic 
growth. Despite technological advancement in both prevention and treatment practice in the 
2 (" centwy, malaria is still a major cause of morbidity and mortality in the past three 
decade. Malaria is not only a health problem but also a developmental problem. It places 
significant financial hardships on both households and the economy Malaria is a long 
standing major health problem in Kedida Gamela Woreda of Kembata Tembaro zone, which 
is located in the central region of SNNPR, Ethiopia. So the paperfocuses to investigate the 
fac tors that affect the knowledge, allitude and practice of the woreda community towards 
preventing malaria. The study was a survey type, both primm)' and secondmy data \vere 
collected Primmy data was obtained through structured questionnaire, key infal'lnanl 
interview and focus group discussion Secondmy data was obtained ji-om published and 
unpublished materi"ls, project reports and maps, A total of 422 sample respondents were 
identified using cluster random sampling technique. The study was conducted ji-om March j 

lip to March 17, 2009. The analysis was made at an individual level using bi-variate and 
IIIl1lti-variate methods. By which this helps to identifY the socia-economic, demographic 
stalUs of the household and cOl1lmunity in that specific locality The result of bi-variate 
analysis showed that the demogmphic and socia-economic fac tors had relationship with 
respondents ' knowledge, allitude and practice. Moreover, significant proportion of the 
respondents had knowledge, positive allitude but poor practices of malaria prevention This 
situation had been observed across all the demographic and socio-economic characteristics 
olthe respondents. The chi sqllare and cross tab correlation analysis also slnlll'ed tlwt 
access to any form of medias, level of income, participation on environlllental S{{/lltwy 
lIIanagement, contact with health extension workers, literacy status, and occupation ",cr" 
found /() be significantly related to knowledge and allitude. Nevertheless, sex, marital,l'tatlls, 
age, place of residence and household size were not statistically associated with knowledge 
and allitude. Based on the .findings, the following points of recommendations were stat eli: 
providing health education, improving the environmental dimension, searching alternative 
sources of trans milling health education and continuing the work done by NGOs. 
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1. introduction 
Malaria causes more harm in Africa than in any other continent .It is the leading cause of 

diseases in the continent. Although only 54% of global malaria cases in 2004 occurred in 

Africa, the region accounted for almost 90% of malaria fatalities (WHO, 2005). Despite 

technological advancement in both prevention and treatments practice in the 21 st Century, 

malaria is still a major cause of illness and death. Almost half of the world's population 

lives in areas where the disease is either endemic or epidemic. It affects about 107 

countries and most of them are tropical (World Economic Forum, 2006). 

Malaria is an old and long standing disease in Ethiopia. Generally lowland and temperate 

areas below 2000 meters above sea level (a.s.!) are considered to be malarious in the 

country. Occasionally, malaria transmission also occurs in previously non-malarious 

areas including areas up to 2500 meters a.s.! when micro climate and weather conditions 

are favorable for propagation of mosquitoes, resulting in short lived sever epidemics. 

Malaria epidemics generally occur in Ethiopia in September to November immediately 

after the long rains during June and July and in some places also following the short Belg 

rain during April and May (MOH, 2004). 

Ethiopia is the second most populous country in Africa with the population of about 74 

million in 2008 (CSA, 2008). About 84.6 % of the population lives in rural areas. Of 

about one million square kilometer of the rountry's landmass, about 75% is considered to 

be either malarious or potentially malarious; and about 65% of the total population of the 

country is at risk of infection (MOH, 2008). The transmission of the disease generally 

occurs during the peak cultivating and harvesting period of the year and has tremendous 

impact on the agricultural productivity. The adverse consequence of malaria epidemics 

does not only result in mortality and morbidity but also severely affect the income of 

households and the economy of the country at large (World Bank, 1999) 

Malaria has always been a serious proble!"!) for the majority of human kind. Its impact on 

developmel;t i3 verI high, especially in economic development frontiers. It is not just 

only a health problem; it is also a social ftnd economic problem which can not be solved 



sol~ly by medical technology (World Economic Forum, 2006). The burden of malaria 

therefore is a challenge to human development, manifesting itself as a cause and 

consequence of under-development 

In the health policy of Ethiopia the concept of primary health care has been widely 

adopted. Malaria control with in the orbit of primary health care aims at the reduction of 

morbidity and mortality through strengthening the local capabilities by improving the 

knowledge, attitude and practices of the community towards preventing the malaria 

situation. However, to date in Ethiopia, the malaria prevention and control activities were 

mostly executed by health institutions which are often inaccessible due to many reasons. 

As a result, the majority of the rural popUlation is not benefiting much from the services. 

In order to improve and expand malaria prevention and control services, it has been 

designed to entail the active participation of the communities and all organizations. To 

this effect, activities that raise the awareness of communities are being implemented so as 

to directly entail and involve the local communities in the malaria prevention and contro l 

activities (MOH, 2004). 

Despite the continued intervention efforts, which includes anti malarial drugs and 

Insecticide Treated mosquito Net ( ITNs) distribution as well as indoor residual spraying 

(IRS) for the past many years, the prevalence of malaria in Ethiopia was used to be very 

high (WHO, 2000).However, according to the FMOH 2007, national Malaria Indicator 

Survey (MIS) report, a remarkable progress has been made in the fight against malaria in 

the past 2-3 years, especially in scaling-up prevention interventions and reduction of 

parasite prevalence was very low(0.7%) in malarious areas and ITNs coverage has 

increased 15 fold. 

The knowledge, attitude and practices (KAP) of communities in relation to malaria 

disease particularly the ways and methods of prevention and treatment must be 

understood prior to initiation of intervention, because it is not only the knowledge of 

health workers about malaria that really matters and also not the abundance and 

availability of effective drugs and ITNs that determines the spread of malaria, but it is 

very criti cal that the KAP of the local communities towards malaria reach a higher level. 
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The success of malaria control program presently relies heavily on community perception 

and practices in the transmission, treatment and control of disease. Incorrect beliefs or 

inappropriate behavior can influence the effectiveness of controlling measure (Deressa. 

el ai, 2003). Based on cultural, social and economic factors, it is currently recognized that 

people in different settings hold a variety of beliefs and practices about the cause, 

transmission, recognition, treatment and prevention of malaria (Ahorlu et aI, 1997).In 

such cases an understanding of the communities'knowledge, attitude as well as practices 

towards preventing malaria is mandatory to the success of implementation. 

Thus, the major factor contributing to the regional and local variability in malaria burden 

is presumed to be differences in the levels of social and economic development. The 

other contributing factors for the increasing of morbidity and mortality of people by 

malaria in some areas include changing agricultural practices, deforestation, population 

movement into malarial areas and the deterioration of health services (World j:: r .. "mIC 

Forum, 2006). 

1.1 Statemellt oJthe problem 

There is a growing literature on the importance of health to econOI:1ies and development 

as a whole. Healthy population is seen as an important engine of economic growth. Good 

health affects economies in many positive ways. For instance, better health has an impact 

on labor productivity and can boost economies by promoting saving and investment. That 

is why health as a human and social capital is recognized as a vital component of the 

development process. But poor health in any community has been responsible for much 

of the human suffering and misery and also largely aggravates the vicious circle of 

poverty (Todaro, 2005). 

Improved health status of a society in fact has an affirmative effect in enhancing the 

quality of life and promoting social development. Health is fundamental to the broader 

notion of expanded human capabilities that lay at the heart of the meaning of 

development (Todaro, 2005). Accordingly it is agreed that healthy human resource of a 

nation, not other material resources ultimately del. ermines the character and pace of its 
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economic and social development because this resource constitutes the ultimate basis for 

wealth of nations. 

It is the fact that malaria is one of the serious health problems in the world in general and 

in developing countries in particular, the burden of the disease is great. Over 1 million 

people die each year from the disease in sub Saharan Africa. It is the leading cause by a 

wide margin of disease in Africa. It imposes a heavy cost not only on a country's current 

income but also on the rate and level of its economic growth and development in the long 

run (World Economic Forum, 2006). Malaria affects individuals and communities both 

directly through its impact on employment and productivity and also indirectly through 

their effect on economies. 

Malaria affects the development process of a nation because it affects the overall 

macroeconomic environment. According to the World Economic Forum (2006), the most 

immediate effect of malaria is its impact on the work force. Employees who felt sick by 

the disease are less likely to work effectively and more liable to take time off to recover. 

If workers' family members fall ill, workers may have to take time off to care for them. 

In a study done by Alsan (2006), malaria as a health problem slacken economies by 

reducing saving and investment. People who expect to live longer have a greater 

incentive to save for retirement, and their saving increases the funds available for 

investment in the economy. It is also added that malaria has an influence on nation's 

ability to attract foreign investment and expand tourism. 

A study done in rural Tanzania by Mwageni el al (2002) revealed that the economic 

impact of malaria is disproportionately felt by the poor. Many poor people live in 

environmentally vulnerable areas and are less able- to afford prevention and treatment 

than wealthier groups. A study fo und that mortality in Tanzania resulting from acute 

fever among the poorest children was 39 % higher than among the wealthiest children. 

According to Padrnawati el ai, 2005 the socia economic conditions of the community 

have direct bearing on the problem of malaria because ignorance and impoverished 
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condition of people contribute in creating source and spread of malaria and hinder disease 

control. 

Malaria in Ethiopia has been endemic for many years and called by different names in 

different areas. Malaria is distributed in all zones of South Nation Nationalities Peoples 

Region (SNNPR) and ranks first among the top ten causes of morbidity in the region. On 

average over half a million cases of malaria are treated each year (Bureau of Finance and 

Economic Development, 2007). 

It is also true that malaria is a long standing major problem in Kedida Gamella Wereda of 

Kembata Tembaro zone, which is located in the central region of SNNPR, Ethiopia. In 

fact the effort has been done by the government and Non Governmental Organizations 

(NGOs) to mitigate its impact and have born fruit in some spatial entities but the disease 

remains a resilient foe in many times. In order to bring the local community to fully 

participate in the prevention activities, the factors that affect the knowledge, attitude and 

practice of the local community towards preventing malaria need to be understood. 

It is difficult to promote development without participation of the community. 

Development plans will not be effective if the community is unable to adopt interventions 

due to lack of knowledge and practices. Therefore, one would expect that knowing the 

level of knowledge, attitude and practice of the community would be an integral element 

of preventing malaria. Thus, this research is needed to identify socio economic, 

demographic and institutional factors affecting the community's knowledge, attitude and 

practice towards malaria prevention relationship within the individual and community 

level. 

This study, therefore, deals with issues related to factors affecting the KAP of the 

community including general poverty, quality of housing, access to media and health 

services, access to health education, types of health service delivery, place of residence, 

level of education as well as the presence of malaria control program. This study was 

conducted in Kedida Gamela woreda of Kembata Tembaro Zone in SNNP rer.ion of 

Ethiopia where it is characterized by frequent epidemics of malaria. ~ ' .<. 
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1.2 Objective of the study 
1.2.1 General objective 

To investigate the ractors that afTeets the knowledge. allitudc and practice or the local 

cOl11l11unit)' towards preventing l11alaria in Kedida Gamela woreda or Kal11bata TCl11bam 

/.one. SNNI'R. 

1.2.2 Specific objectives 

.:. To examine the indigenous or introduced knowledge or practice oj' the eomnllll1ity to 

prevent and control malaria . 

• :. To inves tigate people's awareness about the environl11ental health managel11ent in 

rel'ltion to l11alaria prevention . 

• :. To assess the extent to which community's knowledge, attitude and practices oj' 

malaria prevention arc related to dilTerent soeio-economic. del110graphic and 

insti'ut;on,.rifilc tors orthe Si'JJY populali')J1. 

1.3. Research questions 

I. What difTerenees exist in difTerent socio-economie. demogr'lphic and instituti(lnal 

background characteristics and knowledge. allitude. .lIld pr.letices of' the 

community towards preventing malaria across the study area') 

2. What is the knowledge or the community concerning malari a as a disease and as .1 

development problem'! 

3 What arc the eommunitics's indigenous and introduced knowledge or practices 

to control and prevcnt mala ri a in the study are.a? 

IA. Scope of the study 

The study about thc community's knowledge. altitude and practices towards preventing 

l11alar ia is u broad subject mailer. It is dii'lieult to address all issucs in such a small 

researc h project. Therel·ore. Ihis research is restricted in sp.lee and eonlent. II is cOlllluclL'd 

in Kedida (jumcla woreda. As lilr as the content or the study is CUllcL'rIled. Ihis rescarch 

I()cuses on the filctors alTeeting the knowledge. allitude and pr.(clic·cs 01' the eOl11nlllnill 
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1.4. Scope of tIle study 

The study about the community's knowledge, attitude and practices towards preventing 

malaria is a broad subject matter. It is difficult to address all issues in such a small 

research project. Therefore, this research is restricted in space and content. It is conducted 

in Kedida Gamela woreda. As far as the content of the study is concerned, this research 

focuses on the factors affecting the knowledge, attitude and practices of the community 

towards preventing malaria by which it could help to identify the socio-economic, 

demographic and institutional status of the households and community in that specific 

locality. 

1.5 Sigl/ifical/ce of the stlldy 

The findings of the study may contribute the lessons about current efforts by the 

government, NGOs, and researchers to find better policy and strategic option to add ress 

the problem of malaria. This study attaches great importance in assessing the level of 

knowledge, attitude and practice about preventing malaria in the proposed locality and 

community presenting possible interventions to avert the pressure of the disease. The 

local health service planners will get some insight in planning of prevention and 

controlling of malaria. This study will also give an insight for further study. As the 

subject is too broad, this small study perhaps may not be adequate to address all factors 

affecting the community's KAP towards malaria prevention but the study could pin point 

clues and identify opportunity for further investigation. 

1.6 Limitations of the Stlldy 

It is difficult to address all issues in this study due to limited time and resource. The study 

tried to address the most important points by focusing on the selected variables in order 

to attain the objective of the study. The other limitation of this study is the absence of 

related researches which were useful for comparison. Since the study is a randomized 

survey type by taking smaller population, it is difficult to generalize all the resul ts from 

the recent study about the whole community of the woreda. Further more the study was 

conducted under several constraints and challenges particularl y during the process of data 
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collection since some of the households living in various clusters were inaccessible, 

scattered and found busy. The main solution were getting guiders, who know the 

surrounding very well and spending more time on the field work. Hence, reasonably the 

results can reflect the general picture of the communities' knowledge, attitude and 

practice towards malaria prevention to the extent possible. 

1.7 Orgallizatioll of the paper 

The study is classified into six parts. The first part introduces the thesis incorporating 

statement of the problem, objectives, research questions, significance of the study, and 

limitations of the study. The second part presents review of literature and conceptual 

frame work of the study. The research methodology is explained under the third part 

where study design, data source of the study, sampling methods, sample size 

determination, method of data of analysis, and variables to be analyzed are explained. 

Chapter four presents the results of the study. Chapter five is devoted to discussion part. 

The final section presents the summary of the study, conclusive remarks, and 

recommendations. 
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2; REVIEW OF RELATED LITERATURE AND CONr:EPTl r <\ I 

FRAMEWORK 

2.1 Health and Development 

Development is a broader phenomenon. It is a universally acknowledged goal oi' 

individuals, families, communities, societies and nations all over the world. Development 

is also natural in the way that all forms of life on earth are inherently imperative to 

survive and develop. 

"Our first concern is to define the whole purpose of development. This 

should not be to develop things but to develop human beings. Human 

beings have basic needs like food, shelter. clothing. health and 

education. Any process of growth that does not lead to the fulfillment 0/ 

these needs or-even worse disrupts them - is a travesty of the idea of 

development" (World Bank, 1975). 

People are both enrl o and .' ~a~s, 0r ~ e"-'!ln,nme"t. Although improved health, nutriti on and 

education are ends in themselves healthy and educated human bcing is also the principles 

of achieving development. According to World Bank 1989 measuring development in 

terms of access to basic health services, education and food is more sat isfactory than 

using most other yardsticks. Social indicators such as life expectancy reflect more the 

condition of the population than per capita incomes. 

Without improving the levels of living the prospect for development is non-existent. The 

first priority of moving from a chronic state of underdevelopment to one of deve lopmellt 

must be raising people's level of living in tenns of food , shelter, clothing. heal th, 

education, employment, and other social service3 . So, development can be concei ved as a 

multidimensional process involving changes in structures, attitudes, and institutions as 

well as the acceleration of economic growth, th~ reduction of inequality and eradication 

of abso lute poverty and unemployment with in the growing economy (Todaro M, 2005). 

9 



There is growing literature on the importance of health to economies and development. 

Healthy population is seen as an important engine of economic growth. Good health 

affects economies in the following ways (World Economic Forum, 2006). First, good 

health improves children's education. Healthy children are able to attend school 

regularly. They are also more capable of learning when in class. So improved cognitive 

abi lities in children, in turn, are associated with a higher earnings and therefore 

potentially stronger economies in adulthood. 

A second channel through which health affects economIes IS its impact on labor 

productivity. Healthier workers attend work more often and are more energetic and 

mentally agile when at work. If workers, communities are heal thier, moreover, they need 

less time off to look after sick relatives. According to Bloom, study, a one year increase in 

life expectancy is tough to boost labor productivity by as much as 4%. Good health also 

boosts economies by promoting saving and investment people who expect to live longer 

have a greater incentive to save for retirement and their saving increases the funds 

available for investment in the economy. 

Education and health are basic objectives of development. They are important ends in 

themselyes. Health is central to wellbeing and education is essential for a satisfying and 

rewarding life: both are fundarnental to the broader notion of expanded human capacities 

that lie at the heart of the meaning of development. At the same time education and 

awareness play key role in the ability of developing country to absorb modem technology 

and to develop the capacity for self sustaining growth and development. Moreover, health 

is a pre-requisite for increases in productivity, while successful education relies on 

adequate health as well (Todaro 2005). 

Greater health capital may increases the return on investment because health is an 

important factor in school attendance; longer life spans raise the return to investments in 

education. Healthier individuals are more able to productivity and use education at any 

point in life (Todaro 2005). 
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The poor are significantly less healthy than the more affluent. Developing countries face 

a much more crippling disease burden than developed countries, especially regarding 

infectious diseases. Malaria, HIV/AIDS and parasites are the three major problems of the 

developing countries. Malaria is once in retreat, it's most deadly strand is now making a 

big comeback, particularly in Africa; it still kills about I million people each year 

(Todaro ,2005). Africa has made impressive progress in human development since its 

independent, but that has been a disquieting set back due mainly to fiscal difficulty and 

expanding population. If the current trend persists, the basis for long term development 

will be undermined (World bank, 1989). 

On the micro economic level, human capital theory focuses on individual' s investment. 

Human capital is a term economist's use for health, education and other human capacit ies 

that can raise producti vity when increased. Individuals are assumed to increase the stock 

of skills, awareness and abilities of individuals with in economy. Human capital theory 

assumes that the increased productivity of individuals can be aggregated to the nat ional 

or societal level of stimulate economic growth. As the health of the individual improves, 

the general quality of work force improves, workers become more efficient and the 

productivity of both labor and capital goes up (Nigatu 2005). 

Most economists now agree that it is the human resources of a nation, not its other 

capitals or material resources that ultimately determine the character and pace of its 

economic and social development; because healthy human resources constitute the 

ultimate basis for wealth of nations. 

Improved health status of one society has therefore an affirmati ve effect in enhancing the 

quality of life and promoting social development. If eq uitable and sustainab le 

development is to be achieved, an initial step may be to give an adequate emphasizes for 

health as a means of identifying priorities in rural and urban development endeavors . 

That's why the Millennium Development Goals ( MDGs ) were set forth in the 

Millennium Declaration, as document of development guidelines authored and accepted 

by countries of the world and their leaders including Ethiopia (Ministry of Finance and 
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Economic Development ,2005). The MOOs include eight goals, eighteen targets, and 

forty indicators. The MOOs, to be achieved between 2000 and 2015, include: halving 

extreme poverty and hunger, achieving universal primary education, promoting gender 

equality, reducing under-five mortality by two-thirds, reducing maternal mortality by 

three-quarters, reversing the spread of HIV and AIDS, malaria, and Tuberculosis 

(FB), ensuring environmental stability and developing a global partnership for 

development, with targets for aid, trade and debt relief. 

Malaria, therefore, is not only a health problem but also a developmental problem. It 

places significant financial hardships on both households and the economy. The burden 

of malaria therefore is a challenge to human development manifesting itself as a cause 

and consequence of under-development. 

The adverse impact of malaria on the health and socio-economic development of Ethiopia 

is relatively heavy. The pattern and trend of human settlement, particularly of the 

sedentary type, are partly imposed by the distribution of malaria (Zein A etal 1984). The 

malaria burden is a challenge to human development. It is both a cause and consequence 

of under-development. 

2.2 What is Malaria? 

Malaria is an infectious and life threatening public health problem widespread in many 

tropical and subtropical regions. It affects more than 500 million people every year and 

causes of one million deaths annually mostly among young children in sub-Saharan 

Africa ( Harrison, 1998). 

Malaria is both acute and a chronic parasitic disease of the tropics and sUbtropics caused 

by one or more of four intercellular protozoa of the genus plasmodium; Plasmodium 

/alciparum, Plasmodium vivax, Plasmodium ovale and Plasmodium malariae. The effect 

is significantly underlined by invasion and destruction of red blood cells. (WHO, 2003) 

The clinical presentation of malaria varies according to the infecting species and to the 

genetics, immune status, and age of the infected person. The most severe form of human 
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malaria is caused by Plasmodium falciparum in which variable clinical feature including . . 
spiking fever, chills, headache, muscular aching and weakness, vomiting, cough, 

diarrhea, and abdominal pain: other symptom related to organ failure may supervene, 

such as, acute renal failure and circulatory collages followed by coma one death, 

(www,dcp2.org.) 

Plasmodiumfalciparum account for more than 50% of malaria infections in most parts of 

Eastern Africa, over 90% in sub Saharan Africa and almost 100% in South America 

(WHO, 2007), The transmission of the parasite by female anopheles mosqui to was 

discovered in 1897 by the Briti sh surgeon Ronald Ross. In his accomplishment he 

discloses the host of malaria parasite is found within the body of mosquito 

(http,wikipidia.orglwilerlmalaria), 

The female anopheles mosquito often transmit the disease and spread malaria parasite 

through stinging and drawing up blood from infected person and injecting into the body 

of the healthy person. With the bite of infected mosquito, a few hundred slender, needle­

shaped parasites are introduced into human body. These parasites grow within 7-10 days 

to protozoa from liver vessels, the related parasite find their way to the blood stream to 

start a typical malaria effect in human body (Macgraw Hill, 1982). 

The Frenchman, Laveran in the year 1878 - 80, di scovered malaria in his work, While 

examining and testing the blood in the laboratory from a patient, Laveran, saw for the 

first time certain pigmented bodies, which we now know, are the cause of malaria fever 

(Prothero, 1965). 

2.3 Factors that precipitating the condition of ilia/aria 

Factors which may cause an "unexpected" increase in transmission are numerous and 

categorized by human and natural factors (WHO, 2006). Socio-economic development 

activities modifying or destroying environment (directly linked to human activities) and 

leading to the temporary or pernlanent displacement of immune or non-immune people. 

As a result, secondary larval breeding sites are often created, vector density is inc reasing, 
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behavior of vectors may change and new vectors may adapt to the new conditions. People 

also can move into recently exploited areas where vectors occur. 

Forest and jungle areas subjected to economic exploitation, Large scale agricultural 

projects or extensive cultivation of marshes particularly in highlands, hydraulic projects, 

dams Mining and logging activities, refuges making borrow - pits in resettlements, new 

roads better connecting endemic lowlands to highland virtually free of malaria, fast 

growing process of urbanization leading to new over crowded settlement in peri urban 

areas, low economic status, over crowding, deprivation and in certain circumstances, the 

absence of community spirit also contributes to the magnitude of diseases like malaria. 

Over popUlation leading to the increase of the population pressure on the available 

agricultural land like extensive cultivation of natural marshes in highlands, population 

movements, exploitation natural resources changing the micro climate for the insect 

fauna and driving wild animal population away. War and socio-political disturbances 

leading to large population movements contributing to modify environment (large refuge 

comps) and resettlement of non-immune people in malarious areas 

Natural disasters and other disturbances can lead to unexpected envirorunent 

modification, population movement, meteorological and climatic changes leading to 

more rapid development of infective stage of plasmodium in adult mosquitoes and 

development of aquatic stage of vector. Temperature, humidity and precipitation modify 

vectors metabolic processes. In adJition the problems epidemics may be compounded by 

factors related to poor health services, insufficient knowledge of health worker and 

communities. 

2.4 The link between lIIalaria and poverty 

The burden of malaria is greatest among the world' s poorest countries. While only 0.2% 

of global malaria deaths are found in the world's richest population, 57.9% of malaria 

deaths are concentrated among the world's poorest countries. Malaria is also said to cause 

poverty and prevent or reduce people's ability to escape poverty; however the evidence, 

about the relationship between poverty and malaria incidence, and the causal pathways 
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between the two is scant (Asantc, 2003). In general the term malaria is commonl y 

referred as a disease of poverty and is mainly found in the poverty - stricken regions of 

the world. It places significant financial hardships on both households and the economy. 

Malaria's impact on households and society can be assessed from at least three important 

dimensions namely; health, social and economic. According to Worral 2003, the impacts 

of malaria in all the dimensions to a large extent are less appreciated especially with the 

emergence of the HIV/AIDS pandemic. 

2.4.1 Burden of malaria 

2.4.1.1 Economic Burden 

The economic burden of malaria is the total loss or reduction in output (Gross Domestic 

Product) that is associated with malaria morbidity and mortality. Labor is a key input 

determining the quantity of output that can be produced with a given technology (Worrall 

etal,2003). 

In Africa, malaria is understood to be the cause and effect of poverty. It has significant 

direct and indirect costs. It has been shown to be a major constraint to development in 

general. For developing economics, this has meant that the gap in the prosperity between 

countries with the malaria and countries without malaria have become wider every single 

year (Delacollette, 2002). 

Malaria disease has the direct and indirect costs on the public and at an individual level. 

The direct cost of malaria includes combination of personal and public expenditure on 

both preventive and treatment of the disease. Personal (formal source of the treatment) 

expenditure include individual or family spending on ITN, medical cost and consultation 

fee, anti-malaria drug, transport to health facilities or special food, support for the patient 

and sometimes an accompanying family member during a hospital stays; and infomlal 

(i.e. ritual and self treatment) source of treatment. Where as public expenditure include 

spending by the government on maintaining health facilities and health care 

infrastructure, publicly managed vector control or vector target intervention. such as 
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reduction of mosquito breeding areas or for ITNs acquisition, education and research 

(WHO 2003). 

On the other hand, the valuation of indirect cost is based on actual loss of income 

attributable to illness and death. It includes loss of productivity or income associated with 

illness or death. This might express as the cost of lost workdays or absenteeism from 

formal employment and the value of unpaid work done in the home by both men and 

women, or in the field that could be the result of direct monetary loss. For instance, like 

the destruction of crops by wild animal as field was left with out attendant, or loss of 

daily wage of casual labor, or reduction farm income or production (Nejera, 1998). 

In this connection Deressa and etal attempted to estimate both the direct and indirect 

costs of perceived malaria in rural setting of Ethiopia, the case of Adami Tullu district. 

The indirect cost to the household accounted for 72% of the cost per fully recovered 

patient, the remaining 28% covering both treatment and transport cost. Although 

treatment of malaria is provided free of charge at marginal cost of labor and with nominal 

fees by Community Health Workers (CHWs) in the study areas, households spent a 

significant amount of their meager resources on malaria treatment at private health 

services. The transport costs are signi ficant particularly for rural population (Deressa el 

ai, 2005). 

In this connection (Delacollette, 2002) pointed out the major end result as an example 

include preference by individual farm er !household to plant subsistence crop other than 

. labor intensive cash crop because of the impact of malaria on labor during harvest, under 

developed market due to trader unwell to travel and invest in malarias area and under 

developed tourist industry due to reluctant of traveler to visit. 

During the period of the sickness, the individual may stop work completely or may work 

partially due to the debility associated with the disease on temporary bases. Situations 

like these may affect household production adversely. In certain cases, a household 

member will have to cut down his!her own duty to cater for the sick or perform the duties 

of the sick person. 
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Ac<;ording to the study done by Deressa etal 2008 in Adami Tullu district of Oromi a 

region, Ethiopia revealed that an adults workday was valued at birr 7.00 ($0.81) assuming 

that patients and companions participated in all works activities during peak harvest time. 

The cost of a person per a day lost was birr 47.71 ($5.52) for patients and birr 47.22 

($5.46) for companions, giving birr 94.93 ($10.97) per patient. 

The cost of illness to the economy also includes tax exemptions on imported anti-malarial 

products. The direct costs may also include the resources that are spent directly or 

indirectly by various institutions like local governments, NGOs and communities 

(Delacollette, 2002). 

According to the studies done by Worral etal 2003,from a macroeconomic perspective, 

malaria mortality and morbidity have been observed to slow economic growth by 

reducing capacity and efficiency of the labor force. Basic economic theory postulates that 

the quantity of a given output produced is a function of several factors including the 

capital stock, labor force and the qual ity of labor available. Based on this, it could be 

argued that the effects of malaria on labor diminishes total output and for that matter 

national income. Gallup and Sachs (2001) in across-country econometric estimation of 

the effects of malaria on national income concluded that countries with substantial level 

of malaria grew 1.3% less per person per year for the period 1965 - 1990. The study al so 

confirmed that a 10% reduction in malaria was associated with 0.3% higher growth in the 

economy 

It is possible that mosquito- infested areas could experience reduced land utilization since 

people would not want to invest in such malarious areas. This could have a negative 

effect on the development of that area resulting in decline in tourism, agricultural and 

industrial activities among other things (Worrall et aI, 2003). 

2.4.1 .2 Socio-Demographic Burden 

In this regard, the impacts of malaria rewind the progress of community by which health 

situation and education overlay the avenue of nation's development. Globally, human 

malaria indiscriminately affect all mankind, of course, children and pregnant women are 
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the :most susceptible group of the community. Though adult are rarely affect~d, the 

probability of contracting the disease varies between endemic and epidemic region. In 

endemic areas generally tropical and sub tropical region people contract the disease very 

often through out their lives and causes death. On the contrary, in areas where malaria 

transmission is not stable and occasion epidemic occurrence both adult and children are 

vulnerable because neither build up resistance. (World Economic Forum 2006). 

According to McDonald (1950) and Wemsdofer et al. (1998), malaria attacks are a major 

cause of school absenteeism and this has a negative impact on long term learning 

capacity overtime. 

Malaria infection during pregnancy is major public health problem in tropical and sub­

tropical region. In most endemic areas of the world, pregnant women are the main adult 

group at risk of malaria. The burden of malarial infection during pregnancy is caused by 

chiefly by Plasmodium jalciparuIII, the most common malaria species in Africa. where 

90% of the global malaria burden occur. Every year at least 30 million pregnancies occur 

among women in Africa, most of whom reside in areas with relatively stable malaria 

transmission (WHO, 2003). Pregnant women reside in areas of unstable malari ;l 

transmission are as two or three fold higher risk of developing sever disease as a result of 

malaria infection than are non-pregnant adult living in the same area (WHO.20()C\ . 

2.5 Tire cOllcept alld metlrods o/prevelltillg malaria 

Prevention efforts have ranged from altering the external environment to protecti ol. 

within households. Draining or filling certain wetland pools of water and even puddl es 

robs materials mosquitoes of breeding sites and forces them out of populated areas. 

Spraying breeding sites with insecticides helps ride urban areas and refugee camps of 

mosquitoes. Improved weather forecasting helps in predicting epidemics. giving 

communities more ti me to be prepared (World Economic Forum, 2006) 

A more common use of insecticides involves spraying the interiors of dwellings. The 

res idue/left by the chemicals stops mosquitoes from entering or kills them when th,, '.' I: 
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on walls. Most sprays last up to six months. Nowadays there are concerns that Df)T, for 

example, harms the environment so that its use is becoming less common today. 

Insecticides are also used to treat bed nets. Bed nets have been used in malaria prevention 

for centuries, but ITNs have been adopted only recently. ITNs either kill mosquitoes that 

land on the net or deter them from entering a dwelling (malaria transmitting mosquito 

bite mainly at night) . The latest generation of bed nets last over four years before they 

need to be replaced. Indoor chemical spraying and sleeping under bed nets are easy for 

members of the public to use without expert assistance (World Economic Forum, 2006). 

ITNs protect more than those sleeping under them. Because they either kill mosquitoes or 

reduce the longevity of those that come into contact with the net, either effect extends 

over several hundred meters. If many people in a village use them other will be protected. 

(World Economic Forum, 2006) 

2.6 Malaria in the Ethiopian COlltext 

Malaria has been endemic in Ethiopia for many years and called by different names in 

different areas. For instance the terms "weba","nidad" in Amharic and "busa" in 

Oromiffa are widely used to describe malaria (Zein A eta/. 1984). 

Studies have been conducted on malaria in order to see the knowledge, attitude and 

practices of the communities towards preventing malaria in different parts of Ethiopia. 

Studies done at Butajira on knowledge and attitude of malaria, fever, headache and 

chillness with shivering were reported as the symptoms of malaria by 89.7%, 87.5%, and 

81.3% of the respondents respectively. Concerning to its vector only 59.5% said malaria 

is transmitted by mosquito bite. The rest were reported change in weather 21 %, dirty 

stagnant water 16.3%, dirty personal and sanitary condition 2.9%, and contact lVi th sick 

people 2.1% and don't know 13.7%. In the same study 10.2% of the respondent said 

malaria is not preventable and 4.1 % don't know weather it is preventable or not. 

Concerning the practices in the same study revealed that 30.5% of the respondent 

believed malaria is treated with tradition. Medical practice by taking leaves, roots herbs, 

holy water and other type (Deressa el ai, 2003). 
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bL'lic' vcd l11alaria is treated with tradition. Medical prac ti ce by t,rk ing leal'c' s. l'l><lt s Irnbs. 

h<ll )' water and other type (I)eressa el ul,20(3). 

,\ I<l t<ll ' peopic didn't come to heat h lircili tics time ly fClr the diagnos is and treatl1lcnt. I:or 

instance the study in Kenya Coast showed mothers usually treat their children <lI homc 

with shop bough t drugs on the same day or the da y aner symptol1l s lirst appear. 

Ilowever, cli nics, heal th centers and hospita ls arc more onen conducted I'rom the seco nd 

day on words (Nymango , 2002). The same is true in [)eressa et al 200g studi es in I': ast 

ShelVa /.one where 74.5% ol'the respondents come to the health insti tu tions aner 2 days. 

or thi s 34.5 % delayed 4 days and more. Mild illness, high work load , linaneial problem 

and thought of othe r disease we re some ol' the reasons lo r the dday in the 1':aste\'l1 sho"'a 

/.o n(' and th is situation leads to seve re malaria si tuati on and othe r healt h rela ted problel11s . 

The health service coverage 01' the country is still very low and a grcat proportion or the 

populati on is not accessible for modern health servi ce. Ilcside thi s many or those who 

have access arc practiced sell' medication and not used the service in ,rp propriate health 

ins tit ution <lI the beginning 01' their illness ( l)ercssa el ul ,20(3). 

Thc' ei'lieae y and saICty or using traditional medicine is not proper and it may he reason 

[()\. del ay. To overcome the enti re comi ng problcm work ing wit h col1l nllll1it y is I'ery 

cruc ial because the success 01' malar ia contro l program at prcsent reli cs hea vil), on 

coml1lu nit v percepti on and practice in the transm ission. treatment and Cllntrol "I' the 

di sease (Clebreyesus el ai, 200 1) 

2,7 The need for strong national malaria prevention and control 
program 

Lthi opia is the owner or a health policy and package on lllalari a that identilies i.ssues <II' 

pu blic awareness and prollloting unders tanding or the essential linKal;!e betwccn health 

and de\·eloplllcnt. And the country is pcrfclfllling to illlProve the hcalth or cOlllmunities 

b) reducing the overall burden or lllalaria (morbidity and mort alit y) by increas ing thc . 

a\\i.lI"Cnl' SS or communities on malaria transmission. pn:vl'lltion and control llH..'aSUl"l' as 

\\'ell as cdll cate households to uti li ze health services bd()re they gc't seriousl " si ck rmlll 

Illala ria (MO Il. " OOS). 

).9 



:potentially malarious areas. It is believed that having a good malaria extension package in 

a health policy by itself does not mean implementing it. Be it a policy and be it a strategy 

or proclamation the important thing is weather the package can help to solve the problem 

faced in the implementation process. 

The history of malaria control program in Ethiopia dates back to the early 1960's, along 

with the country experienced the worst malaria epidemics in 1958 with an estimated three 

million malaria cases and 150,000 deaths. However, the measures taken during that time 

were not successful (MOH, 2004). 

Health service extension program (HSEP) is a new initiative included in the Health 

Sector Development Program of Ethiopia. It is an innovative community based health 

care delivery system aimed at creating healthy environment as well as healthy living. The 

main objective of HSEP is to improve access and equity to essential preventive health 

interventions provided at kebele and household levels with focus on sustained preventive 

health actions and increased health awareness (MOH, 2005). 

To date, the malaria prevention and control activities were mostly executed by public 

health institutions which are often in accessible due to many reasons. As a result, the 

majority of the rural population is not benefiting much from the services. In order to 

improve and expand malaria prevention and co'ntrol services, Roll Back Malaria (RBM) 

has been designed . It entails the active participation of communities and all organizations 

to eradicate malaria (MOH 2005). 

To this effect, activities that raise the awareness of communities are being implemented 

so as to directly engage communities in the malaria prevention and control activities and 

decision making to enhance the program. 

The malaria extension package has been developed in order to mainly improve the health 

of communities by reducing the overall burden of malaria. By doing this the package 

aimed to increase the awareness of communi ties on malaria transmission, prevention and 

control measure to enable them activity participate in the malaria prevention and control 
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.Prevention practice is defined as the practices that people in the study area have 

acquired from their communities and ancestors that is to mean any traditional method 

related to human behavior of preventing malaria from their surrounding or a knowledge 

that they have a acquired through modem health education that could be from any form 

of health institutions, media, health worker and experts. 

2.9 Factors affecting tile knowledge, attitl/de and practices of tile people towards 

preventing malaria. 

2.9.1 Demographic factors 

Sex 

Some studies use gender as a proxy indicator for socio economic status, reflecting the 

social and mater ial disadvantage experienced by women in many parts of the world. Sex 

may be one factor that substantially affects people's knowledge, attitude and practices 

towards managing the environment. But under the normal condition men and women do 

not differ in their level of concern about the health of the envirorunent (Hayes, 2001), 

concerning the gender differences in knowledge and attitude towards the health related 

envirorunent, there are basically three types of arguments. 

The first line of argument (knowledgeable support hypothesis) basis it self on the view 

that Western society considers the health of the environment to be developed by science 

and technology. So that for men have got the opportunity to command techno-scientific 

component of the society that enabled them acquire scientific and technological 

knowledge to manage and dominate nature and socialized un-ecological attitude towards 

the condition of the environment. On the contrary, according to the same line of 

argument, women are denied of acquiring this knowledge because they have no access to 

the techno scientific knowledge. 

On the second line of argument the eco-feminist theorists like merchant support ,the 

above line of argument and describe envirorunent health problems as the result of men 

domination. For these eeo-feminists, female 's inequality and envirorunentally caused 
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,problems are the result of male domination. It is thus women have positive attitude 

towards maintain nature than men. 

In the third line of argument, (the safety comer hypothesis) women are more likely to 

express concern about the health of the environment only when environmental issues 

directly threat the health of their families. For them such disparity in environmental 

attitude have strong correlation with selected phenomena when in one or the other way 

the phenomena is an environmental issue that could threat life. 

A study done by Vundule etal (1996) in rural communities of Zimbabwe revealed that 

decision making at the household level concerning when and where to seek health care 

was said to be the responsibility of the male head of the household by 60% of the 

respondent, while 16% said it was the female head's responsibility. In Dares Salaam, 

Tanzania, for example, malaria-related mortality was shown to be proportionally equal 

(I: I ratio) between men and women, though anemia was an important cause of death 

only in women (Korenromp el al., 200 I). 

Age 

Age is one of the demographic factors that affect the knowledge and attitude of 

individuals towards the environmental health related management. (Torgler etal, 2005) 

People in the same age cohort would have similar attitudes towards certain issue as 

compared to those in different cohort. 

There is some evidence to suggest that children, who are especially vulnerable to malaria, 

are not given priority access to malaria prevention. Evidence from Malawi revealed that 

bed nets used by adults are often newer and more recently treated with insecticide than 

those used by children (Ndawala el al., 2000). These problems may be compounded in 

poor households where use of preventive methods is even more limited or constrained. 

However, data from Tanzania showed that children were given priority for sleeping under 

a net with the proportion of children under a net being constantly higher than that of 

adults in net owning households (Hanson and Worrall, 2002). 
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,Marital Status 

There is also variation between those ever married and unmarried in knowledge and 

attitude towards protecting their surrounding environment When people get married, 

they establish strong social network with in the community, therefore they are expected 

to involve in community activities than the single people, Their parental effect also 

makes them wish have conducive environment so that the future of their children is 

secured. (Tongler eta!. 2005) 

On the contrary, the findings of Flintan study in the year 2003 showed that married 

women as compared to the unmarried ones are busy of activities like housekeeping 

raising families, cooking and other activities as a result of which they are less involved in 

the community based activities. This, therefore, has limited their knowledge of 

preventing malaria from their surrounding. 

2.9.2 Socio economic factors 

People's knowledge, attitude and practice towards preventing malaria is also affected by 

socio-economic factors like level of education, type of activity, access to health service 

institutions, contact with health extension works, income, place of residence, access to 

media etc. 

WHO (1993) has stressed the necessity and importance of studies on socio cultural and 

socio-economic factors on the communities knowledge attitude and practices to prevent 

malaria. In this line Schultz et al (1994) pointed that the KAP study is becoming more 

important to design and improve malaria control activities to establish epidemiological 

and behavioral baselines. 

According to Padmawait Tyai (2005) the socio-economic conditions of the community 

have direct bearing on the problem of malaria because ignorance and impoverished 

conditions of people contribute in creating source and spread of malaria and hinder 

disease control strategies. This is to mean that poor people that have less access . to 

intervention do have less practice to prevent malaria. 
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: It was recommended that prevention of the disease through better knowledge and 

awareness is the appropriate way to keep the diseases away and remain healthy as illness 

confusion and health seeking behavior may enhance the effectiveness of control measure. 

Education 

Education could be taken as an optimal measure of the socio-economic status. As a result 

it has strong correlation with economic status, access to information, resource and many 

other benefits. 

Studies indicate that women in the developing countries, as compared to men. have less 

access to education and resources. This fact has been confirmed in the DHS of Ethiopia 

2005 that, there is large disparity between the educational attainment level of men and 

women in Ethiopia. According to this survey, out of the total women population 24 % in 

the urban and 74 % in rural areas women have no education. The percentage for 

uneducated men in the respective areas is about 7.9 % and 49.2 % respectively. When we 

look SNNPR in the DHS 2005, 65.7 % of women and 32.6 % of men have no education. 

Education, therefore, will have a remarkable impact on women's relation with the health 

through affecting their social and economical status. So that uneducated women are 

highly likely to lack knowledge and resources to be invested in maintaining the health 

status as compared to men. In the study of Todaro 2003', uneducated women fail ed to 

understand the link between health and development as compared to men and have also 

little understanding about linkages between them. 

In a study done of rural communities of Vietnam by Vundule (2006), it was found that 

many of the people in the study area were illiterate and didn't know that malaria is 

transmitted by mosquito bites. They had incorrect knowledge about malaria transmission, 

such as drinking unboiled water or stream water. So, their knowledge and behavior were 

significantly different from the educated groups. This finding stated that educational level 

of the household head was strongly correlated with the use of bed net to prevent malaria. 
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.It was recommended that it is important to develop educational material oriented towards 

strengthening knowledge as well as giving new knowledge and sustaining practices that 

prevent material infection indifferent village. 

Clear evidence on the impact of educational levels from the Malawi 2000 DHS revealed 

that women with lower levels of education were more likely to have fever than women 

with higher levels of education(Ndawala el aI., 2000).Net ownership has also been 

related to the educational levels of household members. This is a complicated 

relationship since educational attainment can be a proxy for socio economic status and is 

also likely to have an independent bearing on an individual's ability to understand and 

access information regarding malaria prevention methods. 

Knowledge was higher among those who were skilled or professional than among the 

unemployed or unskilled category. The level of education attained may also be a factor. 

In a study on ITN use in Benin (Rashed el aI., 1999) suggest that there may be a 

threshold effect, with ITN acquisition increasing among those men who have completed 

secondary, but not primary, education. In Zambia, knowledge of malaria was found to be 

positively associated with level of education but no significant relationship was found 

between education and the use of mosquito nets. (Kaona el a!., 2000) indicating that 

education is sometimes, but not always, an important determinant of net ownership. 

In Nigeria, Fawole and Onadeko (2001) examined the treatment seeking behavior of 

urban poor mothers or careers of children with fever. Of those with no formal education 

28.8% went to a health facility first compared to those mothers/careers with secondary 

education where 40.2% visited the health facility first. Uneducated mothers constituted 

the majority (52.6%) of those who went to the traditional healer whereas "patent 

medicine sellers" were more frequently patronized by educated mothers (4 I %) than 

illiterate mothers (25%). In Zambia, the use of chloroquine (compared with traditional or 

no medicine) was positively correlated with age and level of education but no 

relationship was found between education and knowledge of correct dose (Kaona el al., 

2000). 
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Level oj iI/collie 

Poverty appears still to be the most important barrier to net use with more than 80% of 

households without a net in one Malawian study reporting "lack of money" and 13% 

reporting "can't afford them" as the reason (Holtz et al., 2002). The authors of this study 

conclude that "Pervasive poverty and the expense of the nets were the chief reasons for 

lack of nets in these rural households" 

The evidence suggests that the poor are less likely to use preventive measures, especially 

the most effective ones. They are also less likely to use preventive methods in the most 

effective or appropriate manner. Generally, the level of expenditure on prevention 

methods is positively correlated with income, wealth or other proxy measures of SES 

such as education and occupation; however the relationships are not always clear. It 

seems that when the poor do choose to invest in malaria prevention, they suffer a greater 

relative burden of this expenditure (in terms of the share of total household expenditure) 

and its opportunity cots 

In Burkina Faso, Mugisha et al. (2002) found that people in urban areas and those with 

high incomes were more likely to seek care (for any illness) from health facilities 

(compared with self -treatment or a traditional healer) as a result of ease of geographical 

and monetary access. For malaria, treatment at health facilities was found to incur the 

greatest out of pocket expenditure, followed by self treatment and traditional healer; 

however most people chose self treatment for malaria because they were familiar with the 

disease and felt confident in their ability to treat themselves 

The study reveals that dependency status of the household member, type of health facility 

usually attended and household income discriminate significantly on the amount 

households are willing to pay to controVeradicate malaria. Generally, as people's 

incomes increase they are willing to pay more for controVeradicate of malaria in 

theirhousehold Generally, as people's incomes increase they are willing to pay more for 

controVeradicate of malaria in their household. An increase in the household income by 
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.1 % results in a 0.23%chance that households will be willing to pay the highest offer, on 

the average US$47.13 to control/eradicate malaria in the household. 

Occupation 

The type of activity or industry that an individual engaged has also impact on his/her 

knowledge and attitude towards preventing malaria at the household and community 

level. Accordingly to Flintan 2003, there is a consideration that there are occupation 

identified and assigned to men and women. Such division of labor is very common 

phenomena in Africa. Men are mostly assigned to field activities and women to 

household's activities. As a result of this there is an important difference in knowledge 

concerning the environmental health and attitude towards it between men and women 

depending on their industry. 

For instance in Ethiopia, according to the 2005 national labor force survey CSA, 75 % of 

women and 84.3 % of men are engaged in agriculture, hunting and foresting related 

activities. Therefore based on the type of individual eco-activity, it's expected that men 

who deal with the environmental health management at the community level in large 

proportion than women have better knowledge of their sanitation at the household level 

Certain occupations place individuals at greater risk for malaria infection than others. 

Agricultural laborers, for instance, may not only place themselves at ri sk through 

increased contact with the malaria vector but also, through their migration, place others at 

greater risk by contributing to the spread of the disease (Service, 1991; Martens and Hall, 

2000). Consequently, occupation may reflect both socio-economic status and differential 

risk of exposure through occupational attributes. 

In Ethiopia, highland migrant laborers have been shown to be vulnerable to malaria while 

migrating to find lowland agricultural work (Ghebreyesus el al. ,2000). While migration 

puts the laborers at greater risk, it also limits access to treatment as the agricultural work 

sites to which laborers migrate are located an average of over two hours' walk from 

health facilities. 

29 



Furthermore, the workers must sleep in the fields in which they work, which may 

increase significantly the risk of malaria infection in this group. Workers in other 

occupations, such as gem miners (Yapabandara and Curtis, 2002) and rice farmers 

(Mutero el al., 2000) have also been shown to be at greater risk, both while they work 

and sleep. In Sri Lanka, for example, gem miners' housing gives no protection from the 

mosquito vector and cannot be sprayed with insecticide (Yapabandara el al., 2001). 

Place of residence and access to mass media 

Urban areas have better infrastructural developinent like education, health, media (radio, 

Television, newspaper etc) etc than rural areas. Therefore, people in urban areas have 

better access to make use of these opportunities. Therefore, they could easily access 

different health and medical research findings and became aware of the issues concerning 

to malaria. 

Despite this fact, the percentage of people who have access to radio and Television at the 

national level is 26.3% and 3.75% and the aerial coverage was 76% and 43% 

respectively. The situation in the study area is even much worse as compared to the 

national average (Ministry ofInformation, 2004). 

A rural or urban categorization is sometimes used as a proxy for socio economic variable, 

based on the assumption that people in rural areas tend to be poorer than those in urban 

areas. Though rural locations appear to experience higher rates of transmission, the 

relationship between the two is not fully understood. Rural locations can be associated 

with increased malaria risk for both epidemiological and socioeconomic reasons. 

Similarly, urban residence can be accompanied by potentially protective socio-economic 

factors against malaria risk such as education and income (Rashed el al., 2000) 

Participation on environmental sanitary management 

Involving in participatory environmental management is also another factor to determine 

the level of individuals ' knowledge & attitude towards preventing malaria. It is a process 

oriented development and in the process the main actors are the government, NGOs & 
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:communities where their role and responsibilities can vary depending on the nature of 

their development (MOH, 2005) 

Encouraging people to actually sleep under bed nets is also a challenge. Effective bed net 

use depends on community's knowledge understanding community cooperation, and 

community's financial capacity. Without this, it is likely that people will sell their bed 

nets or use them for purposes other than sleeping in (Gebreyesus etal, 2005). 

The ways in which people treat fe vers are often directed by local beliefs about disease, 

access to treatment, costs, and attitude toward health care providers. People often use 

combinations of traditional and modem medical treatment both in the home and in the 

formal health sector (ibid) 

In a study done in rural communities of Zimbabwe, it was found that the knowledge 

about the malaria transmission, treatment and prevention was very low and those vi llages 

who had poor knowledge of malaria and it's cause reported not taking measures of their 

own to protect themselves. Although the indoor chemical spraying progranl has been 

sustained for over 40 years as the main stay of malaria control in Zimbabwe, a significant 

proportion of the target communities continue to have a poor understanding of why their 

homes should be sprayed. It was recommended that in formation of malaria probably 

needs to be improved with better focused message through participatory management 

approach. 

Accessibility 

According to the Federal Ministry of Health, 2004, in Ethiopia the malaria prevention 

and control activities were mostly executed by public heal th institutions which are often 

inaccessible due to many reasons. As a result, the majority of the rural popUlation is not 

benefiting much from the services. Distance was also found to be an influential factor in 

treatment seeking for fever and convulsions in Zambia (Baume el al., 2000). They fou nd 

that children livi ng within 1 hour travel time were more likely (79%) to betaken to health 

centers compared to those living more than I hour away(58%). For a follow lip visit for 

continued symptoms 16% of those living near and only 3% of those living far away made 
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the trip. They al so found that financial constraints deterred caregivers from seeki ng help 

at clinics where user fees were charged. Caregivers living near these cl inics most 

freq uently cited lack of money as the reason for not taking child to clinic 

2.10 COllceptual framework 

The following conceptual framework shows that the knowledge, attitude and practice of 

the community towards malaria prevention (figurel ). The three major dependent 

variables that constitute the conceptual framework for thi s study are knowledge, attitude 

and practice of the community towards preventing malaria. These dependent va riables are 

affected by different demographic, institutional and socio-economic factors. 

The demographic factors include sex, age, marital status and family size of the 

respondents. There are also certain socia economic variables which have strong re lation 

with knowledge, attitude and practice towards malaria prevention. Such variables arc 

literacy status, occupation, level of income, place of residence, access to med ia and 

contact with health workers. The institutional factors include type, accessibility of health 

institutions, provision of health education and ex istence of health professionals. 

In the conceptual framework the arrow reveals the impact of the independent variables on 

the dependent variables. Each dependent variable was expected to affec t by the 

independent variable positively or negatively. The figu re below show the relationship 

found between dependent variables and independent variables. 
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3. Methodology and methods of analysis 

3.1 Background o/tlte study area 

The study area Kedida Gamela woreda is geographically located in the southern nat ion's 

nationalities people 's regional state (SNNPR) in Kambatta Tembaro zonal admini st ral io n. 

It is located between 7°11' and 7°27' North latitude and 37° 48' and 38°05' I.ast 

longitude. The capital Durame has a distance of 350 kilometers from the federal capilal 

Addis Ababa and 125 kilometers away from the regional capital Awassa. It covcrs a lolal 

area of about 322.4 square kilometer. 

According to SNNPR Statistical abstract of 2006-07, the woreda population \\as 

estimated to be 111 ,184 of this 50.8 % are female . According to the woreda health onice. 

2008, the woreda accommodates about 18,530 total households and out of which 15.)52 

households are considered as malaria risk households and ou t of the total popul,ltion of 

the woreda 93,307 (84%) people are malarias risk population. According to z(lnal 

department of health all kebeles of the woreda are considered to be malarious. Ivlme()\'cr, 

the status of the overall health coverage was 73% and the average distance tra\'eled to 

access health services was 10 kilometers on average. In 2003 on ly 8 % of households had 

a bed nets and however currently the Iigure has increased to about 84%. Government is 

being responsible for most malaria prevention effort in the study area. 

The human resource base supporting health services in the woreda is very limited. It has 

one of the lowest ratios of doctors to population in Ethiopia. The woreda health rc po rt 

2008 revealed that the woreda has only 37 health extension workers with less th'"1 ' '''c 

year training for a population of 111 ,181 ,3 diploma sanitary workers,4 public nurses 'Illd 

206 volunteers community health promoters. 

Thus, malaria (shekerre local name) is a long standing major problem in the study area. 

In fact it has done an effort by government and NGOs to mitigate is impact and have born 

fruit in many spatial entities but the disease remains a resilient foe in many times. 
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Perhaps, the level of knowledge, attitude and practices of the community towards 

preventing malaria is so low (Woreda Health Office, 2008). 

3.2 Study Design 

The mai n objective of the study is to focus on assessing the factors that affect the KAP of 

the local community towards malaria prevention. Cross sectional survey method was 

selected because it attempts to assess all members of the community to know their own 

KAP towards preventing malaria by selecting them randomly at a specific point and time. 

Both quantitative and qualitative methods were used. The aim of the study is to 

understand the relationship between the demographic and soc io economic characteristics 

of the respondent's as well as the existence of health institutions and their knowledge, 

attitude and practice towards malaria prevention. For this purpose, descriptive statistics 

such as frequency distributions and cross tabulation were employed. Thus, the impact of 

demographic, soc io-economic and institutional factors on KAP and variation of 

knowledge, attitude and practice towards malaria prevention by various types of 

demographic, socio economic and institutional backgrounds of the eligible respondents 

were assessed 

3.3 Data Sources 

Both primary and secondary sources of data were used for this study. Primary data was 

co llected through household survey, focus group di scussion and key informant 

interviews. The eligible people for the study were the members of the community at thc 

age of 18 and above . A total of 422 sample popUlation ()r ;'ldividuals who are an age of 

18 and above respondents" 

6 kebeles were c~""" .,d. The number of each FGI _ articipants was ranges from 1) to 

I ,'.. . And the general direction pu rsed in the discllssion was left for the rcsearcher 10 

trigger issues for discussion and promote active group participation. Thc kcy informanl 

interview was cond ucted. The se lected key informants were local I!ovcfllmcnl onicial s - , 
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3.4 Sampling Method 

The study focused on the Kembatta Tembaro zone of Kedida Gamela community in the 

SNNPR regional state. The number of malaria treated persons in the region as stated in 

CSA (2008) is outweighed the other regional states. In order to undertake the study, one 

zone has been se lected randomly from the other seven zones whi ch are at ri sk of malari a 

infection in the reg ions. Following this one woreda was selectcd random ly from the 

already selected zone because all woredas of the zone are li ving in areas at ri sk of 

malaria. There are 17 rural and one urban administrative kebeles in the selected wered a. 

Among these kebeles, 5 rural and one urban kebeles were selected. The woreda was 

divided or stratified into 5 strata based on their geographical proximity and homogeneity . 

Thus, those 5 rural study kebeles were selected from eaeh clusters of the woreda using 

simple random sampling technique and one urban kebele was al so selected in a purposive 

method just for comparison purpose. In all the selected sample kebeles, household listing 

were undertaken. It was later served as a sample frame for the study. finally, the sample 

respondents were se lected using systematic random sampling. The sample di stributi o l1 

among the kebeles was done using proportional methods to their population s ize . 

3.5 Sample Size Determination 

The sampl e size was calculated on the basis that 50% of the respondcl1t s have thc 

Kl1o\\'lcdgc of malaria prc\'C l1ti ol1; at 95% conlidencc interval ga\'c a sample uf 3~ .j pili, 

10% for incomplete forms gave a total sanlple size of 422. 

To detennine the sample size, the following fonnula was employed (Cochkan. 1999). 

Where: n = Sample s ize 

1 
n= (P*UOO-P/* Z 

2 
e 

1' .:.: L:-.lirl1;!\l'd prOplU"lillll ufr(..'s p oll(lL'IHs \\110 lla\"C kIlO\\kdgL'. r\S IIlL' Pllllhln iull \\a~ IlIf! 1..111)\\11 . 

O.S was used as P va lue to obtain maximum number or the respondents. 
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Z= the number of standard error corresponding to 95 percent confidence 

Interval which is 1.96. 

e = the margin of error that the researcher to lerates which is 0.05 

Therefore: 

• The total number of sample to be included in the study 

2 
= 50*(100-50) * 1.96 = 384 

2 

5 

With 10 % contingency the total number of the respondents were= 384+38= 422 

Kedida Gamela in kambala 

Tembaro zone 

1 1 
17 rural 1 urban kebele 

kebele 

~ ~ 
5 kebele 01 kebele 

~ ~ ~ ~ 
Langule Aze shish ira Adilo odame N=868 
chefe doho households 

1 
Total sample respondents from each households=422 

i.c. Urban sample population = 87 Rural = 335 

fig. I Stages of sample selection 
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3.6 Data collection 

The questionnaire was designed from MOH survey standard questionnaire. Changes were 

made to adopt the questionnaire to the current research objectives and context. In 

addition, a short pilot of the questionnaire was carried out as part of the data collectors 

training and final adjustments made to the questionnaire. Data collection took placc fro l11 

March I up to march 15 using both quantitative and qualitative methods. In the collecti on 

process any randomly selected individual who was an age of 18 and above was 

interviewed. T"<t , Focus group discussions were also held with men and women together, 

with 8-12 participants in each group to see the KAP of the community to prevent malaria. 

Six data collectors were selected to undertake the study by the researcher based on their 

experiences and education level. Training of the surveyors took place for two days using 

the researcher 's manual. The main focus of the training was how to conduct surveys 

using questionnaire interview. 

3.7 Method of Data Allalysis 

The collected data was templates, interpreted and analyzed by the investigator by using 

Stati stical Package for Social Science (SPSS). Data editing and cleaning were donc to 

assess data quality before the actual analysis. The qualitative data was analyzed by 

paraphrasing the responses in order to support the quantitativc ones. The concl usion anci 

recommendation were drawn after the data had been analyzed and interpreted. Cross 

tabulation and chi- square methods were used in order to find out the degree of associatio n 

of each independent variable to the dependent variables. 

3.8 Ethical Considerations 

The study had been conducted after securing approval from the Addis Ababa Uni versity, 

and loca l admini stration of hea lth management offi ce. The purpose of the stud y was 

explained and all information provided by the respondents was st ri ctl y kept confide ntial 

and mainta ineci their pri vacy. It was infon11ed to be ob ligato ry to in forl11 the subjects or 

the study resul ts and towards pub li cation . The individual's autono l11 Y was rcspecteci . 
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Participation in this survey was voluntary and they can choose not to answer any 

particular question or all of the questions. However, their participation in thi s study was 

very encouraging. Finally, it was ensured that individuals and communities would benefit 

from the results. 
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4. RESULTS AND DISCUSSIONS 

4.1 Background Characteristics of the Study Population 

Knowledge, attitude and practice towards malaria prevention are closely related to the 

background characterist ics of the communi ty. Different studies like (Won'al E .2007) 

indicated that knowledge, attitude and pract ice towards preventing of malaria are more likely 

affec ted by differences in demograph ic and socio-economic ancl health inst itu tiona l 

charac tei'istics of the community in the area. Hence. before exam ining the relati onsh ip 

between respondents ' demographic and socio- econom ic characteristics and the influence 

of these characteri sti cs on knowledge, attitude and practice. th is sect ion discussed the 

background charac terist ics of the study population . 

4.i.1 Demographic Characteristics 

Out of the total respondents covered in the survey. 5 1.6 percent were I<Hllld in the age 
group 15-30. So that abo ut hal f of the sampl e respondents were found in the young age 
category. Thus all the three predicted vari ables i.e. knowledge. attitude and practice 
towards malar ia preven ti on were seen across both sexes and age groups. 

Table I: Percentage Distribution of the Respondents by Age and Sex 

Sex Co mpositio n 
Age 

G roup Male Fem<1 Ie Total 

Percen 
] : rcqU('11CY Pcrct.:nt Frequency I)e rce lll Frcqu~ncy 

t 

18-30 120 55 98 48. 1 218 5 1.6 

3 I -50 88 38 89 43.6 150 35.5 

+50 37 17 17 8.3 54 22.9 

Total 218 100 204 100 422 100 



As IiiI' as marital sta tu s or the responden ts is concerned, data was collected on the basis 

or li ve marital s tatuses such as married, divorced, widowed, single and separated . For thc 

convcnience oj' the analysis, these demograph ic var iab les were regrouped and rcc oded as 

"ever married "and " neve r married ". Those w ho were married. eli vo rced, separatcd and 

widowed were categorized unde r "ever married" category wh ile the res t categorized as 

"never married". 

Tabl e 3: Percenta ge Dis tribution o f the Res pondents by Marital S tatus 

Ma rital S tatu s F r equency Pe rcent 

Never married 167 39.6 

LyeI' Marr ied 255 60.4 

Total 422 100.0 

8ased on the above classification, it was fou nd out that 60A percent of the respondenls 

were eyer married and 39.6 percent were never married at the timc of the survey. 

Like marital status, household sizes of respondents were reeodcd into two catcgories as 

less than or equal to n ve and greater than five . Table 4 below shows the frequc ncy 

distri bution o f the ho usehold s ize of the respondents. 

Table 4 : Percenta ge Dis tribution o f the R es po ndents by H o useh o ld S ize 

Ho usehold S ize F r equency Perccnt 

:S 5 307 .. 72.7 

> 5 115 27.3 

Total 422 100.0 
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Accorciingly. la rge proportion of the responcients (7 1.3 . percent) were lo und to be 

protestant Chri sti ans .(13.0&10.7) we re muslim and orthodox ehiristians re spcClively 

while the remaining (5 .0 percent) fol lowed other type of reli gion. 

T bl 3 P a e erccJ1lage D 'b . lsln lIllon 0 r I R t 1e d espon ents b I' ly re Igion 

Religion Frequency Percent 
protestant 301 71.3 
l11u slim 55 13.0 
orthodox 45 10.7 

~:~rs 
21 5.0 

----------
total 422 100 

I 

As I~II' as the ethnic it y concerncd . 75.6 percent of the total respondcn ts wc re Kambata . 

wh ile the remaining (24 . .4 percent) were being in other group of eth nicity 

r bl 4 P a e erccntage D 'b . Istn lilian 0 r I R t 1e d b E h .. cspon ents lY t nlclty 

Fthn ic it)' Frequency Percent 
Kambala 319 75.6 

Tcmbaro 35 8.3 

Il ad)'a 18 4.3 

others 50 11 .8 

Total 422 100 

4.2.2 Socio-cconomic Charactcristics 

In this rcsea rch soc io-cconomic characteristics encompass peo plc's li terac), status. 

occupa tio n. ave rage monthl), income, place of residence and contact with hcalth 

cxtens ion workers. Thus. the study attempted to invest igate respondents ' KAI' towards 

malar ia prevcnt ion across these socio-economic characteri stic s. 
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Data collected on literacy status ind icated that only 5 1.2 percent or the respondents haw 

had access to educat ion that enabled them to read and write while abo ut 48.8 percent or 

the responden ts were ill iterate (table 5). 

Table 5: Percenta ge Distributio n of the Respondents by Literacy Status 

Literac), Sl;ltus Frequency Percent 

Literate 216 51.2 

III iterate 206 48.8 

Total 422 100.0 

In fo rm atio n o n respondent's occupati on was a lso co ll ec ted as 'on-farm' and 'o fl~farm ' 

occupation . 

Tablr 6: Percentage Distributions of the Respondents by types of Occupation 

Occupational G rollJl Frequency Percent I 

On-farm 269 63.7 

orr -farm 153 36.3 

Total 422 100.0 

The pe rcenta ge dist ribution of the above tab le revea ls that mo re than ha lf (63 .7 percent ) 

or the rcspondcnts werc engaged in on farm acti viti es whi le off-fa rm accounted fo r 36.3 

percent. 

Conce rnin g place or residence. 72.7 percent of the total respondents had reside In rural 

area. while the remaining (27.3 percent ) had res ide in urban areas (tab le 7). 



Table 7: Percentage distribution of the res pondents by place of residence 

Pl ace o f res idcllce Frequency Percent 

Rural 115 27.3 

urban · 307 72.7 

Total 4~ 100.0 

In thi s stud y. respondents we re also asked whethe r they have contact wi th health workers 

like health extension workers . NGOs. medical personnel. community healt h promoters etc 

or not. So as to investigate the inll uence of this socia-economic rac tor on their Ki\ I' 

towards Malaria prevent ion as ind ica ted in table 7, about 56.9 percent of the respondcnts 

had contact with hea lth workers; the rest 43 .1 percent had no contac t with thc m. 

Table 8: Percentage Distribution of the Respondents by Contact with health institutions 

r"" 

l Co ntact with health 

in s tituti o ns Frequency Perccnt 

Yes 240 56. 9 

No 182 43. 1 

Total 422 1000 
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4.3 Knowledge of malaria and malaria prevention 

4.3.1 Knowledge about the serious health problem 

Of the total 422 respondents it was found that 71.3% have observed malaria as a maj or 

health problem of the area, 17.3% of the respondent did not know the existing serious 

health problem and the remaining 10.4% of the respondents replied that there were 

mainly typhoid and diarrhea problem in the study area. This was supported by the 

infonnation obtained from the second FGD group participants. The participants pointed 

out that: 

Due to lack of sanitation in our area, the existence of malaria , typhoid and diarrhea are 

now common as the most serious health problems and we hal'e got and understood Ihw 

malaria is the top andjirst killer disease. 

As fi gure 3 below indicated that of the total of 422 respondents 71 % of them said that 

malaria is the major health problem of the area; of whom, 58.1 % associated mosquito bite 

as a cause of malaria. Around 19.2% of the respondents did not know the cause of the 

di sease. However 10.2% of the respondent mentioned expo",:" hr dirty and stagnant 

water as the cause of malaria disease. 5.7% of thelT' · Mt: n i-'·(..""'~ ·(he cause by 

sleepi ng with malaria patient, while the rest 2% and 4.8% SaJU u",;i-:i"g di rty water and 

other causes like hunger, breathing etc respectively. 
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Figure 3; Percentage distribution of respondents by causes of malaria transmission 
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According to Ministry of Health of Ethiopia malaria epidemics generally occur 

immediately after the long rain s in September to November and in some places also 

following the short belg rain during April and May. So generally malaria disease in 

Ethiopia can be more serious after the rainy season. As figure 4 indicated below that out 

of the total respondents who responded about the seasons or time of seriousness of the 

disease, majority of them (36.5%) did not know the time when malaria is more serious in 

the study area. About 26% said after the rainy season. The other 25% and 15% mentioned 

during the rainy season and throughout the year respectively. So generally the community 

did not know the time when malaria disease can spread and favorable time for mosquito 

breed i ng in the area. 



Figure 4 percentage distributions by mentioning the time of seriousness of (he 
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Regarding the solutions for malaria prevention, figure 5 showed that about 42.9% of the 

respondents suggested using lIN and 11.4% said indoor chemical spray to control and 

prevent malaria. Providing environmental education as a solution was also indicated by 

5% of the respondent. Those who said protecting the environment by cleaning the 

surroundi ng and draining the stagnant water was only 20.1%. Closing doors and 

windows earl ier in the night, smocking traditional herbals and blocking mosquito' sentry 

holes to houses are pointed out as a solution by 8.8%.While the remaining 9% mentioned 

other solu tions(3%)and do not know (6%). 
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FiguJ'e 5 : Percentage distJ'ibution of the J'espondents by suggested solutioJl foJ' 

malaJ'ia PJ'cvcJllioJl 11=301 
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4.3.2 Knowledge of malaria prevention and the nexus between poverty and 
malaria 

The majority of the respondents (84%) did perceive that the spread of malaria may lead 

to poverty The rest 16% of the respondents did not know whether there is a link between 

malaria and poverty or not. As far as their knowledge of malaria is concerned, 72.7% 

responded Kedida Gamela Woreda is an area of malaria prone district. As table 2 below 

revealed that among those who said malaria leads to poverty, 35% believed that it 

increases direct and indirect costs of the individual and households due to malaria and 

21 .3% of the respondent said due to the disease we did not attending work more often. 

While the o ther 17.3% responds reduces their saving and investments, 6.7% said their 

children were not able to attend school regularly. However the remaining 19.7% 

mentioned many other reasons. 
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Table 12: Percentage distri bution of respondents by knowledge of mal aria prevent ion and 

the li nk Detween malari a and Poverty 

Ilow malaria link with 

poverty Frequency Percent 

Reduces saving and investment 64 17.3 

Not attend ing wO':k more often 79 213 

increases the direct and indirect 
130 35 

cost 

Chi Idren are not ab le to attend 
25 6.7 

school regula rl y 

Others 25 19.7 

4.3.3 Knowled :;e about the impact of malaria on development 

i\ lI the 422 rcsponde nts were asked whether the impact of malaria is manifested on their 

livclihooj or not. Accordingly. the maj ority of the respondcnts (7 1. 8 percent) did 

perceive the long term and short term impact of malaria as a hindrance of development. It 

is only 28.2 percent o r the respondents did not know and did not pereeivedthe negative 

i,npact oCthe disease on their live lihood. 

For a si gnificant pl"' ,porlion of the community, they explained that malaria has an impact 

on their li ve lihood and on the local development process 84% of the respondents did 

perceive that malaria can lead to poverty in believing that it increases thei r direct and 

indi rcct ('osts and red uces sav ing and investment s. As a result the communi ty in the study 

area was well aware about the impact of the disease. This is consistent with other studies 

like i\lsan, 2006. shows that mal aria places significant fina nc ial hardships on both 

households and the econol11y. The bu rden of malaria therefo re is a challenge to hUl11an 

dcve lop l11 ent1l1anifesting itsel f as a cause and consequence of under-development 
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4.3.4 Indigenous knowledge for malaria prevention 

Out of the total respondents during the survey, 55.9% respondents had different 

indigenous knowle.ige to prevent and control the malaria di sease. table 3 indicated that 

out of these 55.9% respondents who had an indigenous knowledge, 30% associated the 

knowledge with smocking special types of plant woods and roots (weira and others) 

around t',e home and the surrounding. Around 23% of the respondents did know the way 

of prevention by eating garlic ("nech shinkurt") during the night time. However, 8.9% of 

thc respondent mentioned drinki ng of local home beer. I 1.4% of them were also 

men ti oned praying and drinking the holly water, while the rest 8.5% and 18.2% said 

drinking by squashing plant leaves li ke yesensel kitel and smelling plant stems and roots 

respectively. 

Tab!e 13 Percentage distribution of respondents by mentioned the types of indigcnous 

knowled:..:e of malaria prevention n=236 

~-Types of indigenous 

knowledge to prevent malaria Frequency Percent 

Fating garlic "nech shinkurt " 
54 22.9 

during the night 

Smoking special plant woods 
71 30.1 

and roots(weira) 

Drinkio.g local(home)bcer 21 8.9 

Smelling plant roots anclleaves 43 18 .2 

Praying and drinking the holly 
27 11.4 

water 

Drinking by squash ing plant 
20 8.5 

leaves(sensel kitel etc 

.> 
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4.4. A llitllde tOl ,lards ilia/aria prevelltioll 

Data on attitude about the prevention methods of malaria was collected along wi th many 

t/' other related issues. The respondent' s attitude abou t the exist ing ways and methods 01' 

ma lari a preventions observed in the area includes agreement or using ITNs and indoor 

! res idua l spray. cncouragement of people who drain the dirty stagnant water agreement or 

puni shment that people who are not cleaning their surrounding and the environmcnt as 

well as People who visi t traditional healers to prevent malaria must be encouraged or visc 

ve rsa was co llectcJ in order to understand their attitude towmds methods of malaria 

I , 

" ,! 

preventions in the woreda community, 

Regarding their attitude towards the preventions, table 4 demonstrated that abo ut 77 

percent of the respondents suggested using ITN bed nets and indoor residual chemical 

spray to control and prevent malaria must be encouraged , The majorit y of the respondents 

re pl ied that those of who don ' t cleaning and protecting the surrounding must be punished 

and 75 % of the respondents said draining the mosquito breeding sites (stagnant water) 

mus t be encourage,.! , About 44 % of the over all respondents fo rwarded that people who 

visit tradi tional healers to prevent malaria must be encouraged 

Table 1" Attitude of the community towards the methods of malaria preventions (n=422) 

Attitude of the co mmunit y 

towards the methods of malaria 

preventions Agree Don 't agree Don't know 

Using ITNs and indoor res idual 
325(77) 

spray Illllst be enCour( ged 
t 7( 4) 80( t 9) 

People who urain the stagnant 

\Vat'.;!' I11USt be encouraged 98(23.2) 

322(76.3) 2(0.5) 

People who do not clean the 

surroLlnding must be punished 
312(73.2) 40(9. 5) 70( 16.6) 

People who visit traditional healers 

must be discouraged 
185(43.8) 199(47:' ) 38(9) 
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4.5. .' 'rlletices of tI,e CIIIII/IIUllity towards lIIalaria prevelltiolls 

I< ~s po n d~ nts who were pract icing malaria prevention ac tivities at the time of the survey 

categol'lzed under 'Yes' and not practicing categorized under 'No' category. Based on 

th is IJblc 5 revealed thm out of the total respondents about 36.5 % of them have had 

pr';'1f;nt ion pract ices. The pract ices include either draining mosquito breeding sites, using 

[ " ITNs, spray ing indoor chemical spray and any other tradit ional practices. The 

.r,;maining did not have practices in anyone of the practic ing mechan isms. However, out 

oi' the 7f".4I'1o bed net holders, 59 .8% of them were not sleeping under bed nets during the 

previous night during the time of the survey. Thus, having bed nets doesn't necessarily 

mean having the practice of sleeping under it. 

Tab le 15 percentage di st ri buti on by mentioning whether did have practices or not 

have you ever !tad ma laria 
.I 

prevention practice Frequency Percent 

yes 154 36.5 

No 268 

sleeping under bed nets on the 

previous night 

Yes 133 40.2 

No 198 59.8 

4.5. 1 I'avillg all ITN alld practices to prevelll lIIalaria 

Bed nets have been used in malaria prevention fo r centuries, but ITNs have been adopted 

only recentl y. ITN either kil l mosquitoes that land on the net or deter them from entering 

a dwelling (malari a transm itting mosquito bite mainly at night). Regarding to the ITN 

784% of the total :'espondent did have at least one ITN bed nets in their home. Out of 

these, 45.3 % of the responclent did have two bed nets in their homes. 
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Figurc 6; Jlcrcentage distributions of the resJlondents by number of an (TN in the 

household 
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Regarding to the reason why they did not sleep under the net, tab le 6 de picted that the 

Ill ajo rity of the respondc:n t (46, 7%) mentioned that bed nets are not cO lll fo rtable or 

conve nient while sleeping, While 9% of the respondent mentioned that bed nets does not 

prevent Illalaria, The othe r 5% said due to in adequate space to hang it in the house, 

While 4% and 21 % mentioned it has side effect and others respec ti ve ly, The reillaining 

I ~% or the respondents did not know why they did not sleep unde r it. 

Table ! 6: Percentage Distribution of the Respondents by mentioning the reasons 

why did not slept under a net during last night n=199 

Reasons why did not slept under a net during last night Frcq UCIl CY Percent 

not convenient while sleeping 93 46,7 

not aware of its '~ se 5 2,5 

it has a side effect 3 l.5 

docs not prevent mal ar ia 18 9,0 

not adequate space to hang it in the house 10 5,0 
---:-: 
othe rs 42 21.1 

do not know 28 14, I 
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4.6. Correlates of kllowledge, attitude and practice of f/wlaria preventioll 

Data on knowledge of malaria and its prevention were collected focusing on 'causes of 

malaria transmission", m'lin solution to prevent malaria, can people prevent malaria from 

their surrounding?' and ·time of mosquito bite' Thus by computing these all questions, 

respondents were categorized under having and not having knowledge of malaria 

prevention, The researchcr has categorized this group by using the criteria 's of MOH and 

WHO guidelines, If the individual responds at least one of the four questions in 

accordance with MOH and WHO crite ri a's, then the researcher was categorizing him or 

her as hav ing knowledge, Values were given for the respondents as having knowledge 

category when they respond mosquito bites, using of ITNs or use IRS or protecting the 

surrounding by draining the stagnant water, saying yes and during the night time for the 

question of cause of malaria transmiss ion, main solution to prevent malaria, can people 

prevent malaria from the surrounding and the time of mosquito bite respectively, 

The atti tude towuds prevention measure was captured by asking four measures of 

prevent ion question, Basica ll y, knowing the presence of malaria as a hindrance of 

development. wi lling to use an ITN and indoor residual spray, agreement to drain the 

dirty stagnant water and cleaning the surrounding as well as agreemcnt to contact and 

visit ing of modern health institutions rather than traditional healers questions were taken 

as a measurement of attitude, In all groups the entire FGD participant attributed in the 

study area the most serious threat for the spread of malaria is unwilling to use ITNs, 

residual chem ical s~)\'ay and not willing to cooperate to drain the mosquito breeding si tes 

hy the community:' For instance, there are people who are using the ITNs as clothing and 

uses for the purpose of home utensils and some are not allowed to spray their homes, 

Based ol'. this fact, the respondents were asked their agreement or disagreement on the 

mcasure taken to use an ITN and indoor residual chemical spray, draining the stagnant 

wate r and cleaning the surrounding as well as visit traditional healers to prevent malaria, 

To simplify the ana lysis the answer were recoded as ' positive ' and ' negative'. 

To understand pre'/ent ioll pract ice of the respondents the researcher was employed 

question that reflect malaria prevention practice for the analysis purpose, Based on this. 
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respondents ·who were practicing malaria prevention activities at the time of the su rvey 

categorized under ' Yes ' and not practicing categorized under 'No' ·category. 

The aim of this sect ion is to understand the relationship between the demographic and 

socio economic characteristics of the respondent's and their KAP towards malaria 

prevention. For th is purpose, descriptive stati st ics such as frequency distributions and 

cross tabu lation were employed. 

4.6.1 Demographic factors and KAP towards malaria prevention 

Knowledge on the prc\·cnt ion of malaria has variation across vari ous age groups. 

Accordingly, as table 17 below depicted that knowledge about malaria and its prevention 

was higher in the youngcr age group (from 18-30) which accounted 1'01' 54% of the total 

respondents. Of the total 219 respondents who were in the younger age group (18-30), 

about 63.6% had knowledge of malaria and methods of prevention. About 44.2% or those 

who had no knowledge 01 ' prevention were fo und in the middle age group of above 50. 

The attitude of an individua l towards any prevent ion measure al so var ied across the age 

group. or the respondents (59.1 %) in thc age group between 18 and 30 responded 

positively for malaria prevention measures. On the other hand, 50% of the respondents 

who rcsponded neGatively fo r the prevention measures were found in the age group of 

above 50. 

When we look at the malaria prevention practice of the respondents ac ross the three age 

groups, relatively small percentage of the respondents were practicing prevention 

ac tivities. The percentage of prevent ion practice relatively higher at the middle age 

(3 8.6%) and younger (32.8%) age than old age (19.6 %). 

The study revea led that higher proportions of respondents with knowledge of malaria 

prcvention methods were in the age category (18-30) than the other age categories. In 

terms of atti tude, younger and older age groups had relatively positive attitude towards 

malaria preventive measures than the middle age group. Only small percentages of the 

respondents in all age groups were practicing preventi on act ivit y. However. evidence 
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from Malawi revealed that bed nets used by adults are often newer and more recently 

treated with insect icide than those used by children (Ndawala el o/., 2000). 

Out of 218 male and "04 fema le respondents 62.8% of male were found to have 

knowledge of malari a and its methods of prevention but the percentage is relatively lower 

Ii)r female 53 .9%). The study showed that more males than females were fo und to have 

better knowledge of malaria prevention and positi ve att itude towards prevent ive 

measures. Th is was also justified by (Todaro, 2005) indicated that women in the 

developing countri es, as compared to men have less access to education and resource. So 

it is recommended that ed ucating women can raise women level of awareness on malari a 

issues and increase their ro le in prevention activities. Concerning to the att itude , about 

62.8% of the male respondents had positive atti tude to modern methods of malaria 

prevent ion measures whi Ie the percentage fo r females was lower (51.5%). However, this 

study shows that fe male have better prevention practice than male. About 36.2% of 

fc male and 30.8% of female respondents are pract icing preve nti ve activity. 

Table 17 be low revealed that out of 253 ever married respondents 33. 1 % had no 

knowledge of mab ri a prevention methods. With respect to never marri ed categori es, 

~:i .8% of respondents had no knowledge of malaria prevention. Therefore. thi s study 

indicates that ever married people had better knowledge of prevention than never marr ied 

ones. 

The stuciy also showed that very significant di ffe rence between ever married and never 

married people towards preventing measure .Among the never marr ieci, 66.9% of the 

respondent had pos iti ve attitude towards malaria prevention measures while the 

percentage of pos iti ve attit ude fo r the ever married group was 54 .2%. 

The prevention practi ce of the respondents among never married and ever married did not 

show s i~nifi cant variation. About 33.3% of never marred and 33.2% of ever married 

rcspondents were practicing malari a prevention activity. 

Out of 142 respondents \\ho were li ving wi th the household that possessed more than five 

members. 53. 1 % were found to have knowledge of malaria prevention and the percentage 
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is relatively the same liH those who had less than or equal tn five household 

mcmbers(S2.8%). Regardi ng attitude, about 60.2% of the respondents with more than 

li ve household size had pos itive attitude to prevention measu res while the percentage for 

those who were li ving with less than or equal to five household member was SO%. 

Concern ing household size. respondents living with above live household sizes relatively 

had bctter knowledge and positive att itude than those living with less than or equal five. 

The trend is also si milar in case of practice, one goes from low household size to high 

household size, the mala ria prevention practice also increase. However study conducted 

in India .'; howed that both married and unmarried people have no better knowledge and 

malaria prevention practice. 

This study also showed that respondents who were livi ng wi th household size more than 

i li ve had better prevent ion practice than who had less than or equal to five. This resu lt 

could support the findin g that household which have large family size are relatively more 

vic tim oy the disease of malaria .Thus, they have positive attitude and practi ce to wards 

preventing malaria. 
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Tablc 17: Percentage di stribut ion of respondents by dCll10graphic cha racteristics and 

KA P towards prevent ion of malaria n=422 

Knowledge Attitude Practice 

Demographic Numhcr Have Positiv 

characters tics of cases Have No e Negative Yes No 

Sex of the Respondent 

ivlale 218 62.8 37.2% 62.8% 37.2% 30.8.% 69.2% 

Female 204 53.9% 46. 1% 5 1. 5% 48.5% 36.2% 63.8% 

Age of the Rcspondent 

18-3IJ 2 19 63.6.% 36.4% 59.1% 40.9% 32.8% 67.2% 

31-50 151 56% 44% 57.3% 42.7% 38 .6% 6 1.4% 

>50 52 44.2% 55 .8% 50% 50% 19.6% 80.4% 

Marital status 422 

Never 
169 54.2% 45 .8% 62. 1% 37.9% 33.3% 66.7% 

/}/arried 

Ever 
253 66.9% 33. 1% 54.2% 45 .8% 33 .20/0 66 .2% 

Married 

Household Size 422 

1-5 299 52.8% 47.2% 50% 50% 35. 1% 64 .9% 

>5 123 53. 1% 46.9% 60.2% 39.8% 30.2% 69.8% 

4.6.2 Socio-economic factors and KAP towards malaria prevention 

Among the 2 17 illi te rate respo ndents 42.9% had the knowledge of ma laria disease and its 

methods of prevention "'hil e out of the 205 literate respondents the large proportion 

, (75.1 %) had knowledge of malaria prevention. In thi s regard, illiterate people were 
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observed to have low knowledge about the cause of malari a transmi ss ion and in 

establishing the link bet ween malaria prevention and deve lopment and have also little 

understanding about the I inkage between health and deve lopment. 

Concerning attitude towa rds prevention measures, var iat ion al so IS observed among 

literate and illiterate responde nts. As table 18 below shown that about 26.8% of literate 

respondent had shown negati ve attitude towards preventi on measure while large 

proportion of the illiterate respondents (57.6%) had negati ve att itude to preve nt ion 

measure. 

When we see the malaria prevention practice of the respondents, 72.7% of illiterate 

respondents were not pmcticing any kind of malaria prevention act ivities. The percentage 

01· literate respondents who were practicing any prevention activ ities accounted lo r 

39.6%. Thus, the prevention practice was much less in both literacy statuses . 

Accord ing to the findin g it' s possible to conclude that literate person tends to be more 

concerned about the disease than illiterate ones. Padmawati T (2005) study showed that 

education is consistently and strongly associated wi th the use of bed nets. For 

respondents who were ill iterate at the time of survey did have lesser knowledge than 

those literate respondents. In this regard , other things being constant , positive relationship 

was observed between li teracy status of the respondents and having knowledge of malaria 

and its prevention. For example in Zambia, knowledge of malaria was found to be 

posi tively associated with level of education (Kaona el aI., 2000). 

From those respondents who engaged in on-farm activity , 50.2% were not found to have 

knowledge of malmia. Similarly out of the off farm responclents, 26.1 % have no 

knowledge of malaria and its prevention . 

When we look at attitudinal variation table 18 below shown that among the two 

occupation group there was significant vari ation between the two occupation groups. 

About 48.7 and 32% or those who were engaged in on-farm and off-farm activiti es had 

negative altitude towards malaria prevention measure respectivel y. However, both 

occupational groups did not show significant di ffe rence regarding preventing prac ti ces. 
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About 68.5'Yo and 63.9%, of respondents engaged in on-farm and olT- farm activities had 

no any prevention practice respectively. Certain occupations place individ uals at greater 

risk for malaria infection than others. In Ethiopia, highland migrate laborers have been 

shown to be vulnerable to malaria wh ile migrating to find low land agricultural 

work.(Ghebryesues etal;2000). 

It is also important to in vestigate the knowledge, atti tude and practice towards malaria 

prevention in relation with access to any form of media (radio, television and 

.; newspaperor magazines). The study indicated that 32.2% of the respondents who had 

access to any form of medias had better prevention knowledge (70.3) than their counter 

part. The percentage decreases to 50.2% percent for those who had no access to medias. 

Accord ing to the woreda Ilealth office expert key informant interview, lack of Television 

transmission in the worcda and being of remoteness and rural location by themselves 

enforced the community to be ignorant about modern methods of malaria prevention. 

They also added, the community has no alternative source of gett ing timely information. 

.,. Un li ke knowledge, the rcspondent's attitude to the prevent ion measure showed different 

patterns. Table reveals that 68.6% of positive attitude towards modern type of malaria 

preventicJl1 had been shown to those who had access to any form of medias and 49.4% 

shown for who had no access. With regard to practice there was no important difference 

by access to medias. The practice for those who had access to medias were about 32.9% 

showed an increment to 29.8% for those had no access. 

This MOH has confirmed that it is possible to protect one self and fami ly from the bites 

.. of mosquitoes. Individuals and the communities should participate in malaria prevention 

and control activi ti es. However, in order to feel the gap the major tool to enhance 

community participation lor malaria prevention and control is wide ly providing health 

educati on to the commun ities using different medium of communication. 

It was also important to investigate knowledge, attitude and practice towards preventing 

malaria in relation to contact with health extension workers. [n thi s study it is proved that 

knowledge of prevention increased from 45.6% for those who had no contacted with 

health extension workers to 68.3% who had contact with the health extension workers. 
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FGD di scussan t from Langute cheffe Kebele also confi rmed the above li nding th at 

Since we taught by the kehele health extension worker about the use of !TN bed nets and 

the indoor residual spray in preventing malaria, we/eltthat we were guilty and ignorant 

what happened in the past. Because we had been using the !TN as clothing like 

"mekenet ', "shashe and as "curtain" and also we had closed our doors when the spray 

men came to our homes. 

Their attitude towards the measures of prevention did show difference. Accordingly, as 

people establi shed contact with health extension workers in every ti me, their attitude 

increasingly becomes positi ve . Positive attitudes, towards malaria prevention measures 

were 44.5% for those who had not contact and 67.1 % as people had contacted with those 

extension workers. 

The practice of prevent io n had shown a bit diffe rence across contact with health 

ex tension workers. The practices, for the people who had contact with health extension 

workers, were about 36%. Where as 29.3% of the respondents involved in malaria 

prevention practice out of those respondents who had no contact with health workers. 

Regarding contact with health extension workers, its relationsh ip with knowledge of 

ma laria prevention was statistically significant. The likelihood that those who had no 

contact with health extension workers did have lesser knowledge of prevention than those 

who had contact with extension workers . The result may be related to the work done by 

health extension workers. They are playing an important ro le by educating the 

community at the grassro<lts level. 

Accord ing to the woreda Health office expert and kebele"s health ex tension workers key 

informant information, lack of television transmiss ion in the wo reda and being of 

remoteness and rural location by themselves enforced the community to be ignorant 

abo ut modern methods of malaria prevention . They also added, the community has no 

alternat ive source of getting timely information. Similarl y, urban residence can be 

accom panied by potenti ally protective soc io-economic factors against malaria risk such 

as educ~tion and incomc' (Rashed et af., 2000). This MOB has confirmed that it is 
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possible to protect one self and family fro m the bites of mosqui toes. Indi viduals and the 

communities shoul ci part icipate in malaria prevention and control activities. However, in 

order to fee l the gap the major tool to enhance community participation for malaria 

prevention and control is widely providing health education to the communi ties using 

different mecjium of coml11 unication. 

Knowledge on the prevention of malaria has varied across places of residence. 

Accordingly, as table 8 revealed that knowledge about malari a and its prevention was 

hi gher in people who reside in urban areas which accounted for 19.2 percent of the tota l 

respondents. Of these respondents who were residing in urban areas, about 70% had 

knowledge of malari a and methods of prevention. About 44.5% of those who had no 

knowledge of prevention were found and living in the rura l areas. 

The allitude of an indi vidual towards prevention measure al so vari ed with place of 

res idence. The majority of the respondents living in the rural areas and out of these 

groups 56.1 % had positive attitude towards malaria prevention measures. On the other 

hand , 62.1 % of the respondents in urban areas who had pos iti ve attitude for the 

prevention measure '; .The finding shows that people who are residi ng in urban areas had 

relat ive ly higher percentages of positive attitude towards prevention measure than the 

ru ral residence. 

The preve ntion practice of the respondents among urban and rural population did show a 

bi t variation. About 31.8"/0 of rural population and 39% of urban populati on respondents 

were pract icing malari a prevention activity. Urban areas in fac t have beller infrastructu ral 

development like educatio n. health , med ia (radio, Television, newspaper etc) etc than 

rural areas. Therefore, people in urban areas have relative ly better access to make use of 

these opportunities. Therefore, they could easily access diffe ren t health and medical 

resea rch findi ngs and became aware of the issues concerning to malaria. 

It is also important to in vestigate the knowledge, attitude and practice towards malaria 

prevention in relation with average level of income. The study indicated that out of the 

tota l respondents 48.3% of the respondents who had an average monthly income of less 
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than 300 Ethic-pian birr. o I' these, 52% respondents had better prevent ion knowledge. The 

rercentEg·, increases to 54 .5% for those who had an average income of betwee n 300 up to 

600 b;:r. And still increases to 84% for those of who had an average monthly income of 

more t!tan 600 birr. Unlike knowledge, the respondent ' s attitude to the prevention 

mea(;cre showed different patterns. Table reveals that 81.3% of positive att itude towards 

lu.wern type of malaria prevention had been shown to those of who had an average 

t}lOnthl y income of greater than 600 Birr and 50.5% shown for those who had less than 

JOO Birr. With regard to practice there was no important difference by leve l of income. 

The practic~f6r those who had greater than 600 Birr monthly income were about 37.3%, 

but those~ho were getting less than 300 Birr had almost the same percentage(35%). 

,' . 

The findings of the study indicated that respondents who have got above 600 Ethiopian 

Birr had bettll~ knowled gL', a ttitude and practices of malaria and malaria prevention than 

thos,e of less than 600. This is also to mean that poor people that have less access to 

interventions do have less practice to prevent malaria. In Burkina Faso, Mugisha et .al. 

2002 round that pcople in urban areas and those with high incomes were more likely to 

seek care (for any illness) from health facilities (compared with se lf -treatment or a 

traditi onal healer) as a result of ease of geographical and monetary access. The same 

study by Holtz, 2002 revealed that pervasive poverty and the expense of the nets were the 

chicI' reasons for lack of nets in the rural households. Different studies revealed that the 

evidence suggests that the poor are less likely to use preventive measures, especially the 

most effective ones. They are also less likely to use preventive methods in the most 

effective or approprjate manner. 

It is also important to il1\ estigate the knowledge, attitude and practice towards malaria 

prevention in relati on with access to the nearest health serv ice facility (health center, 

hospital , hea lth post, and private clinics). The study indicated that 28.7% of the 

respondents who had an access of health center, the majority 58.8% had an access of 

health post, 7.6% did have hospital access and the remaining 4.9% of the respondent had 

an access of private clinics. 
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The study indica ted that ,jut of the total respondents who had an access of health center 

65.3% of the respondent had better prevention knowledge. The percentage decreases to 

53.2% fo r those who had an access health posts. Thi s is highly related with the 

availabi li ty of health personnel and professional capability in those health institutions. 

Unlike knowledge, the respondent's attitude to the prevention measure showed different 

patterns. Table reveals that 72.7% of posit ive attitude towards modern type of malaria 

prevent ion had been shown to those who had access to health centers whereas 63% 

shown for who had an access of the health post at the nearest place. With regard to 

practice there was important and significant difference by access to health facili ty. The 

practice for those who had access to health centers were about 49.1 %.Where as it had 

showed a decrement to 5% for those had an access of private clinics. 

It was also crucial to i/ll ·cs tigate the level of knowledge, att it ude and practi ce towards 

preventing malaria in rel ation to participation on environmental sanitary management at 

the community level. As table 18 shows, the respondents who had participating on the 

community' s hea lth or sanitary acti vity voluntarily had better prevention knowledge than 

who had not participation . In this study it is proved that knowledge of malaria prevention 

increased from 47.2% J( lr those who had no participation to 70.2% who had been 

parti cipation on environlll.:ntal sanitary management acti vity at the community leve l. Key 

informant discussions from the woreda health office experts, vo lunteers community 

health promoters and health ex tension workers also confinned the above finding that 

There are about 263 vo lllntary health promoters in the woreda. These volunteers are 

selected in each clusters of the kebele and they can mobilize the local communities in 

environmental sanitGlY management like draining of mosquito 's breeding sites (dirty 

stagnant water) twice in (/ month if necessary. Participation in these activity is also velY 

pertinent for the community because it creates an awareness · about the cause and 

preventions of thl' disease . Health extension workers can give health education 

particularly on the issue of malaria prevention methods and the communities can discuss 

very closely how to prevent and eradicate malaria pam their surroundings. Therefore, 

the knowledge of the community is now improving. 
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Wi th regard to attitude towards malaria preventives there was no important difference by 

level of participat ion on local environmental sanitary management. Their attitude for 

those who had been parti cipating in thi s acti vity was about 64.9%, but those who were 

not part icipating had relalive ly lower percentage (50%), 

Their practices towards preventing malari a showed significant difference, Accordingly, 

as people participating in local environmenta l sanitary management their practices 

towards preventing ma laria increasingly becomes high, Practi ces towards malaria 

prevention increased fwm 25,7% to 39,8% as people had participating on local 

environmental sanitary management activities, 

The MOH has to play pivotal ro le in the prevention of malaria trough enhancing the 

community' s parti cipation, The current malaria control strategy relies up on individuals 

and community to take act ion to protect and threat themselves against malari a, In the 

study area it is not onl\' addressing public faci lities and enhancing the knowledge of 

hea lth works about mal aria that matters and also not the avai lability of effecti ve anti­

malaria drugs that determines the prevalence of malaria, but equall y important is that the 

KAP of communities about malaria reach higher level. In the health pol icy of Ethiopia 

Ihe concept of priI1lary he'alth care has been widely adopted, Malaria cont rol with in the 

orbit of pr imary health care aims at the reduction of morbidity and mortality through 

sirengthening the local capabilities by improving the knowledge, att itude and practices of 

the community towards preventing the malaria situation (MOH, 2004), 

To ensure the prevention and control of malaria in the study area, it's important that al l 

tcmporary or permanent breeding sites with water should be ident ified and eliminated 

though act ive participat ion of communities, This malaria control strategy becomes 

effec ti ve only when the mosquito's breeding sites are identified, Accord ing to MOH, 

indoor residual house spray ing is the most widely and commonly used chemical method 

for vector control in anti-malaria programs, Many coun tries have recen tl y introduced 

insecti cides treated mosq uitoes nets (ITN 'S) as malari a prevention and control measures, 

It has been found to be very effective in the reduction of malaria morbidity and mortality 

in several countries, 

65 



. ' 

. ,' 

The 2007 Ethiopia MIS result show the remarkable progress the country has made in its 

light against malaria in the post two years, especially in scaling up preservation. Thi s 

success is the result of government , NGO's and communities at local leve l. However 

efforts are needed to increasing the knowledge, alt itude and practice among those 

populations that are at ri sk of malaria . 

The fi nd ings of the st udy h" ve major imp lication of malaria prevention though adopt ing the usage 

of IRS ,ITN'S environmen t,,1 management and provis ion of hea lth education by pin pointing the 

factors th at are affecting the KAP of the community towards those preventative measure. 

Concerning the indigenous knowledge for malaria prevention ac ti vities aboul (55.9) 

respondents had different indigenous knowledge. This can reveled that us ing unperceived 

drugs were the most self treatment activity without inst itut iona l diagnosis . 
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Ta ble 18: Percentage distriblJlioll of respondents by soc io-economic characteristics and KAP towards 

preventing malar ia 

Soc ioeconom ic No of cases Knowledge Have Altilude negative Praclice no 

characteristics Have no 

positi ve yes 

Literacy slalus 422 

Literate 205 75 .1 24.9 73.2 26.8 39.6 60.4 

III iterate 2 17 42 .9 57 .1 42.4 57.6 27.3 72.7 

,Haill occupation 422 

On farlll 269 49.8 50.2 51 .3 49.7 3 1.5 68 .5 

Off farlll 153 73.9 26.1 68 32 36.1 63.9 

Access 10 ""y 422 

fo rm of media 

Have 172 70.3 29.7 68.6 31.4 32 68 

I-lave no 250 50.2 49.8 49.4 50.6 29.8 70.2 
-

COll1aCI with 422 

li eallh extellsioll 

workers 
-

Ves 240 68.3 3 1.7 67.1 32.9 36 64 

No 182 45.6 54.4 44.5 55 .5 29.3 70.7 

Place of residell ce 422 

Urban 117 70.1 29.9 62.1 37 .9 39 61 

Rural 305 55.5 44 .5 56 .1 43 .9 3 1.8 68.2 

A I'efage mOlllh'y 422 

ill come 

Less than 300 br. 204 52 48 50.5 49.5 35.7 64.3 

300-600 br 143 54.5 45 .5 54.5 45 .5 26 .3 73.7 

Gremer than 600 75 84 16 8 1.3 18.7 37.3 62 .7 

Participate on 

co mmunity's 

ell vironmental 

sa nitary 

managemen t 

Yes 208 70 .2 29.8 64. 9 35.1 39.8 60 .2 

No 214 47.2 52.8 50 50 25.7 74.3 
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4.7 Measllrillg of anociatioll betweell illdependellt variables allli f(A P 

In the previous chapters some of the specific research questions were discussed usi ng 

descriptive stati stics such as cross-tabulation and percentage distribut ion. Moreover, the 

resea rcher tried to look at the relationship among the respondent' s soc io-economic, 

demographic and institutional characteristics, their knowledge status abo ut malaria and 

its methods of prevention, their attitude towards ways of prevention and practices. 

However, thi s was not enough to make deduction and need to statis ti ca ll y exp lore the 

strength of the associati on between independent variables and the dependen t vari ables. 

For thi s purpose, the chi square test analys is is used. 

A number of variab les indicating knowledge status of respondents about malaria disease 

the ir att itude towards prC"c nting measures and pract ices in ma lari a preve ntion were used 

to see their association. 

Th is study exp lored the fac tors affecting the communi ty's know ledge, atti tude and 

practices towards malaria prevention. The results show that understanding of the 

community about the disease and its prevention was relat ive ly better in Kedida Gamela 

woreda. It shows that despite widespread knowledge about malaria and its prevention, the 

practi ces of the commun ity towards prevention was relatively low in the area. Therefore, 

the finding pi npoi nts the gap between community 's know ledge of ma laria and their 

prevention practices. This is consistent with findings from other studies like 

(Vundule, 1996) shows that if people do perceive and knows the cause of malaria 

transmission and methods of prevention they do not take s ign i ficant measu res of practi ces 

to protect themse lves agains t the disease. 

Age, sex, mari ta l status, household size, literacy status, level of income, major 

occupation place of resi dence; access to any form of medias, access to hea lth services, 

participati on on environmen tal san itary management and contact with health extension 

wo rkers are taken as variables. These independent vari ables are believed to have or have 

no power to see the association between dependent variable (knowledge, attitude and 
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pract ices). This is to m~an that, to what extent respondent's knowledge, attitude and 

practices are influenced by those of the independent variables. 

The chi square test value indicates a particular vari ab le do have a stat istically significant 

association with the dependent ones (KAP) towards malaria preventi on. If the P- va lue of 

the chi square test is less than 0.05, it indicates that the variable has an association and 

effect on the dependent v'lriab le. Chi Square Test= X2= 

Where; 0 = observed value 

e = expected value 

n = number of cell s 

X2=Chi square value 

Resu lt of the Chi sq uare test for Knowledge 

e 

Tnble 19 results orthe chi-squnrc test for independent variables and knowledge 

Variable Xl va lue df p-value 

Sex 3.456 I 0.075 

Age 7.139 2 0.029 

Marital status 17.544 I 0.002 

Ii ollse hoid size 1.851 2 0.396 

Place of residence 6.059 I 0.015 

Occupat ion 23.226 I 0.000 

Income level 24.608 2 0.000 

Participation on community san itary 22.981 
I 0.000 

magt. 

Contact with HEW 22.303 I 0.000 

Access to allY form of media 17.02 1 I 0.000 

Types of hea lth cace facilily 14.367 3 0.001 

Level of educat ion 45.212 I 0.000 
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As Table 19 above shown, the result of the chi square shows that among the independent 

variables literacy status, level of income, participation on sanitary management, access to 

health service delivery, access to any form of media, contact with health ex tension 

workers, occupation, place of residence, age and marital status were significant ly 

associated with the dependent vari ab le (knowledge). The variat ion with in the 

independent variables can affect the level of knowledge. However, sex and household 

size variables did not haVe' any association wi th the dependent variabl e (knowledge) 

Table 20, remIt ojthe chi square/or IIttitude Vs independent vllrillbles 

Variablc X'value df p-valuc 

Scx 5. 573 I 0.023 

Age 1.421 2 0.494 

Marital status 10.416 I 0.032 

Household size 5.725 2 0.057 

Place of residence 0.999 I 0.333 

Occupat ion 11.084 I 0.000 

I ncome level 22.03 1 2 0.000 

Participation on community 9.579 
I 0.002 

san i tary magI. 

Contact with HEW 21.57 1 I 0.000 

Access to any form of media 22.021 I 0.000 

Types of health care fac ility 4.596 3 0. 197 

Level of education 40.815 I 0.000 
.. 
[he result of the above chi square shows that among the Il1dependent vari ables literacy 

status, level of income, participation on sanitary management, access to any form of 

medias, contact with health extension workers, sex, occupation, and mari ta l status were 

significantly associated with the dependent variable(attitude) .The other vari ab les like age 

,household size, place of res idence and types of health care fac ility did not have an 

influence or association with attitude towards malaria prevention. 

70 



'. 

" 

Table 21, result a/the chi square/or practice 

Variable X'value df p-va lue 

Sex 1.254 I 0.278 

Age 6.178 2 0038 

Marital status 1.462 I 0.84 1 

Household size 1.091 2 0.580 

Place of residence . 1.416 I 0.279 

Occupation 0.850 I 0.373 

1 ncome level 3.570 2 0.161 

Participation on C(,mmunity 8.589 
I 0.000 

sanitary management. 

Contact with HEW 1.861 I 0.187 

Access to any form of media 1. 63 1 I 0.230 

Types of health care facility 23.355 0 0.000 J 

Level of education 6.550 I 0.000 

The result of the above ch i square shows that among the independent variables like age, 

pa rti cipat ion on community's sanitary management, types of health care facility and 

education were sign ificantly associated wi th the dependent vari able (practices). 

71 



5. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

5 .1 Summary 

Improved health status of a society in fact has an affirmative effect in enhancing the 

quality of life and promoting social development. Health is fu ndamental to the broader 

notion of expanded human capabilities that lay at the heart of the meaning of 

development. Malaria, therefo re, is not onl y a health problem but also a developmcn ta l 

problem. It places significant financial hardships on both households and the econom y. 

The burden of malaria therefore is a challenge to human development manifesting itse lf 

as a cause and const!quence of under-development. Almost hal r of the world' s population 

li ves in areas where the disease is either endemic or epidemic. It affects 107 countries and 

most of them are tropical and developing countries. 

This study was conducted in Ka.l11batta Tembaro zone part icularly Kedida Gamcla 

wereda, SNNPR. It is one of the areas where the malaria di sease is more common. The 

basic data used in thi s study were collected from household survey, focus group 

discuss ions, key informant and secondary data. Different methods were employed to 

analyze relationship between respondents' knowledge, attitude and practice and thei r 

demograp hic and soc io-economic situations. These methods vary from simple desc ripti ve 

stati stics to the chi square test. 

The majority of the respondents were found in the age group 18-30. Male constitutes 

nearly 52 % of the sample respondents. With regarding to marital status. 60% we re 

married at the time of survey. The large proportion (73.2 %) of the respondents had less 

than or equal to five house ho ld members. Literate respondents makc lip only 4S.2 percent 

of the sample population . And only 36.3 percent of the respondentpartie ipated in 01'1'­

farm act iviti es. The ma jority (58.8%) had an access of health post ins ti tlltiol l :lnd ah"lIt 

57% o f the respondents had con tac t with health ex tens ion work ers. 

People's knowledge. attitude and prac ti ce towards malari:1 preventi on differ across 

va rious Demographic. socio-economic and institutional -characte ri stics. Based on this 

assumpti on the researcher had tried to look at the KAP of the sample population tOlVards 

7.1 



malaria and malaria prevention. Accordingly, 71.3% of the respondents have observed 

malaria is the most serious health problem in the area. About, 58% mentioned mosquito 

bites as the major cause for malaria in the study area. In forwarding solution, 54 .3% said 

using ITNs and indoor chemical spray and 20% said draining the stagnant water .. Of all 

the respondents , 84 % perceived the nexus between malaria and poverty. About 70% of 

the respondents perceiving that Kedida Gamela woreda are a malaria prone district. 

There were higher proportions of respondents with knowled ge and att itude of malar ia 

prevention methods in the age category (18-30) than the other age categories. Only small 

percentages of the respondents in all age groups were prac ticing prevention activity. 

More males than females were found to have better knowledge of malaria prevention and 

positi ve att itude towards preventive measures. 

The findings of the study indicated that the ever married respondents (66.9%) had better 

knowledge of malari a and malaria prevention than the never married ones (54 .2%). 

However, the never married had relatively positive attitude towards prevention measures 

than the ever married. Their prevention practice did not vary significantly. Concern ing 

the household size, respondents living with less than five household sizes relatively had 

better knowledge than those of li ving with more than five households. The trend is also 

observed in the case of pract ice that low household sizc did have better malaria 

prevention practice. 

The large percentage (75.1 %) of literate respondents had knowledge of malari a 

preventi on while the percentage is much less for illiterate ones (42.9% ). Concerning to 

their attit ude towa rds malari a preventive measures. high variati on is obse rved hetween 

literate and illiterate. More than60%of the literate respondents had no prevention 

practi ces. This fi gure stated that having or not having educati on did matter for knowl edge 

and :lIti tudc rather than practi ces to prcvent mala ria . 

When we look at the knowledge vari ati on among the major occupation groups, the hi gher 

propo ni on (73.9%) of those who were engaged in off-fa rm ac tiv iti es had more 

knowledge and pos itive atti tude towards prevention of malari " than those involved in 0 11 -

7J 



faml acti vities. The prevention experience of both groups did not show a significan t 

difference. 

In relation to access of participating in environmental sanitary management activity, 

knowledge of malaria and malaria prevention had increased from 47% who had no 

participati on to 70.2% who have had participation. Attitude towards the preventive 

measures show different pattern as that of knowledge. Posit ive attitudes had increased 

from 50% who had no participation to 64.9% who have had p"nicipation. The practice of 

malaria prevention had also increased from 25.7% with those who had no participation to 

39.8% for those who had had participation. 

Respondents who had contact with health extension workers had better knowledge and 

positi ve attitude towards malaria prevention. And all responde nt who had no contact with 

health extens ion workers were not involved in prevention activity. In this regard , 

respondents who had contact with health extension workers obtained different health 

educat ion related to malaria prevention 

The resul t of the ch i square shows that among the independent variables literacy status, 

level of income, partic ipation on sanitary management , marital status, access to any 

form of media, contact with health ex tens ion workers and occupation were significantly 

associated with the dependent variables, knowledge and attitude. Knowledge was also 

assoc iated with variab les like place of residence, types of health care facili ty and with 

age. Regarding to practices, many of the independent variables were not significant ly 

associated except variables like literacy status, participa tio n on the community's 

environmental sanita ry management and types of hea lth care f;lc ility, 

.5'2 COl/clusiol/s 

III light or this, the findings of the stud y indicated that demographic , socio-economic and 

institutional factors had significant impact on the communit, 's KAP . The results sho\\ 

that understanding of the com munity about the disease and it , prevention was relati vely 

better in Kedida Gamela woreda. It shows that despite the exi stence knowledge about 

malari a and its prevention, the practices of the communi ty, towards prevention was 
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relati vely low in the study area. Therefore, the finding pin points the gap between 

community's knowledge of malaria and their prevention practi ces. 

The demographic factors, i.e. sex , marital status and househo ld size were significantl y 

affect the knowledge and attitude of the community, while age only affected attitude 

sign ifi can tl y. Among the socio-economic factors , literacy status, occupation Place of 

residence, level of income, access to health service and access to any form of medias 

were associated significantly with both knowledge and attit ude. The remaining two 

factors such as, participating on community'S environmental sanitary management and 

contact with hea lth ex tension workers had only impact on the alt itude of the community. 

Concern ing malaria prevention practice, the proportion of the respondents who were 

involved in malaria prevention acti vity was very small across al l demographic and socio­

economic factors. 

Moreover, the overall finding of the research showed that considerable proportion of the 

sample populat ion had knowledge of the malaria disease. 

5.3 Recommendations 

Based on the finding of the study, the following points are recommended to promote the 

knowlecige; alti tude and practice of the community towards malaria prevention thereby 

miti gate malaria disease in the area. 

A sys tem that could bring about alternative sources of disseminating information on 

malaria should be developed by the government and other concerning bodies. As 

observed in the study, the area and the community are highl v inaccessible of timely 

information on malaria either by electronic or printing medias. 

The role of health ex tension workers to prevent malaria is ver\' pertinent by increasing 

the awareness of the community towards mitigating the disease. Health extension 

workers should be uti lized properly in teaching the commun ity about the disease by 

integrating to other community based health activities. Others I ike teachers, agricultural 
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deve lopment agents, and NGOs are very helpful In bringing better health seeking 

behavior. 

Gene rally, to over come the health problem due to malaria, the local community is very 

criti ca l because the success of malaria prevention program relies heavily on the 

commun ity knowledge, attitude and practices towards preventi ng malaria . School, edir. 

equ b and some cultural ceremonies are also good events Ill!' disseminating health 

informati on so as to bring basic knowledge, bring behavioral change about preventing 

ma lari a. Educate the community that malaria can be prevented and controlled by using 

[TNs. 

Government has been responsible for most malaria prevention effort . The government, 

however, lack the resources for effective prevention activities. Therefore, this has led to 

ca ll s fo r greater private sector involvement. All temporary or permanent mosquito 

breeding si tes with water should identify and eliminated through active participation of 

comllluniti es and the other concerned bodies. 

The work done by the NGOs in the area of capacity buildi ng program should be 

conti nued in a sustainable manner. As pointed out in the rGDs the community is highl y 

benefi ts from the capacity building program and thereby cha nges their attitude to use 

modern methods of malaria prevention practices. 

This research is limited to KAP of rural community towa rds malaria prevention . 

However, the social , environmental and economic aspects of the community were not 

studied. Hence, the study calls for further research in the area of poverty alleviation and 

environmental degradati on in the community. Lastly in order to get the clear feature of 

KAP survey, larger populati on will be necessary because it is di fficult to generali ze all 

the resu lt s fro111 the recent stud y about the whole community of the woreda. 
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Checklis t 

A- C hecklist for Focus Grollp Discllssion 

I. What is the serious health problem in your area? 

2 Do yo u think malaria is the first common disease in your area? 

_' . What do yo u thi nk the possihle cause of malaria disease? 

4. What do you think the major consequences or impact of the disease in your area? 

5. Do you think the community is involving in malaria prevention activities? 

(, . Is the re NCOs in yo ur area working on malaria prevention activities? 

7. I r yes. what is their contribution to prevent the disease ;;-~--¥! from your area? 

R. Wha t is the sta tus of knowledge and practice of the com')l l1lli ty about the di sease and 

its prevention? 

9. What do you think the possible solution to prevent malaria disease from your area? 

10. Is their any indigenous knowledge and practices to prevent malaria? 

13- Checklist for Key Informants 

I. What is your Duty? 

2. How is the malaria prevalence through time? 

3. What do you think are the developmental impact of malaria') 

4. What is the level of people's awareness about malaria and its prevention? 

a. Is there income variation? 

b. Is there sex variation? 

C. Is there o~cupation variation? 

D. Is their educational variation? 
E. Is their age variation? 

5. What is the contribution of your Institution for malaria prevention activities? 
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ADDIS ABABA UNIVERSITY 

Questionnaire Developed for the Study of Faoors affecting tile 
Knowledge, Attitude and Practi ce of the Community toward s malaria 

prevent ion in Kedida Gamela Woreda of Kembata Zon e,SNN PR 

Objective of the study 

The basic objective of th is study is to exp lore the knowledge ,attitude and prac tice 
(KAP) of the commu nity and the various domographic and so~.io·econm jc. cultural 
and inistitutional fac tors influenci ng KAP towards malaria prevt!ntion.Therefore,YolJ 
are requsted kindly to give answer (re~ r y and openly.Any information you give 
Kept confiden tial. Thus you r coo pration is very necessary to achieve the objec tive 
of the study. 

Arca Idcntili eation 
fnlcrYlcwcr's Nnl\lc :llld S '~n:lIwc 

:-'lIp,;r\'I~lIr~ u;lIm' :1m] !:i'bll:lIlIr .. 

Ik.:iull I -------' 

r..';lInc oflhc PA 

· ... dj.l~c 1':lI1K' 

l·'I.~C ,dll'e' b\ 

Il(HI$c': ,I,IJ {"oJ..: Illunbcr 

Zone 

[,v--
QUESTIONS 

Woreda '--_ _ :=1 

CODING CATAGORIES 

1_ Demographic and Socio econrnic Cilaractrrstics of the respondents 

101 S.;x of lho: rl!sponucill Male , 
rClllak , 

-
102 i\!;C of the rcspolldo.'ll f l (In full Y':.1r5) --

10; W:I:l1 IS yuur IllJrual status? Single 

~~-M;micd 

Dlyurced 
--j~ 

Widowed i -, 
5 -



Ii Ir lite OC UUp.1 1ion IS on' r'l rlll What is your Ill lljor source 0 snle or cereal 

111 IOcorn!! crop(Mnize ,Sorghum ) 1 

Snle or colTc nnt! 
spices , 
sale Onhal 3 
Sa le or rruil and 
vegetable ·1 

Sale or homc becr l 

others,specify , 
112 Iyour place of residence Rural 1 

Urban , 
11 j k our estimaled monthly Income in birr Less Ihan 300 1 

301·600 , 
> 600 3 

II< 
/:-IOW long do you Imvel lO get health services in your arca 
on n\'cr~ge 1 <Skm -'-

Skm· IO km , 
11·1Skm ) 

16·20km .1 

more than 2Skrn j 

2. Access ib il ity Mensures to nny form of Med in 

20 I I Do you read news papers, magazines? y" 1 

(unl \' (or f/IJ.\"It'cr O. IOS /.1' I'c,\' ,: No 
, 

- -'-

]O~ J II' Ihe answe r is 110 • why nOI? I am not interested 1 

NOI easily avai lable , 
I dun' t knuw 1 



20J IDe you liSlen 10 Ihe radio? Yes , 
No 2 

:W·! /lr 1he answer is no, why nol1 [ am not interested , 
Not easily avoilable 2 

I don't know J 

205 IDa you wo.tch Television? Yes , 
No 2 

206 Ilflhe ~nswcr is no, why n01 ? [ am nol interested , 
NOI l'asily available 2 

[don't know J 

3. KNOWLEDGE 

301 /wha1 is the series health I problem in your area? Malaria , 
HIV/AIDS 2 

Respiratory J -
Typhoid lind DihWla " --

olhcrs(specifr) 5 

I don't know 6 

302 Have you heard of malar ia? y" --'---
No ~ 



308 What IS th..: typical clmlcal symptom ormalarla '/ Fcycr lind chills 
- 1--;--

Headache 2 

Nausia nnd vomiting I ; 

Fntigue , 

Dizzincss 5 

Didn ' t know 6 

Others 7 

Can you name the types of mal:tria plnsmodiulll you know .~ ) 09 nVJirnblc in the nren? ,- .~" .... 
Can y~ "name 'hC7f pl1lSmodiuJn you kn071abJe ~~'~' 

- "' .. ~\. 
31 0 in the arc;} ? / 

1-
Me all the lypeS of plnsrllodiulil you mentioned currently 

; II :lVall3ble In large quanllt y"1 Yes I 

No 2 

Don ' t Know J 

Do )'OU know someone wilh malaria/who has died of 
J 12 malaria v" I 

No L= 
Arc you willing 10 go to health center? When yO Il got LL :il } Isymptoms v" 

No ---
- > 

j 1 S Can you tel l me a typ..:s of mosq itoes,which yOIl know 

j 16 Can p.,:ople pr~ycnt I11nluna fru m thc su rrounding"! Yes -'---- -
No 2 

317 Jryes , how could they prevent malaria? By usin - ITN I 

Use or insecty side 
sprey 2 

covering or bodies 
with sheets ; 

-- - ---
Using traditional 
herba l -'-
By cleaning the 
cnvirunment , 

Others, Speciry 6 

jlS rrno, why? D~scribc II. 

Can people in the area get impoverished due to the spread 
3 19 or malaria? Yos I 

No 2 

I dan ', know J 



I!t")'\>ll! :mswo.:r I~ p:s allu 1'>1.1 1:III;I,whntdu you thmk IS tho.: 
I 

, 
3D) causc'! mosqui to j') J k , 

Climatc chanl:\c 1 

stagnant water ) 

environmental 
degradation , 
lack of environmental 
Educntion ; 

lack o~'f source \) 1' 

livlih¢ 1.1 , 
Lack of I:\ov'conlrol 7 

Idont know , 
others, Speci fy 9 

)0' J .!iJ:'5>ur ans we r is MalllJin. II'hat ~?~u think is Ihe sol ution? Usinl:l lTN , 
Usinl:l drugs anu 
indoCJr spmyinl:l 1 

Prutectinlhe 
environment ) 

clenning the home ~nd 
the village ., 

Education 5 

Idonl Know (, 

Dth res.specify 7 ---

305 ItfYOUr unswe r is MosqLllto ." lIm uu you Ihink is tho.: cause? Diny St:l!>Il<l1l1 W:llef , 

Dirty Flowing w,lIer 1 

others,specify ) 

l!t"your answer is mosquito , \,h ~t do you think is the Draining the stagnant 
307 solution? water , 

Indoor residual spring 1 

usinlllTN ) 

Usinl:lltaditional & 
indilli nious methods ., 

Others spec ify 5 

)06 
I(DO you think Kedida G:llllda worcda is malaria prone 
distric t y" , 

No 1 
I don't know ) 

I[f yes, how do you know It '! 
Heard from radIO, 

)07 television , 
News papers , 
magazincs 1 

Ikard from I k.llth 
olliec c,~pctl s. .' 

Ilcurtl furm N{jU~ ., 
Icametl from 
forefat hers ; 

others,specify 7 



322 

323 

325 

J16 

327 

think lhe eO"eel of malaria will be 

remember lhe 

of any health program concerning 0 

walched any health prog. Concerning 10 
on a television? 

read 



l29 Do you have indcginous knowlcdg\ (if prel'cn/in!; /l/a/of/tl Iyos 1 

No 2 

330 !ryes what arc they 

]JI Have you ever conlac wilh health inislilulionsd Yos 1 

No 2 

JJ2 in which organizBtion do you conlact Government 1 

Non governmellt 2 

private 

Others. sfX!cily .1 

Do You gel ar)' information whcn you conlact with henlth 
333 workers? Yos 

No 

4 . ATTIlUDE 
Do you think the presence of malaria is a hindrance of 

' 01 development in your area ? Yos 1 

No 2 

I don' 1 know ] 

402 Who shouh!prcYCnl malaria in your nrea? Individuo.Js 1 

Community 2 

GovemmenVSlah! ] 

Slale and community 'I 

I don't know l 

Others. specify c, 



406 

41 0 

drain the diny slal:lnanl wllter mUSl be 
411 r ' 



"" 
1',01'1, who ,Ie d.,g"d;~g 'he , , , m,,' be 

, ' I ,'hdo"" " ' . . ) I 'g'" 
, 

I do,', 'g'" 2 

do, ', " ow .; 

~ ·11 8 IC yO" 'g'" why? 

. ' .' '. '"', . ,i" 
~ 19 I ,why no I? 

420 m"," 
~_~~ ,~, ng traditional healers to prevent malari. 

I 'g'" 
, 

I do,', 'glee 2 

don', know 1 

421 
I ~ i~:~ i~O"IO ~ea llh Institution w?Uld ~ UI.isfi ad with Ihe service 

I II I; malaria Yes , 

No 2 

m III yes how much , ; I 

IP,n;,lI y 2 

I No,",,11 -'-
IN" "1'''''' 

., 

"2l I" ' 0 whal ;syou ,eason 

5, PRACTICE 

,0 1 h~n\'c you e ver had any millana , p"CI;"? I Yes , 
INo 2 

don't know 1 

;02 IIC ,." .wl", 'YI" ~ dn ),011 kllow? n, , .. , 
Clen,;ng 'he , 2 

Dnlining the stagnant 
I,,,,,, 1---'-
~::~:'::~,:~~"g ., 
Using tradition,,' 
herbal , 
O,h", sl",d, " 

503 jAlc ~'OU currclltl ), pnu:llc illB of l1l;ll;tl ia Ii 11'. I Yes I 

INo 2 
50,1 I If yes. wh.1I type of pr3cllcc arc you making currclll ly? I D-",.g "sag' 

ICI",,;,g.'he 

Draining the slagntlnl 

""Ie, 
Us;.,g ITN nod 
,es;d~n l spmy;'g 

Usmg , I 
he~;' 
O,hCfs sl",;ry 



.. .,iI 

- .. ,'.';.' . 
1 . 

'0, 11"/'10, why not'! ~"" h''':'' .' .... : ..... " .;. 

rnhl~ri led from the 

'06 If 'cs.ror (0 503 ) where did you learn il1 ancestors , 

From Health omec , 
FfOm media J -

from NGOs J. 1·<"1 , 
Havo you participating on commvn,hfls onYlfonrr.6nlal .~l1nlllary 

,07 manag(omenl Yes , 
No 2 

Cleaning lhe home & 
508 If yoo.:..~ ~1~n:2~~! jj what kind of sanitary managamont surrounding , 

Draining the stagnant 
water 2 

Reaforcstalion , 
-

Others specify ., 
From where/whomS! did you gel the advice to use 

5u') modern types of malana prevenlion I k<llth Jlrurcs~!oII;lb , 

Readin ' leaflets 2 
Have previous 
(,'(perience .' 

Neighbors ., 

Relatives , 
Seeing the r;'lck ;(~t. 
of the CI]Ulpmo:nt {, 

Othe rs specify 7 

If you used 10 visiting Iradituional healrs whDt practices 
~ I 0 you did Prilyin~ , 

Holly waler 2 

Fasting ; 

Others specify ., 

,II H yOu used to home remedies what kind I.enrcs , 

Ruots , 
Herbs , 

Holly wnter " 

Others spcciry 5 
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1- ---
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