Knowledge, attitudes, practices and behaviours for malaria: “intense”
versus “non-intense” communication interventions
In an artemisinin resistance setting
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In Cambodia, behaviour change
communication (BCC) campaigns represent an
integral component of previous and ongoing
malaria efforts to fight artemisinin resistant
parasites and move towards malaria
elimination. These include broadcasting
malaria prevention, treatment and diagnosis
messages via TV, radio and mobile broadcasting
units, the distribution of information education
and communication materials, and the
introduction of mobile malaria workers in at-

implementation of activities and compare
knowledge, attitudes and practice of the
population at-risk of malaria, between villages
receiving intense BCC interventions compared
to villages receiving non intense BCC
interventions. The hypothesis was that people
living in villages receiving intense BCC
interventions had higher knowledge level and
safer attitudes and practice with regards to
malaria compared to people living in villages

Figure 1: Knowledge of causes for malaria

There were significantly less respondents stating
“poor hygiene” as a cause for malaria. Similarly,
“staying in the forest” was more likely to be
mentioned in intense BCC stratum

P=0.16

Figure 1:

Knowledge of causes for malaria was high across strata;
overall, 97.2% mentioned “mosquito bites” meaning that
only 23 out of 774 respondents did not know how
malaria is transmitted. On the other hand, the second
most mentioned cause was “poor hygiene” with 39.6%,
and only 31.4% mentioning “staying in the forest”,
despite this being a risk factor of importance in the
studied area.
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Figure 3: Discussion about malaria within the
community
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proportionate to size method. Household
sampling was conducted using simple random
sampling. All households were eligible for
selection. A total of 774 households were
interviewed in 30 villages. A standard and pre-
tested questionnaire was developed in English
and translated into the Khmer language.
Interviewers were carefully selected so that
they were culturally and socially acceptable. A
one-week workshop including pilot-interviews
was held prior to the field work. The target of
the interview was female head of household.
Each team consisted of four people together
with local workers (the village health worker
and local authority) to provide guidance in
finding the families to be interviewed. All
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Discussion and conclusions

These results revealed several positive outcomes. Intense BCC
resulted in higher level of knowledge of malaria such as the reduction
of misconceptions and in an increase in awareness of the risks of
malaria transmission. Intense BCC also led to several positive changes
in peoples’ attitudes, such as promptness of health care seeking in
case of fever or discussion within the community about malaria. This
strongly suggests that intense BCC increased general awareness

More than 24h of onset

both key messages was much lower, with only 6.9% but again,
respondents in intense BCC villages were significantly more likely to

Remembered both

remember both messages compared to non intense BCC villages (p=0.04).

about malaria and that, in turn, promoted interpersonal

communication. Lastly, intense BCC resulted in a higher proportion of
respondents remembering key BCC messages, both for malaria

prevention and treatment.

This study shows evidence of improved levels in behaviour
endpoints and not just on knowledge endpoints as usually reported in

BCC studies. In addition, recommendations and lessons learned from

m Non intense BCC (N=387)

prevention messages

Remembered both

treatment messages

m Intense BCC (N=387)

this assessment might be very valuable to the national malaria

programme with respect to the planning and implementation of

future effective BCC interventions, particularly since a number of
behavioural factors are thought to contribute to the emergence and

spread of drug resistance in this region.
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