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CHAPTER |

INTRODUCTION

1.1 Background an i \\ ///
Malaria is w 13
constitutes a W /e

Approximately, 40%g8T th€ poOg

man diseases today and
gegpart of the world’s population.
"'-.\‘\
osBliving in the world’s poorest
countries, is I . afEve \ 00" Million people become
are, ins b-Saharan Africa. However,
Asia, Latin Ameriga, t i - o e also affected. Travelers
from malaria- free rg |o 5 malaria transmission are
highly vulnerable — th have dittle @l are often exposed to delayed
. f'{{..w_ .
or wrong malaria diagnosis Jf.-;r::;..i..rﬁr home country (WHO, 2007).

Even mah-malaria can-bea fatal disease-it-1s-targely / entable and curable

disease if it 1s5pro Concerning prevention,
|

ed
| . _ _ R
unfortunately,’ ere IS no effective vaccine currently availa

Y R 130 ok (114 T3 il

vector control is reduction of malagi#s morbidity and mﬁilty by reducing the Iw of

RIS IWANIIRYIRE

are progressively more suffering from malaria, resulting in disease burden (WHO,

for malaria. The most

2007).



In Lao People’s Democratic Republic (Lao PDR) malaria is a serious health
problem today and it is one of the leading causes of morbidity in this country. It is
estimated that nearly 80% o (! W/Q/r 1 million) is at risk. Approximately
/ ich are high risk of malaria

: : s dirus, An. minimus and

35% (1.9 million) living;
because the three | =

An. balabasensi ea located between 400
to 1000 metre.ait ' - opl i Shard-to-reach locations
and health facilj foor o jon-exi " Wal Megtality of malaria remains
elusive because 0. iaftsfdic Y \\ low level of health
services. This diseg#® i ) Phonlial : Lao PDR hospitals, with

\\7'

0%.With an incidence of

confirmed malari '. { & d ma \ rtality at 0.24 per 100,000

per year. Malaria is thedLao PDR. Groups at greatest
risk include ethnic minor ﬁj; s ,J il workers, miners, and children
below the @ i el:a;tjd the risk is low in
the plains | %:N.JSOO meters (WHO.
2009). From tUeport of Roll Back Malaria Project (RBMM&O PDR has a malaria
burden severely ‘aﬂ any other Asian c@lpfry (Roll Back Malaria, 1999). To

AUHTRERIWEART

base n RBM strategies including: (i) vector control with the use of Insect|0|de

q AT AN 1N

malaria cases by involvement of Village Health Worker (VHW) and private service

deliverers. Until the end of 2002 (Lao PDR country profile, 2005), grant aid from the



European Union, World Bank, Asia Development Bank and Japan have been

supported the control efforts; since May 2003, the Global Fund to Fight AIDS,
ty the principal donor. Together with
j an important role for malaria

munity cooperation and

jtude and practices of the

®MBotion and transmission

\ _ _
eople’il n‘x\ areas, where there are thick

A\
5\

Lhis d \ s causing socio-economic
problem of Lao P 0 s that” prevent his Wisease is extremely needed.
Unfortunately, the high ri 4. ‘.,,: difficult to access. Moreover, the
opulationli hnics group which
population|a'¥¢fmalaria endemic areas are ca gl efrnics group

have low ineame; \DJS their practice for

==t

malaria were ﬂiﬂ'rerent. Sustainable environmental controlMpethods which require
active communltﬁﬂpatlon are also not f@ll§ implemented. Lack of community

AUBIMEHINEIRT -

problem

1SN, I IngTAY

(ITNs). However, they were used in a few malaria high risk areas in Lao PDR and in

some communities are not believe in this ITNs strategy.



The new malaria control policy was adopted in many countries around

Southeast Asia with the objectives of the providing safe insecticide (deltamathrine

tgesgHowever, the new ITNs policy could

not be implemented th Utihe y)elimitaﬂon of resources, thus,
the implementation..or “condl s@reas. Ineffective malaria

prevention is “lack~0j] jesandy sk prescribing appropriate

and permethrine) effective to th

allices regarding malaria

3. St CHVE ,rﬁ_ gograp ”\ characteristics, knowledge on
malaria pre enti "‘:"' "’" t alaMa prevention, and practice

regarding malariasn "}W
13 Obje@
(a) Gener )
== - '
To determw knowledge, attitude and practice of po&tion towards malaria
prevention in ﬁlw district, Champasadf@gfovince, Lao PDR.

<bﬂu%4’9°ll8ﬂ§WMﬂi

1 To assess and determlne the level of knowledge various attltude and

RN ANy TaY



3. To identify relationships between malaria prevention practice with

demographic characteristics, source of information, level of knowledge

ic characteristic such as
y-me er, education, and type of
acifegef population in Paksong

d ia :ne

TN

B practice of malaria

preve

| ~

on @o  population -.\~
' & | ’; 4\

3. There ig¥an @sociation; between attitudeh ank

T
i ‘..r'

practice towards malaria

preventioné r‘:-r-'al.r-:.‘-.'.fu‘-j'-. g disfrict.

1.5 Operational Definitios!

Knowledoe of malaria: the ability gdcafrect understanding

about malarlé:":i} : e o ' éission, signs, and
symptoms, treMent and prevention. ﬂ

tiftud E\]‘anwzjiﬂn Q{WIﬂﬁjﬂ threat of

ractice of malarig preyentfon. routine acfivi nd action of indivi el or

QRAAS SRR

using insecticide spraying, sleep in bed net, and control of mosquito breeding.




|

1.6 Research Conceptual framework

The schematic below shows an explanation of the factors affecting practice of
malaria prevention of the ¢ i\ Wti n. Those factors are demographic
characteristic such as age,'€ ler, € | y)/ﬁ Jpation, marital status, income,
duration of stay, and E‘n—iv. i - Ao such as cause, symptoms,

transmission, tr -an Ve (ude-towa a such as susceptibility,

# Demographicgharafterjgti

- Age 4
- Gender .
- Income 4
- Education leve
- Occupation

- Marital status
- Duration of stay
- Family member

1
v« Know S E-abouialafia—
- Cause W1 m— A -
- Symptoms = B0 malaria
; (l \ i |
- Transmission { Jprievention
- Treatment

- Prevention

renion Wggage AR
AUBATHNTNGINT

- Threat

(TANMIMNRIINYIAY

Figure 1; Conceptual framework of factors affecting malaria preventive behaviors




CHAPTER Il

LITERATURE REVIEW

Wy

2.1 Malaria

2.1.1 Definition of

e disease which can be
y the malaria parasite
' Which is transmitted via the

eles r;&; itogs O it bIB8d transferred by blood

y F
transfusion or a@fnta r1 dlnj ""‘i'f

dle. \,‘ otitkeate@promptly with effective
/ r"’ ' AN
medicines, malariagfn bgffatal. 7 a %

\

J A \
2.1.2 Plasmodium of gfalz '_..-,;- —?j(-‘ ‘

i
P
i

There are 4 species of plas ; y ‘ ja in humans:

ium malariae

ﬂo ] l
| I rasasm ﬂmtreﬁx m\ﬂ n i\e female
anopheles mosquito. The parasﬂe‘bass through the . In the case of VIV

Q WAt H W m WEE EI
relapses. Relapses of this nature from the liver do not occur with falciparum or

malariae but chronic infection in the blood may persist for a few years.



Once released from the liver the parasites invade the red blood cells. A cycle of 48

hours is required for falciparum, vivax and ovale and 72 hours for malariae for

hgy damage the red blood cell and are
y/){n dividing again thus repeating

release substances called

\ \ 45 species of Anopheles

mosquito have been fg d in. and" L speCiés which are A. culicifacies, A.

fluviatilis, A. minimus,

Ieucosphyrgi]ave been cated -in th N O alaz\in this country. The
areas of di% 10SGui {

. stephensi, A. sundaicus, and A.

Il‘; aVa o-different-for-these-MeSatitoesS=A=titia f" Iis’ A- minimus are
4 -\.

found in the found in the coastal

j hl u J
|
regions, A. culiCifacies and A. philippinensis are found in the plains. Furthermore, A.

U AENSNeInT

1) Characterlstlc and position oﬁltmg

q WaNF- 6 INIAINYIAY

its victim. At the end of the slender proboscis, there are two pairs of cutting stylets

those slide against one another to slice through the skin. Once it penetrates through



the skin, the mosquito's proboscis begins probing for a tiny blood vessel. If it does not

strike one on the first try, the mosquito will pull back slightly and try again at another

angle through the same hole s, t . ige the proboscis are two hollow tubes,
one that injects saliva in - ) 0scopi /gd ne that withdraws blood. The
. =~ am"'ﬁ:? Wic and anti - inflammatory
' Bain reaction (Kakkilaya,

2007).

Figurt qMof the surface
==t
(2) Mosquito Mng time

Anophele jitoes enter the housdigtween 5 p.m. to 9.30 p.m. and enter

AUBTNERTHENRT

of b g activity is at midnight and early hours in the morning. By keepmg the

WIANT] TN TN

against mosquito bites in the evenings and early mornings by wearing garments cover

the body as much as possible and using mosquito net at night (Kakkilaya, 2007).



10

(3) Preferred source for blood meals

One important behavioral fa t

is the degree to which an Anopheles species

prefers to feed on human " nimals such as cattle (zoophily).

Anthrophilic Anom@ - - malaria parasites from one
person to another i @sively anthropophilic or

zoophilic. However, ) nalari tars, ica, An. gambiae and An.
funestus, are strongly nénhilic 2 Cor two of the most efficient

malaria vecto
(4) Life span

Once ingeste s q ust undergo development

¥

within the mosq |to hefore theyare in s to "\. ans. The time required for
P et |
development in the mosq '-:::,,".'_A Ii tibation period) ranges from 10-21

days, depending on thesp erature. If a mosquito does not
survive longer-than the-extrinsic-incul : jlill not be able to

Y
transmit any r

il

(5) Pattern restlr'

Fle ANBNINYINT...

other ark and cool corners durlag the day and come out to bite at nlght It is

BN IUURIINIAY

inside the wardrobes or cupboards (CDC, 2004).
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(6) Breeding site

Anopheles mosquitoes breed in natural water collections. Therefore, breeding

increases dramatically in the rai \ p water collects in bottles, tins, tender
coconut shells, bucke N j N the open and these provide

ample breeding

paddy fields etc., act as
breeding groun places for the mosquito -
water on the . tanks, water collected
drains - all these help
breeding. It is vg# igPogger 4 oy these wates ol actions or to keep them
properly covérédt vé ing’. ‘fr 2 osquito laid their eggs in

batches of 70 t : h ace-of water ¢ ht, Us takes about a week for

Ausnaninng-
RIANTUAMINYAE
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(7) Insecticide resistance

Insecticide-based control measures (e.g. indoor spraying with insecticides,

prolonged exposure to U\Zf )ratlons mosquitoes, like other
. ‘.'--.
insects, may deveh& a caacny—w'su‘m" lve_contact with an insecticide.

levels of resistance can

ITNs) are the principal way es that bite indoors. However, after

Since mosquito
arise very qui ' insecticides has been
documented wj feshwere introduced. There
are over 125 d. r iSiance to one or more
insecticides. The [ 0 w"'.\ dés used for indoor residual
S ’ "F":f 2 \ '. - - -
praying was a®majogim ,w o8 Glob aria Eradication Campaign.
Judicious use of Jsecti€ides f nf“-- gicontrol'@an"limit the development and
spread of resistance / of~ les agriculture has often been
- . - 0 ‘. 1-. P ‘ e, . . -
implicated as contrlbutl g to populations. It is possible to
detect dev@ ) : a@re well advised to
conduct surveifla \J

.
2.1.4 Mode of%‘ansmission

The malaridf peasite is transmitted f@ug# person to person by the bite of

AUSTRBRTNEANG -

the mnan red blood cells, where |t multiplies asexually After reaching maturlty in

q RIAYTIANINENEY

cells. Before the asexual cycle in red cells is established, the parasite must complete a

5-10 days period of multiplication in liver cells. The typical malaria symptoms, chills
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and fever, are associated with this rupturing of infected red blood cells (Rutledge et.

I‘. \’y/
(1) Falciparum malarja, (i y)ﬂ'
The time of OneetOftherfirst ‘mpto@squito bite is 7 - 14 days

but may be lateris

al., 2008).

2.1.5 Symptoms

ake variable depending on
age, immunit alciparum malaria, the
infected perso . twith feve : and headache rather as
if getting flu. E v ¢ ¢ | - | suddenly starts and
becomes a rigor (vilengSh i 5,' ; Chatt : \ rigor lasts about an hour
S -}\ u.o throbbing headache and
"\‘

\ hing sweat breaks out and the

fever goes down ove on Of the paroxysm is 8 - 12 hours

and after it the patient .ﬂ_,:;_ :;;J ‘.f“:

not usuall)(;a )

periodicity of fever of 48 hours is

bﬁ}ily or unremitting.

e st severe forms of

| o

==t
malaria and aMunts for 80 percent of deaths. The tern{”ﬁ usually restricted to

patients with unroﬁhcoma and falciparumfipfction (Arlene, 1994).

AUBIAUNITNEINT

he incubation periods are dlfferent in the 3 types of malaria varying from 12 -

q RN TN INEEY

characteristic tertian interval between fever spikes may be seen with vivax and ovale

(48 hour interval) and the quartan interval with malariae (72 hours) this periodicity is



14

established after some days of irregular fever. Paroxysmal fevers as described for

falciparum occur but there is a low mortality and cerebral malaria is rare. The spleen

erction. Patients with vivax infection

2.1.6 Prevention and COTTLIo malaia ' >

The contralmﬁr"."‘J Jontrohgfaglivi

humans and mésqui . hag-a ad 1 dpce o drugs. Therefore, the
— "\

control Shotld be focus on human host

then mosquito and fin@lly patasite-will b jwitfdevelopment of effective and

vaccines (Kakkilaya, 2002 ;_;f_‘
Man's Ro@ \Y

Marw ofaid. He can be made to

pr

-
understand thei'_uroblem and he can he p In breaking the Mpin at multiple points.

Therefore great erﬁu should be laid on edficating the people about malaria and its

AULTABNINEIRT

This‘lcludes education of doctors about the need for early diagnosis and prompt

RIS I N ANt Ey

deaths, (ii) treat completely to prevent spread and relapse, (iii) ensure compliance

with complete treatment, (iv) personal protection- prevent malaria by using bed nets,
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insecticide sprays etc., and by chemoprophylaxis and (v) seeking help in mosquito

control (Kakkilaya, 2007).

Vectors control
Vector contro

human disease. Co

abl rotection against malaria
despite decades®of r eh, .1..’;:' -alternative t th effort a fairly reliable
protection against, ala'r' is need ;‘:;' . ’
ChemoprophylBxis is khewn-as af p driigs to prevent the development
N

of malaria. Choice of ¢ ‘,;,,"'/, ) a ’ epend on the species and drugs

resistance :

at o chemoprophylaxis

regime prov 0 prevent mosquito

-

— ‘ i
bites as Wellgto comply with chemoprophylaxis (Ka@ya, 2002). However,

chemoprophylam‘u recommended for pldgés where there is a very low risk of

UHARENIWEARS-

nsk"contractlng the disease, but travelers are urged to maintain a high degree of

RITAN NI INYT&Y


http://www.cdc.gov/malaria/control_prevention/vector_control.htm#itn#itn
http://www.cdc.gov/malaria/control_prevention/vector_control.htm#irs#irs
http://www.cdc.gov/malaria/control_prevention/vector_control.htm#sourcereduction#sourcereduction
http://www.cdc.gov/malaria/control_prevention/vector_control.htm#sourcereduction#sourcereduction
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2.2 Reviews of relevant research finding

The study on knowledge, attitudes, and practices of Japanese travelers towards
malaria prevention during Qe }

|

ialargys arcas vier€ gaselfed, of which 63.2% had visited

Asia and 28.3%@amn : frica@tcomings in KAP were

|
\ onducted. A total of 212 Japanese

0
Syaiptams,of malaria, poor awareness

S
YeExto adequate anti-mosquito

.,

measures. Chemopr isfuge wvas-lo A ~ avelers than travelers

iael Mglto sub-Saharan Africa

The surveyy®f | ge r attitud  abut malaria in a tribal area
of Bastar district (Ma# .v-:';;:}r:.'.ﬁ-; ‘the. fillag®f Kurandhi has a population

=
&

of 3608, 83% of whom arg=tsil ;-m" 06 of the population is illiterate. A
’ v o ‘.-t. .

total of @ : e)g;c)ed families were
- =

, ,\_IJ elicit information

.

about the percépfions of the

e
ode of disgﬁe transmission, resting
and breeding hatﬁ&mosquitoes, and trea”]t and mosquito control measures.

AUBINEINTNL NG -~

beIriQ’d that it is caused by the wrath of God (20%), witchcraft (15%), strolling in a

IS NNy

respondents were cognizant about the symptoms of malaria and the need to get their

blood examined in case of fever. However, 50 percent revealed that in case of fever
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they would prefer to obtain treatment from tribal healers (20%), practice witchcraft

(15%), use wild herbs (8%), use chili (4%) or turmeric powder (3%). 58% of the

Were aware that-Sprgimg | ICi ie-villag ded to kill mosquitoes,
20% believed.it i | igs, a \ » Bt.know. Thirty percent
knew that mu fng/Shbuld nof be dah i idal spray; however,
about 80% of thesfpuldliofl whul TR plas ",.""x a week of spray.
Seven percent us to Vi ‘ ) \ ,g or used Kuranji oil as
\M or any other types of

repellent were no i8, a«lire need.to ed \ e families and community

The_studies_te valuate commu iwe.on the. use of impregnated

']

linen for _-m oW AN A/ onducted, and 448

(

@ ads ﬁre interviewed. Most
(93.5%) consider malarla as a major public health problem With 82% report a death

Auginaningns.:

in every five of the community @lembers however eved that malarla

q FARRTUURIINHARH

malaria transmission including stagnant water was low but ranged from 21.7 -

household he

51.2%. Consequently only 21% of the community was taking steps towards

reduction of mosquito breeding sites. More to it, 36.6% of the populations do not
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consider indoor DDT spraying as cost effective method of malaria control. During
the optimal biting time of mosquito 80% of the Chobe population was reported to be

outside in the open air. It follow hat the risk of a successful bite between
/ Jng in outspread houses might

communities staying ines \

responsible for

malaria transmissfon. atione time used bed nets

aellge relating to malaria in

Mashonaland Central, i "'" o , and April 17 in 1993 was

performed; interviews ] 833 persons aged 8-80 years. The
researchers_ﬂjld det : rcei‘\ﬁi malaria as well as
the inhabitants-knowledge-of-malaria-symptoms-and-preventive; measures and their

ot
preventive b i0

AJ

Nimety-four percent were
|

eﬁ/ | g
familiar with malaria. Elghty nine percent could name af least one symptom of

L3 R 113Y R (T

(14%) vomiting (11%), and joing@muscle pains (110/ ollowing the onsetuhe
AIRATUURIINEARE

16.8% for persons aged 5 and older. Persons living in the lowlands were more likely

to have experienced malaria recently than those living in the highlands (28.8% vs.

9.5%). They were more likely to be outside their houses for at least 2 hours than
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their highland counterparts (89% vs. 62%; relative risk (RR) = 1.43). Inhabitants

living at both altitudes did not differ in their taking of malaria medicine. Most

e local clinic. Twenty-two percent of
ong those who said that they

‘ Ie over age 50 and those
nt of inhabitants who
ne answer. Forty-six
O “ ion did not know how
to know effective

e fighlan8y(50% vs. 66%; p < 0.01),
the ANCS.

even though hey rarely mentioned

%
residual house spfayir ByeRtVE dicasure even though its practice was
almost universal. ol _m“ _:' ned s fentS® These findings pointed out

opportunltles for malarias ,~F""'m’ al house spraying and in schools

(Van et. aI STek

V]

A groua|' (eermethrin)-treated nets

man ﬁ
(ITNs) was conducted in an area of high perennlal malariaTransmission in western

U SN0y (| (31

Chl|d -years. Crude mortality rat‘ 1,000 child- -yeajsgwere 51.9 versus
qRAatAtd RATREIA

(PE) (95% confidence interval) adjusted for age, study year, study site, and season

was 16% (6 — 25%). The children in control and ITNs villages were 133.3 versus

102.3, PE = 23% (11 - 34%) and 31.1 versus 28.7, PE = 7% (6 — 19%). The
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numbers of lives saved/1,000 child-years were 8, 31, and 2 for the groups 1-59, 1-

11, and 12 - 59 months old, respectively Stratified analysis by time to insecticide

re-treatment showed that the REAG sgrestreated per study protocol (every six

months) was 20% (10 It / 37%) and 14% (1 — 26%) in

1-11 and 12 — 59 montole-chi S prevent approximately
one in four infm f inten ;_» e laria transmission, but

their efficac i FO i O oy ‘ I Bel. beyond six months

. 4 4 'y 'a L .
curtains have red : "v‘- chcommunities by 15% -

7 ,.‘

od, t

ins ‘\'--.‘ je-treated materials (ITM)

sess how local attitudes and
practices had changed. Qua »—- Ve methods, including 16 focus group

discussions_ind : isehold ‘survey lese. employed to assess Uuse,

maintenan% FB_troatmentand-oerceptions-oLEM-and-thensat flde in former StUdy

A A

communities.

Friey found Plsehelds issued curtains had

| \
purchased oneﬁmore bed nets since the study ended. In hotseholds where bed nets

mﬁauﬁeimmw BN

(95%CI 0.19, 0.53). (Kachur et. af, 1999).

ARSI UNIANYIAY

children under 5 in Blantyre district, Malawi. Bed net ownership was low (20.5% of

households) overall, and significantly lower in rural areas than urban areas (6.4 vs.
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29.8%, P=0.001). Only 3.3% of rural children under 5 had slept under a net,

compared with 24.0% of urban children (P <0.001). When asked why they did not

(risk ratio) 4.9,-0a8 c

with at least onas¥€d net hi 3 triie aliehiTdh.Lnder 5 (RR 2.1, 95%
Cl11.04.2, P=
The cogPerat \ bet pnesian and Japanese
f \ \'., N
institutions was ;‘,4“ 200 sma \lpalaria endemic foci on
Lombok and Sumb 1S"Feses \ as to evaluate the effects of

F , l.;—' ' ;
the project accordin opinio -"-E-*—- 4illagersy A KAP survey of a simple

random sample of 300 householders-was- gted on each island. The conclusion of
‘ﬂ”'?;l- m

the study \A;Sthat et g ed dence significantly on Lombok.

However, the tifecis-were-not-as-cleai-on-Sumbawas=Pooi-s0cib-¢conomic status and

. ..—-I. 2_'" ke
lack of school -educationi - Therefore, health education,
I |l
or behavioral ¢ an e communlcatlon was an essentlal component of malaria control

”ﬁﬁﬂ?ﬂﬂﬂﬁwmﬂﬁ

The study on KAP in Laos PDR in 2004 was conducted. The findings were as

q mmwmmﬁm et

malaria and less than half knew that mosquito bites are the only transmission route.

One in five (20.3%) believed that malaria can be transmitted through dirty water.
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Consistent use of ITNs was identified by only 13.6% as the best method of malaria
prevention. The biggest knowledge disparity between ITN users and non-users was in
stgmgthod of malaria prevention, and their

)ﬁ)me expectations also need

- esp@ents eping under mosquito net

their identification of ITN us
knowledge that nets...[e -
improvement, as o
is one of the a is also very low, with
only 8.7% of it.a net with insecticide

(PSI, 2004).

population in Chgh i rat” provi ‘ ""\ dwas conducted. In-depth

interviews were per in A-u aﬂ' / 0 ~.,‘ in 4 villages which are Ban
F ‘ , l.;— \
Wang Thong, Ban T .‘.;.‘F:.. fin ‘Khow. These villages are

located in Thai-Cambodia be ent rates were 23.1% for Ban Wang

»

e - ’?,"
Thong, 12.2% for B “Ritio Thanoy amelanow,_and 28.7% for Ban

Khow. Thére ﬁ&mﬁﬁ“%mm“- f\alarla serVIces or

N hagt a score of 40% for
1

malaria contrjjlnt
knowledge ab malarla 51% knew where to go for mal!iJa treatment when they

HUGINININYINT

The result of study in assessment of knowledge, attitude and practice

QIR safn gy

were performed in 379 people. The overall knowledge of malaria showed that 61.2%

of respondents had good level of knowledge and only 1.6% had poor knowledge
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level. Consider to each knowledge of malaria, 64.9% had good knowledge on malaria

vector, 77% had good knowledge on malaria mosquito and 78% had good knowledge

F 71, there 38% of respondents had poor
l}//ﬁlarla vector (Phensaengngam,

on malaria prevention. On

—
=0
@D
=
@D
wn
j
R
(@]
h
'
|
D
/
D
o
—
3
=2
job)
=
D
Q
@D
>
—
@D
=
o
—
O
<
>0
D

found that 100% I AN Shia, disease. About sign and

,
.,

symptoms m e and body ache. When

asked about t =~ t 76.76% said, “blood
test” and most of t ko - ansmission 71.89% said
“mosquito bite”. | ‘\ 0 said “Chloroquine” and
35.56% said “M.ed' " t nt about 67.52% preferred

institutional treatment.

saifl “‘government health
facility (Duftazk \\J

—

'
1
The sur y on community knowledge, attitude and pﬂlices (KAP) on malaria

reﬁl uz;tiﬁaﬁ mﬁﬁ’w AT

assoc tlon between malaria and rwsqwto bites, its p E ntial fatal consequenqvnd
seek treatment with 24 hours of onset of malarla symptoms, with health facilities as
their first treatment action. Most people (78%) perceived clinics and vector control

practice as central to treatment and prevention malaria disease. Indoor residual
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spraying (IRS) coverage and bed net ownership were 87.2% and 38.8%, respectively

(Hlongwana, et al., 2009).

the responden i ih semi han Howelarh same Vit private clinics. Self-

treatment, especighy Ioro wj vas f t]'x 80k among the residents of
. | , \ . .
Sholana village. Foffma r| \ -s. WRd USege'®f mosquito net during the
e ’

March, mid-April, O t@gber an --.‘_-5?%‘ embe hs only (nt in the hot humid month)

and usage of insecticides Were=Reticed-H

(Tyagi, et aﬁOOS = gj‘? ’W‘
(A4

community resedrch. A tota

actory employees and rural residents

.

e n& and caution about
e

rom 360 .ﬂq‘.lseholds complete the
survey. Found th‘ rly 73% correctly i |ed that malaria is transmitted by

AUBINBRIRBARG

|nfe n. About malaria preventlon and treatment are found most participants

q wmﬁﬁmmw NG

source of malaria education, including health staff (71%), television and radio (over

33% each) Women’s Union (26%), teachers (9.5%), poster (28%), video (21%),
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radio (18%), meeting with health staff (17%) and home visits (12%) (Nam, et al.,

Wy

2005).

ﬂummjmwmm
QW’]MN‘ENNWI’JVIH'\&H



CHAPTER Il

RESEARCH METHODOLOGY

Wy

metlm WI|'V :}_

3.1 Research design

A cross-se

entify knowledge, attitude
—

and practice regardingesals r; : amol yaRopulation in Paksong district,
- v/ o
Champasack provin grLagP DY : Qgraphic, Yafacteristics of respondents are

also examined ‘ thisgtudy’
3.2 Study ares

This stud willl B ed :"-Nn',' on in Paksong district,

A
'

Bated in the southern region

L

of the country and @@mprises@F-10-dis 924 \,“ ages with the total population

i

of 600,880. Paksng s illages, 60,408 people of the total

population and g 3200 meters from the sea level,

surroundee-by tick forests-an popylation is related to
agricultur ny ethnic groups with

ol L
e O geare (i
| |y | | i |
difference guages culture, beliefs, and life styles, low<hcome and literacy rate

ﬁﬂ'ﬂ“ﬁﬁﬁwfwmﬂﬁ
QRIAN TN INAE
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Location and Administrative Boundaries of Lao PDR

THAILAND

7. A AN R
' i
/ I, _e;’]'ﬂ-';'."'_ \ o
! IR r \
] "EEA WY
[ f 1-‘.1- r! faaini II'!
i0 5é - Loca ohiand / nistra "ﬁ.“ OofLao. PDR

.

\/
# e 2

.

‘P‘FV W ekong province

I:I" e ' di
AUYINENINGANT

- t
- ‘hL__JW
R LA T

QNIRRT INNAE

Figure 5: The map showed the study area, Paksong district, Champasack province, Lao PDR.

- '}‘-’“‘i‘fﬁ: rovifice




28

3.3 Study population

Though ambiguous in definition, this study regardless sampled villagers being

in urban areas. Target pop ’ j population aged 15-60, both male and
female whose are curre Ing.n 19’ Qlistr re than one year.

==
3.4 Sample S|zeﬁ’.a_\. :

The sample size isy

0.5 \(fic

o
1
=}
=
o
o
o

=
o
>
o

—

the result of first report,

knowledge, attitudes ..\"T"?'."-'?-" 2 alaffa in Lao PDR. results of a

household survey in 5 proNings J?'"' asack, Salavan, Savannakhet, and

Sekong, 2004R

D= absolute‘ prjjljs
D,

Q=(1-p)=05

ﬂﬂﬂ’b‘?’l&l“ﬂiﬂﬂ’lﬂﬁ

W|t timate 10% of participant WI|| not participate. So, total subjects are 420

QW’]Mﬂ’imﬂ‘Wﬂﬂmﬂﬂ
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3.5 Sampling method

(1) First select 10 villages from 109 villages of Paksong district by simple random

sampling method.

- Calcul

- Divided#®(

s (a)
- Multigly#otal o 1se /NG Sliith above number ().

So, we héVe tafal glingber GFst

sampling method

e |

- In each villflge § Ie s jec
#

iﬂy

| &%
-‘{ 4R

- List t" ho

-.f"
Pl

J

(3) Third select thg! oy' old/s )ject's

] ',-

i
-

!’*

- Divide total Wouseholdsif ,':":""F’F‘F’ | Subject in each village. So we

PR 1, o 5y i
have sample int ’{-_/JW

- Se ) ] al and so on

ﬂﬂﬂ’)ﬂﬂﬂﬁWEﬂﬂ‘i
'QW’]Mﬂ‘SfUNW]'JWFJ’]ﬂEI
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Paksong district
109 villages \
31,919 househa ds i ’

SN
e e,

“é.r

4"

T,
NGl

Ig i' ,.. ..f .-:—Uﬁr«

e Being me@e f selected household

AUHINHRINGINT

Vquntarlly agree to part|C|pate in the study

QRITAN NIANRIANLIAY

= Member of selected household who have deaf and dumb
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3.7 Research instruments

A structured questionnaire will be used for this research and it will comprise

1. Part A: Generakche racte \l////
i fthe-ques onnaie co@ions on the demographic
o ——— 2 - —
profile of W" i ithsingelld g8, gender, marital status,

education, ocgi nber sinComges.and duration of stay in

of the following 6 parts:

of malaria, malaria

species, bre ' stlng lace Sfeeding im&, calse, symptoms, treatment,

0| laria

prevention and ofe tr ofs

3. Part C: SaUrce; f|nf mat

This part of e u’:"?. N "?".!‘ o ) of the sources those people will

receive the informationsabe '_ mala al d the type of information.

4, Pa@ \ L)

) q}s of the participant

==t ) i
toward malﬂja such everity @i threat

5. PartE: PI?C'[ICG regarding malaria preventlon

uaInINIne Ny

6 Part F: Questionnaire for‘lose who ever suf ed from malaria

R FINIBIAMTINIGY

he/she do when they get sick.
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3.8 Reliability

To establish the reliability the questionnaire will be tested among population

the hceviewing literature and 3

£ \
be Ut H\\r Fhe sample size will be
calculated. Ten resea ch Gist 1-:._ 115 ed ffom the staff member of the

community health worke or one day about the objectives of

Qhen, before asking

the participgmafst, Jnterviewer will be
: - e

this study, 50 e

=
111
explained theMtructions of the questionnaire, purpose M benefit of the study,

conflqintlality ar‘ gBime ethical consideratiu'Finally, the consent form will be

USIREMINEART -
ammmmummmw
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3.11 Data analysis

After collection data, all data WI|| be entered, cleaned, coded, and scored. All

determinest iagionjbetween-generall chiarasteristic, Kowledge, attitude, and
practice reg sentior icallsignificant are set at o =
5%.
3.12 Scoring and its g -j";'}-‘ g

For measurement.ofvariables d ge criteria of scoring to each item

and classifi at
3.12.1 Knowlet
- The corre { answer get: 1 score

ﬂﬂ“ﬁﬂ‘ﬁ HRINYINT

The possible score ranged from 0 to 39, and respondent S knowledge was

W NPT NN (NN

knowledge”: less than 60% of 39 scores.
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3.12.2 Attitude towards malaria

The answers were categorized into five levels: Strong agree, Agree, Neutral,

s //// “Strong agree” get 4 scores

‘ dgree” get 3 scores

%ral” get 2 scores

ees” get 1 score

disagree” get 0 score

ong agree” get O scores
Agree” get 1 scores

putral” get 2 scores

| 1“Disagrees” get 3 score
“Strong disagree” get 4 score

_Jhe cut of point for

- 0'
ess than 60% of 72 sc&.

3.12.3 Practice rdamg malaria preventiofi#

FUBIRENS WG -

For those who answered “Always get 2 scores “Sometimes” get 1 score and

18 I Ingsy

80% of 36 scores, “Moderate practice”: from 60% to 80 % of 36 scores, “Poor

“Good/hig ttitude”: from 60%

e
to 80 % of 72 yres, “Poor attitude™:

practice”: less than 60% of 36 scores.
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3.12.4 The risk profile of the household registers form

Table 1: The risk profile of the household registers form

Score

> 2 children < 5

Rl IS ——
> 2 infantd pa /

3.13 LimitatquJ)f the study 'jﬂ‘

There mlg‘ @@some limitations and f@ifictions of this study since this study

AUEIAB T W

opulatlon of Lao PDR. Tr? study relies on self- report therefore, there is a

qmmmmmmmmﬂ

risk areas are scattered and difficult to access. The population in this location consists

of several ethnic groups with differ in language, culture, belief, life style. Most of
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them had low income, low education resulting in variability of malaria prevention

practice.

3.14 Application benefit

The study wil L fo, incre //ﬂé e among people in Paksong

istri alaria-pre leeping under insecticide
e L i
treated nets. TM get malaria infection.
n-government sectors
erstanding in malaria

situation and bet igh planning g telhehpalagia,prevention and control.

e ethical committee of
Chulalongkorn U o'tis study will be explained
to the respondents before -,’?*‘:fr"fﬁf"‘ b andoluntary participation. Every

received data will be treat :f_j “a&""‘.’.’ ially. The respondents can refuse

to join thls@ »» : \_@})9 used only in this
o N

project and

ﬂUEJ’JVIEWﬁWMﬂﬁ
ammmmwwwmw
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RESULTS

The study w,
knowledge, attitud$

Paksong district®

PDR). This ¢

gerienced malaria infection

S'@J) with knowledge,

— ‘ i
8. Associiﬂdxn between recelving Information about w@ria and knowledge on

malaria pr‘

AUEINLNINGIRG -

preventlon

q RIENITUININENAY

respondents regarding malaria prevention
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The total number of subjects in this study was 401. The participants in this

study were population in Paksong district age between 16-60 years who are

responding in Paksong distric ea was divided into 10 villages which

are sample random s Qr ) matic random samplings were

selection in this st : | _@percentaqe distribution of

respondents of 30 village and Lak 36
village, 6% wese# i : illag \ gonT#HBy.zanh village, 9% were
from Houaza i ' : 0 Vi ge, 8% were from

Nongnathoeng vi %fvgre fr m Pa 0 nvere from Thongkalong

village, and 4% r kuhmbery Vikkatie. \bese subjects were from
i - . 3

Table 2: Frequency and’pergeptagesdistri resp@hdents by village

Village

Lak 30 @

Soansavang t i

Percentage

:gttummmiwmm
ammnmummmw

Total 401 100




39

4.1 Socio-demographic characteristics of respondents

This part shows frequency distribution of selected variables describing

age group 41 “ ears and 21-30 years

with 23% and § t (1%) were in youngest

%

@te male (66%). Majority of
the respondents (87. e-mal ied 7_ fee Wiltiowed and only few of them
single, divorced and separai ith 3.29 Oon d 0.2%. Majority of respondents

(56.1%) hi om rimary scho 8, WETS 17.0% completed
'Qgﬁool or college or

:
university eduﬂion, 10.
surveyed (85. S%Waagnculturlst About W and 3.2% of them were civil and

ARYINENINYAIRT

houﬂlfe and daily wage (2% and 0.5% respectively).

A8 SATRURTINEAAH

of monthly family income. Total of monthly family income rang from 100,000 -

school. MSt of the respondents

3,000,000 Kip. The mean income was 619,361.85, SD was 520,357.390. Majority of

respondents (93.8%) had monthly family income less than 1,500,000 Kip; and about
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6.2% of them had total family income more than 1,500,000 Kip. Around 94.3% of

respondents had lived in Paksong dlstrlct for more than five years and 5.7% were

Percentage

Age
1.0

20.0
27.9
27.9
51-60 ||} 4 il 23.2

Mean = 41.29, SI%t

ﬁuﬂmamwmm
qumnsmumﬁﬂmiaﬂ
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Table 3: (continued) Frequency and percentage distribution of respondents by socio-

demographic characteristics (n = 401)

Percentage

87.3

5.7

3.5

3.2

0.2

56.1

17.0

16.2

10.7

AgricuMist 344 85.8

Civil of offftegm,

ﬂwmﬂmwmm

w wHeaIth personnel

Q‘Wﬂﬁﬁﬂ’im SJWT'JVIEI'TQ d

Daily wage
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Table 3: (continued) Frequency and percentage distribution of respondents by socio-

demographic characteristics (n = 401)

Socio-demographic characté \ e Percentage

Monthly family ingomes(Kip):(i
Less thar™#1500,000# "/, 93.8
o’ 7
> = 1,50 6.2
Mean= 61936
Rang= 100,009- : »
- 3
Duration stay in/ N =401
Less thdn 5 yi ?'-’ v ,é_’r,;h e YR8 5.7
r . ‘:;W; ..I L Y
More than yea Vol 78 94.3
Total family membef (n o1y 2
1 - 2 persons ﬁ-ﬁ’?,w 4.0
3 -5t 45.9
6 - 39.2
9-11 pes 10.0

AUbIngninens
RIAINTUNRIINYIAY
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Table 4 shows the details of frequency and percentage of respondents’

families who have mosquito net in the houses and shows the details of frequency and

percentage of respondents’ fag \%y/ enough mosquito nets for all family
members. Nearly all o ] )\ j ito net in the house, only 1%

0 ents (90.3%) had enough

did not have mosquito. e N house. AI
mosquito nets ', ;oW
- \

mosquito nets.far®

o did not have enough

Table 4: Respondent® fanf lyhale'mosquife ner'a ~ mosquito net for all

familF member

Statemgh Ny R A\ “Erequency (%)
. | \

W Yes No

Have got mosquito neiin theRamy = W 396(98.8)  5(1.2)

Mosquito net enough for ..-/ 362(90.3) 39(9.7)

-

) '
Table .'flljhows the freque ercentage of re@ndents who answered

correctly to each (lmn concerning knowl on malaria. There were still 1% of

AULTRENTHEANT

resp ents who did not know that mosquno are the vector of malaria, while 3% to

q MRS u ATy

more than half of respondents (54.1%) said that malaria mosquito bite at both nigh

time and day time which is not true because malaria mosquito bite only nigh time. In
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order to examine the knowledge about the breading site of malaria mosquito, 8.5%,

8.7% and 11.0% of respondents did not know that pond or lake, stagnant water and

canal are breading site of the mo$ .5%, 3.5% and 17.0% of respondents

e not breading site of malaria

:@ill 8% of respondents did

mosquito. Regarding.reStifg-place of‘1alar
, and 6.2% and 6% of

not know that

respondents g.were not resting place

ived that open place

i‘k 1 "|

sunlight reach is ‘malaria mos uit, IMegms of knowledge about

L]
N

%
i .’_ \\‘\\
transmission, almog¥ of S WK

\ l‘\‘\l“‘x' bite of malaria infected
mosquito can#t ’-_; i 39,9%% 24.9% and 16% of

%

respondents who ‘ .:'z, 2 n*_.h;f DSMItte \\- Bligh drinking contaminated
water, eating contarmhate "'E‘r"ﬁ"F jse Gontact with malaria patients,

respectively. y- ;._Z,'

_ IJof the respondents

Abc& A
(94.8%) knew[ﬂﬂat fev

knew that headact? chill, sweating, vomitingw itching are the symptom of malaria
=Y

that gabdominal™ pain not Symptom of malaria an 2% did not know that

abdominal pain is the symptom ofﬂwlaria; while 56.30@0f them misunderstoMat

QRATNATIIAAENRY

of malaria, most of respondents knew that wearing long sleeve cloth (96.5%), sleep

moreﬂan half of respondents

under a mosquito net (94.8%), using Insecticide Treated Bed Nets (ITNs) (99.0%),
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spraying insecticide (94%), taking prophylaxis (96.8%), and making fire and smoke

(91.5%) are away to prevent and control for malaria. Nevertheless, there were 17%,

/7

w that taklng anti-malaria before go to

ping bushes around the house,

= efuene percentage

Identify vector g .d""?"”.!_ ' |
Rat* ' _' . = JaR" . 70.6

3
. [
K~

- "
i ol o il ;
P i i

Mosquito e , 98.0

Dog* 286 713

@ﬂmmnﬂmw gNT
QRIMATA NN INL TR

Dry and clean place* 315 78.6
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Table 5: (continued) Frequency and percentage distribution of respondents who

answered correctly to each question of knowledge on malaria

Knowledge of malaria (n = Correct answer

\\ percentage
——
Resting place of i
86.0
98.5
99.0
93.5
78.3
Malaria can be t
.. . B 49.6
fr V 57.4
68.1
Thep 'J. | 93.5
Symptom of rﬂﬂana | |
Fever 94.8
ﬂﬁﬂ’)ﬂ&lﬂ‘mﬂ 17T
Sweatin 42 735 71,1 @
QW’]@ﬁﬂ‘iﬂJ HW\'JWJ’]& d
Abdominal pain 44.4

Itching™ 100 24.9
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Table 5: (continued) Frequency and percentage distribution of respondents who

answered correctly to each question of knowledge on malaria

Knowledge of malaria \\ // Correct answer
\ / [Frequency percentage

ol] maﬂla ——— e

Ways to prev:
— '
Wearing long-Sleeve

/ 96.5

Sleep und . i 94.8
99.0

82.8

75.8

Trimming 79.6
Clearing dark ‘ 89.5
Insecticide spray # 93.8
Taking prophylaxis . #=8 = 388 96.8
Making fifg g 91.5

* Negative Sta g J
’ . -
|

et
In ordMo summarize the knowledge towards ma@a prevention, level of

knowledge on ma(rﬂeventlon among popuon in Paksong district was show in

P U IV BTN Ao

subj had good knowledge; sorr; of them had moderate knowledge (20. 4%) and

FRIVANITLASN NRTINYTRY
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In details, most of respond had good knowledge on malaria vector, prevention

and mosquito (59.2%, 71.3% and 64.3% respectively) higher than that of malaria

of knowledge (%)

w, Moderate Poor

Overall knowledgegt m; ar' ks A28 I{, \N82(20.4) 82(20.4)
Rang =12 - ' A\

Mean = 30.97, SE :

Details knowledge

Malaria vector (Q — 2) 71(17.7) 93(23.2)

fr‘r-‘vl

Malaria transmission (Q -

.i'

48(12.0)  178(44.4)

Malaria syw 155(38.7)
Malaria prek : _ 13(3.2)
Malaria mosqtﬂ Q- ' @EQ.?) 64(16.0)

ﬂ%ﬂ%%@%iﬂﬂﬂﬂi

Table 7 shows that frequenci and percentage of populatlon in Paksong dlstrlct

information about malaria.
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Table 7: Frequency and percentage distribution of respondents who had

received or heard any information about malaria (n = 401)

Received or heard about malagi ‘ Frequency percentage

Yes 397 99.00
No 1.00
The fre heard of malaria from

each source ‘ itiop”\was' § \ ZAs_Cdff*be seen in this table,
respondents coul ansy€r gfog than one soufceyNithaquestiafinaire and therefore, the

total number of gOurcgfinfbr -m_?vm\ . several source of
information, the majorityfof fespondents«(is a0 . 3%, had received information

of malaria fror

villd@e Healih worker, i heatl leader. About 65.8%
received informati®n frg hos fal G° BN hea \\ center, 47.9% from neighbor,

and 30.7% from dru§ hawKer, Ker. on famly member, and 15.7% from

Table 8: b,___h_w__ , f 44; ation from which
e o

. it
Frjﬁﬂency (%)

ﬂﬁﬁl?ﬂﬂﬂiﬂmmm

Source of infor_l@tion*

Home (family member) 101(25 2) 300(74.8)
Communlty head leader 119(

Q\ mmmm NWW‘H eT ﬂ,ﬂ
Tradition health 63(15.7) 338(84.3)
Village health worker 286(71.3) 115(28.7)

* Multiple responses allowed
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Table 9 shows that frequency and percentage of respondents who had heard of

malaria information from each media of information was shown in this table.

Respondents could answer m ia in the questionnaire and therefore,

the total number of ¢ e i &q

gual 100%. The majority of

respondents (85.8%)-had feard- nati @1 radio, more than half of
respondents (61 _ ) ard akia, It ion from television and
- - p | V

poster, the re from newspaper, video

complex disc, ely).

Table 9: Fregé#€ncy 'q"!r,%ge 1 1.'-. Minformation from each

W Frequency (%)

No

57(14.2)

5 )

L)
NS
(29. 281(70.1)

Newspape Y 123(30. 7) 278(69.3)

ﬂﬁﬂﬁﬂﬂﬂiﬂﬂqﬂﬂi
LN RINIHMIINHIGH

family members had ever suffered from malaria. Among the respondents, about 37%

154(38.4)

Video ci'ﬁ" plex

of respondents’ family members ever suffer from malaria.
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Table 10: Frequency and percentage distributions of respondents family members

suffer from malaria (n = 401)

Family member suffer from, mMe Frequency  Percentage

Yes 36.7

No 63.3

Table half of respondents
(54.42%) said t gre they are first seeking

for treatment, abou#fl sWagd first seeking with health

thentifirst Seeking with clinic.

Table 11: Frequency & r,,._ ! , _ )f re§@ondents were first seeking for

Percentage

54.42

Hospit | |

N BEg

Health cen ir 19.04

ﬂwmamwmn‘z

Vlllage health Worker £ 21 14280
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4.4 Attitude towards malaria prevention

Table 12 shows the frequenc q) percentage of respondents’ attitude towards

each question regarding g ior t.of respondents (99%) agree that

night time i aria (97% and 93%
respectively). O . . respongent who l. notknow that malaria can re-
. 4 44 : :

infect. More than half o S 'fb /.,, ecognizexhat malaria cannot be cure

spontaneously witho ‘ eal ""**" , 18% confused they have to stay

away from the patient. About-97% of respondents agree to have a blood test
immediately=gvheq / stispected that rinzirom malaria. Most

respondenti 1 N 'v ey get malaria, and

e B

It cl’- quickly become life-

96%knew tha H ma /,

threatening, 94% so knew that it is dangerous when the medicine is not taken

mm 11234 b

risk of getting malaria if they wor‘at night or sleep gf®f night in the forest. @out

RN HRAMRE R E

and 7% they can stop medicine as soon as the symptom is disappeared.
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Table 12: Frequency and percentage distribution of attitude towards malaria
prevention (n=401)
SA = Strong agree, A = Agree, N = Neptgal, D = Disagree, SD = Strong disagree

N D SD
equency Frequency Frequency

Statement

(%) (%)
Serious and sometime .
life-threatening disease .. 3) = ( 1(0.2) 0(0.0)
Transmitted directly \
from Person to _ -. \ N
like common col - g S 127(31.7) 116(28.9)

100.2)  0(0.0)

malaria is to keep myself

from mosquito bite (3.00 1(0.2) 0(0.0)
Anyone can get malaria__Z#18H(30/2) ¥4 _74(185) 107(26.7) 1(0.2)

)£Jj7(6.7) 4(1.0)

%
@D
(9]
o)
=
3
(@]
Ua N

during night tlmjﬁ once
way to prevent myself

from getting malan‘ &n 201(50.1) 172“) 18(45)  8(20) _2(05)

DA
U LA RI T A (LR

e can recover from
malaria spontaneously
with out any treatment* 26(6.5)  221(55.1) 26(6.5) 34(8.5)  94(23.4)
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Table 12: (continued) Frequency and percentage distribution of attitude towards
malaria prevention (n = 401)

SA = Strong agree, A = Agree, N ral, D = Disagree, SD = Strong disagree
N D SD
Frequency Frequency Frequency

(%) (%) (%)

people should avmd.hm_. ‘

close contact WIIW

129(32.2) 110(27.4)

suspect that, |

from malaria 3(0.7) 2(0.5)

sleep overnight in the | 7"' 3E2 410 3(0.7)

I can stop the medicine |
as soon as the sympto )

disappeared

Itis danger@

medicine is n(

©99(24.7)  173(43.1) 100(24.9)

completely. - 13(3.2) 3(0.7)

I will seek for an ad

AUYINENTNEIRT -

I canqy anti-malaria drugs

q WASRT AR TN G Y

It is very important to check
for an expired date of the
drug before taking it 119(29.7) 237(59.1)  36(9.0) 6(1.5) 3(0.7)
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In other summarize the attitude toward malaria prevention, the distribution of
attitudes level toward malaria prevention is shown in table 13. There were 33.2% of

“ / al§ of respondents (58.1%) had moderate
) d within the rang of attitude

subjects who had good attitud

attitude, while only 8

score 36 — 72, the

Level ofattltude oV ii eventi uegcy  Percentage

Poor 8.7
Moderatg# | 58.1
Good 33.2
Mean = 53.94, SD = I 4 /and Rang =
4.5 Practiqe regarding
The-detail_of frequency.and.percentace distribution: ~ o fspondents practice

.t
regarding mala# weekin table 14. Regarding

:j p a
1
practice related™to mosqwto net, 90.8% of respondent alwa¥s sleep under mosquito

ﬂmﬂﬁmm e

and 29 4% respectively). About 6‘5% of respondent ways use ITNs. Mo

RTReN I HRTINE AR Y

conversely 1 -4 of them (24.4%) never used ITNs. Only 1- 4 of respondents (25.2%)

always wear long-sleeve cloth when working at night time.
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Concerning practice of malaria prevention on mosquito repellent in terms of

coil and both in-door and out-door spray, a small percentage of respondents always

used (9.2%, 6.7% and 7.7% W gularly use due to unavailable and
unaffordable of materi \‘\\ //&,

« o

Especially, A as JDraCtice ¢ arl@¥grevention on the coffee
field/forest, 60.8% e fespondents a Nays'o0.to coffe gifield/forest, and only 60.3%

of respondents who sai@fthey RBvEr-takes ...\,“ gs before going to the coffee

field/forest, and only 32.9% ondent ¥8YS sleep under mosquito net in coffee
field/forest at night tig Wi 16-16.2% Nt mder bed net when they sleep in

the coffee® iim_.._..:::;ﬁ.; ......................... h=haff of them (58.1%)

always go o h " ﬂrom malaria
AUEANENINYINS
RINNTUUNIININY
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Table 14: Frequency and percentage distributions of respondents practice towards each question

about malaria prevention

Practice toward malaria prevention (n= Percentage
Sleep under mosquito net in
Always : 364 90.8
Sometimes 8.2
Never 1.0
Check for a mosqui
Always 28.4
Someti 62.3
Never 9.2
Immediately r
Always 29.4
Sometim 59.1
Never 115
Use insecticide tre
Always 62.3
Sometimes 13.2
Never 98 244
All family membersin t
Always 322 80.3

Sometimes 15.2

.;‘: . 61
Ne\@ : : 4.5
Use mosquiteirepellent coil-at nig : =g |
.
6

Alw&s . 9.2
Someti

m;g‘ 15.7
Never l | ‘

75.1
Use repellent to prev t yourself from mosquito b|te

ﬁmmmwmm

Use or anti-mosquito spray in your house

um'mmmj

se outdoor anti-mosquito spray for your house

Always
i

Always
Sometimes 79 19.7
Never 291 72.6
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Table 14: (continued) Frequency and percentage distributions of respondents practice

towards each question about malaria prevention

Practice toward malaria prevernsion =401) a Frequency Percentage

Wear long-sleeve cloth ] H : fi time
25.2

o\l [V === ‘ _=.101

Sometlmej?‘ ‘ 68.1
Never — /Y 6.7

Clean the bush-a
22.9
71.6
55

Clean stagnan

‘*.:',_.s 21.4
e . 65.3
il 4 "R 13.2

Clear the dark corner i|{ bur hougeki= YE- ;

Always (aedis = ’ 96 23.9

Sometimes 298 74.4

Never 1.7
Take anti- n@
Alw 9.2
304
60.3

Sleep under mosqu net in coffee field/forest

ﬂuﬂqnaﬂswawni

Go to alth services when you thmk?u have malaria

qmmmmummmzaﬂ
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In order to summarize practices regarding malaria prevention, the distribution

of practices level on malaria prevention is shown in table 15. Unlike knowledge and

5.611.

Table 15: Frequeng ang pefcehtdge. distribution, ofyp Aot e level regarding malaria

prevefition (A = 401 . AN ',

Level of practig eg : vk\ regliency Percentage
Poor 4 e W 300 74.8
Moderate ——— | S 78 19.5
Good 5.7

Mean = 18 B4"SD===br0kd

ﬂUEl’JT/IEWIﬁWEJ'Iﬂﬁ
Qmmnsmnmmmaﬂ
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4.6 Specific information of respondents who were experienced malaria infection

%, out of 401 respondents had experienced

Table 16: Frequmenta@ of -espendentssho experienced malaria
—— - b 1 = —

-

f i
ﬂ .
Table ¥7 poigh oyl &' 78:6%,

atemént Frequency
= . -'-‘ o No
Have you ever giffferegffrofn i 2 — 7)) 298(74.3)
N AW N

D "L"\l ts 'got malaria because of
\

mosquito bite, 184% siep ovef night in'c Jfce '."'\ Orest, and 1.9% working at

night time, only 1.0% of ':*i"_"“w A beCause of drinking contaminant

water and eating contamigant foegdwhieh,

Statemen . Frequenc Percentage
- A

QIEATafum Ine 18

Drinking and eating contaminant water and food 1

** Multiple answers are allowed
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Table 18, shows when asking about how respondents knew that they get

malaria, most of respondents (91%) knew from the health personnel after having

blood test and 9% of respond \‘}’ 7/ Ilage health worker after having blood
\ ///)

_ﬁ— a
Table 18: Frequency-angdspe -'ﬁ ‘ge di tl’lb.

|d respondents know that

they ge

cy  Percentage

How did you kno

From health p rson 91.3

From village heg 8.7

e ‘ "

Concerning drig, .J‘J_':i}.".fﬂv /S.t o Ot espondents had received drug

and treatment for malaria, #5: gatment from health service, 11.7%

and 10.7‘%@r 10 rec Mtam/Village health worker

rﬂpleted the course of
- '

medication as Hé Ith person sely, 2% s@ medication as soon as

symptom had dlsﬁp ed. According to re red day, respondents’ recovery day

AUHIRHATHHAIRT

5 da  half of respondents (52. 4%) recovered among 6 - 10 days while 7.8% sald the

ﬂWﬁryﬁﬁﬁ“ﬁﬁJ UR1INYAY
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Table 19: Frequency and percentage distribution of type of drug respondents
received/treatment and recover day (n = 103)

Statement Frequency Percentage

2.0
98.0
Recover days

Less than 5 days 50 Ry § < 4 ' 41 39.8
¥ 52.4
7.8

ﬂuEJ’JVlEJVIﬁ‘WEJ'Iﬂﬁ
qmmmmummmaﬂ
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4.7 Association between socio-demographic characteristics with knowledge,

attitude and practice regarding malaria prevention

ic characteristics and knowledge on

1
p pes
)/Kyd that there were 2 variables
(@). We found that material

, current occupation (p-

The association bet

malaria prevention w.
1“-___* :
statistically associmht-squarﬁest

status (p-value ="0.

value < 0.001 time stay (p < 0.001)
were related tos#howls 3: g 1E j} ’__ ¥ilan of good knowledge
was good with Siffigle, givafced, % (76.5%) and 56.6% of

respondents W|th parrie gr

Regardmg ediica :"a!s.é

with primary and sec ary ed ---'77'-::-#5-4

‘ ;‘\'n, e was highest in the group

5%)

school and college/unlver3| y-education-le e 39.5% of respondents who never

.9 of respondents with high

Regt |
66.7% of resp(fﬂjents m Wimvorking group.

Regardmg‘)@mﬂy income, good Iedge was lowest among those who

AUHININTHERG

up with income between 1, 000 000 - 2,000,000 Kip per month and more than

TSNSl I ngAy

stay more than 5 years (61.9%) and only 13% of respondents who stay less than 5

years in Paksong district had good knowledge.
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Table 20: Association between socio-demographic characteristics and knowledge

Socio-demographic Knowledge N (%)

/ oderate P - value
aoor

characteristics

Age group (years), - -
Nn39(46.4)

16 -30

31-50 41.3) 0.304
> 50 (35.1)

Gender

Male 414(42.9) 0.263
Female 58(37.0)

Marital status
Married
Single + Divorced

152(43.1) 0.007*
12(23.5)
+ Widowed + separated

Education

Never atten@ I 43

Primary sch@ '
Secondary schoek |
High school + M

jom
111
34(45.9) 0%4.1)
CoIIege/Unlversny‘

ﬁuﬂﬂﬂﬂ‘m&l k4113

0.000*

74

Offl roup 37(88.1) 5(11.9) 0.000*

HouseW|fe 4(66.7) g 2(33.3)
QW&@“@MWNM?HH’]&H

1000000-2000000 38(84.4) 7(45.6) 0.000*

>2000001 8 7(87.5) 1(12.5)
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Table 20: (continued) Association between socio-demographic characteristics and knowledge

regarding malaria prevention (n = 401)

Socio-demographic Knowledge N (%)

Moderate P - value

characteristics

+ Poor

1-5 0.208
>5
Length of stay
<5 N %20(87.0) 0.000*
>5 8.1)
* Significant by
F Ao (A A\N\N

From assogiatioff bgtwee ‘fj Jlepiiic Gharacteristics and attitudes
towards malarid ioff g thetes or W as «l"u_ in‘table 21. It showed that
there were 2 vari 'Ies" atisticatly=es with '-sare test (P-value < 0.05).
We found that there as ﬁ'ﬁr"r ence'between education level and

attitude towards malaria.

family income (p-< 0.001), length time sta . Qroportion of good

attitude wag

pation (p < 0.001), and monthly

niversity education

level (21.6%),.3#.3% of respondents with primary and seco | ry education level had

good gttitude Whl‘m of respondents whdiéler attend school had good attitude.

LR NEINELNS, ..

of respondents in housewife and 27‘% of them in wor group.

q HRATHURTI B

total family income less than 1,000,000 Kip per month (27.6%) while in the group

with income between 1,000,000 — 2,000,000 Kip per month and more than 2,000,001

Kip per month ( 73.3% and 50.0% respectively).
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Regarding length time stay, good attitude was high with length time stay

group more than 5 years (34.9%) and only 4.3% of respondents who stay less than 5

years in Paksong district had

Table 21: Associ@o-demo@risﬁcs and attitude regarding

malari WD  —

—

Socio-demographi Attitude N (%)

characteristics=* __gRespbnds \ VioBerate P - value

Age group (yea A T
A W54(64.3)

16 - 30 .o 7))

31-50 dhdias 2 "\ Woe68)  0.789
> 50 " ey W 65(69.1)

Gender

Male 184(69.2) 0.162
Female 84(62.2)

Marital status

Married 0.326
Single + Divp 8)
+Widowed\‘§s,'l a ,'I'

Education E dﬂ]

Never attend schookA 43 11(25.6) 32(74.4)

Pri ogl 106 , 178662 20%*
AR NENTNEING
Higfﬂlool + LA © 7 16(21.6) = 58(78.4)

College/University

¢ o Y
YWIRNNIUNBIINEIQY
q Officer group 42 35(83.3) 7(16.7) 0.000*
Housewife 6 2(33.3) 4(66.7)
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Table 21: (continued) Association between socio-demographic characteristics and

attitude regarding malaria prevention (n = 401)

Socio-demographic

T Attitude N (%)

: f/ﬂé/; el

0.000*

characteristics

B
—

Monthly family income
< 1000000 :
1000000-2000000
>2000001 :

13M67.0)  0.943
N84(66.7)

Length of sta \
1-5 N2(95.7) 0.002*
>5 W\ 246(65.1)

* Significant by chi-g@ are

The associatioff with }-’jlﬁ aphiCicharacteristics and practice on

malaria prevention was sho ;fg;,’m'

associated \k square test (P-value < 0.05). _ @s highly significant
| l,Mntion (p = 0.017),
'

<@)01). The proportion of

good practice was‘ﬁ in female group (9.6%)4&nd 3.8% in male group.

WEANTHIWEAAT -

33. 3mof respondents with housewi Jp and 1.4% of them with working group.

ARIRNIL 4 MNUIINA IR

income between 1,000,000 — 2,000,000 Kip per month and more than 2,000,001 Kip

gt there were 2 variables statistically

difference

==t
occupation (p M.OOl) and total monthly family income (p

per month found 24.4% and 25.0% , respectively.
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Table 22: Association between socio-demographic characteristics and practice regarding

malaria prevention (n = 401)

Socio-demographic Practice N (%)

characteristics Moderate P - value

Age group (year
16 - 30
31-50
> 50

Gender
Male

Female

0.559

0.017*

Marital status , \
8 330(94.3) 0.962
48(94.1)

Married
Single + Divorced *
+ Widowed + separated
Education

Never attend school

Primary sctta‘
Secondary s
)

High school + ==
e |
CoIIege/Univer#J

Occupation

wmmmw BN -

Monthly family income (Kip)

Qﬂﬁﬂﬁﬂ’im UNIINYIAY

>2000001 2(25.0) 6(75.0)

43(100.0)
: 0.104
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Table 22: (continued) Association between socio-demographic characteristics and practice

regarding malaria prevention (n = 401)

Socio-demographic Practice N (%)

characteristics Moderate P - value

0.553

8(100.0) 0.084

W 355(93.9)

4.8 Association between ;r“ he: Fing of apia ith knowledge on malaria

0

<
\ etween ever hearing

-
p < 0.001)& presented in table 23.

==t
of malaria and!{Jowledge on

Among the respoﬁeﬂnth good knowledg higher in those who had heard of

ﬂﬂﬂ@%&l’ﬂﬁ”ﬂﬂﬂﬂ?
QW’]NﬂimNW\?ﬂmﬂﬂ
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Table 23: Association between ever hearing of malaria and knowledge on malaria

prevention (n = 401)

Have you ever heard Knowledge N (%0)

of malaria? ' Moderate p - value

0.000*

* Significant by sq

4.9 Association bg de on malaria

prevention
As presente" abte ~2: as  Sighificant association between

respondents who had heard ‘Of-mataris :.f::.-' gec on malaria prevention (p < 0.001).
L)

Table 24: Association-between-evei-hearing-of -malaria-aio fttitude on malaria

premtio -
Have you eve_'ﬁeérd Attitude N (%)

°fﬁﬂﬂ’mﬁ°ﬂ NEINT™
QW’]@Qﬂ‘iﬁi UMINEaY

* Significant by chi-square Test

Total
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4.10 Association between ever hearing of malaria with practice on malaria

prevention

As presented in table 2 }ant association between respondent

| prevention (p = 0.025).
j

Table 25: Associatio ing ce on malaria prevention

Have you ever heardg® ice N (%)

of malaria? - ; eSpondent ., opdy, "B “w\Vioderate p - value

g poor

Yes N \235(92.5) 0.025*
No 90(96.8)
* Significant by chi ' quargyTest
4.11 Association between re H-__;,, fdation about malaria and knowledge

T ¥
p- ff’b.W:

on malaria—ieve i

TheE wa

t.)})ut information and

knowledge onE[learia p ented imble 26.

fl ﬁﬁﬁ 1) ek 1Y) Wi”

Have u ever received Tot? Knowledge N (%)
Yes 235(59.2)  162(40.8) 0.710

No 4 2(50.0)  2(50.0)
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4.12 Association between receiving of information about malaria and attitude on
‘él/a' ngl significant association between about
. //%)tion (p =0.727)

Table 27: Associatd / : ceiv@ of informetiemsaiout malaria and attitude on

malaria prevention

As presented in table

information and attitu

Have you ever recejyét / /76 N \ SALtitude N (%)

or heard any-fiformétiop” Regppnder Goodh, N p - value

about malaria

Yes 0.727

No
4.13 Association between receiviRg-ofin on about malaria and practice on

malariaﬂeve 1613 St ARV
k“ — - S
As lr = Jtlon between about
/" ,

X . iy
information prﬂce 0 : ]ﬂ‘
L

Table 28: Associ%tontween receiving of Wtion about malaria and practice on

Hav“ou ever recelved | TtaI ' Practice N (%)
QRTANTTS ﬁﬁl 3NN TN Y
Yes 23(5.8) 374(94.2) 0.620

No 4 0(0.0) 4(100.0)
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4.14 Association between history of malaria infection and knowledge regarding

to malaria prevention

preventit

Have you ever go p - value
malaria? ;

Yes 0.977

No

M |

4.15 Association between “.::::;f:"....f:’-.: ction and attitude regarding to

Tat% ’ﬁ ANnifirant AccAriAl 0] etween history Of

y ..

malaria infe'ctiiﬂan d'a 0 Oﬁ
|

Table 30: Associ?’on between history of malaria infection and attitude on malaria

=)

No 298 111(37.2) 187(62.8)

* Significant by chi-square Test
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4.16 Association between history of malaria infection and practice regarding to

malaria prevention

Table 31 shown thaty

Table 31: Assoe#

preventier

Have you ever go p - value
malaria?
Yes 0.055
No
4.17 Association between Kt 4_. o de of malaria prevention
Therélas associat iBdge afid attitude on malaria
ey 3

e B
=

—— '
| ‘ﬂ
Table 32: Assoma tion between knowledge and attltude on malaria prevention

AUEIENINEINT -

Moderate and poor 164 10(6.1) 154(93.9)

* Significant by chi-square Test
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4.18 Association between knowledge and practice of malaria prevention

Table 33 shown that, there was significant association between knowledge and

attitude on malaria preventlon\“ y///

Table 33: A5500|at| owle malarla prevention

ctice N (%)

Knowledge p - value

level 7y /' J v AN W, Wadpoor

Good 14(0.3) 0.000*
Moderate and poor ' \ '_.4 (100.0)
* Significant by’thi-sgliare §s{ bhos bl
4.19 Association betwghn at(ifidEand’y e of nalaria prevention
;’:ﬂt{“r : A b
Table 34 showed that - there was - cant association between knowledge

and attitude-Qn ma ﬂ”-—ﬁ'— W
Q

Table 34: A gii Hé

I C@LN(%)-
AFWEI’JWW%%’MI N3

Total

133.- 21(15 8) A12(84 2) 0.00% ,
Std 9 ’ | Sl |

* Significant by chi-square Test



CHAPTER V

DISCUSION, CONCLU SAND RECOMMENDATION

This chapte

recommendations of r

s abou |mitations, conclusion and

A cro fon in Paksong district,

Champasack by using structured
questionnaire. T song district age 15 - 60

years resided in th

The general @bje, v this 1€ 16 asSess the knowledge, attitude and
practice regarding *”_ E :; ion X Paksong district, Champasack

province, Lao PDR.

More spec@ , this stuay

= Destrilig e, gender, material

A
| —

==
' |
status, Mcation level, occupation, duration of stay, g‘

= Assess an‘dﬁnine the level of kndi€dge, various attitudes and extent of

AUSINERINERAG-

Descrlbe the sources of mfcgnatlon about malarla

ARIANTIA AR

attitude.
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5.1 Discussion

From this study, we found that marital status, education, occupation, monthly

family income and length tim
malaria prevention, (

respectively).

There weregignifics t%ss
gender, occup on . @fd »,.,,z"", ed (PR-—N017,

malaria prevention and
p < 0.001, p < 0.001

respectively).

Concerning to overan edge "Malaria prevention, 59% out of 401

subjects ha,tﬁgoo iedae “his i OW(Zthan the finding in

Umpiem ,f. | Refugee camp, Phobphra district, Tak P \AMge Thailand (62%)

ents used impregnated

(Phensaengngzﬁi 2008 nowledge on malaria

prevention by s ee under mosquito net and 99 0% of respon

Ay frminmng

Champasack, Salavan, Savannakh‘ Sekong Provincegigl ao PDR (PSI, 2004y Jhe

RN RHATIR IR E

40.9% and more than half of them never sleep under IBN (72%).
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The report of poor knowledge on malaria transmission, malaria symptom, and

malaria vector were 44.4%, 38.7% and 23.3% respectively. These were higher than

the finding of Umpiem amp Phobphra district, Thailand

(Phensaengngam, 2008)s h poor knowledge on malaria
issi T vector 24%.

seonception that malaria can

e andh 279 had a misconception
) "n'1 L .‘..l.. Y

to o\\ on'like\@@mmon cold. These were

% Bhobphra district, Thailand
i rsood drinking contaminated

water, eating contaminated o frans Malaria and misconception that malaria

can transmitﬁj by & ’ iszlception that malaria

can be tr Titted- 6%, 58%, 52% and

1)

52% respectivﬁ

There WEI‘ 7% of respondentsfiglghtified rat as malaria vector, 3% as

AUBINERTHENNT -

Mal Refugee camp, Pho hra district, Thalland (Phensaengngam, 2008)

AT TT?W?JWI'JWU'] A

Regarding to the knowledge of respondents about mosquito (malaria vector)

was most of respondents, 89% Kknew about the breading site of malaria mosquito are
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in pond and lake, 87.7% was stagnant water, 72% was canal and 78.6% dry and clean

place was not breading site of malaria mosquito. Nearly, all of them said that malaria

mosquito resting site were bushe ‘ house, domestic animal shelter, topic

forest and dark corner jn.tHeis use(8 ;/ﬁyd 93.5% respectively).

About 79(@"—‘ te main symptom of malaria
(fever, chills and h verelt Jheh haTsiigyey, in Lao PDR (PIS, 2004)
only 12% were fi : e\ respondents on malaria
prevention by wearj Wwheén wor/ ing at night in the coffee
field and foregi#f06. ‘ ; '> , “-\ ._ ak g anti-malaria before

go to the coffee figld a ‘ est. 1-/

.,v,a -,

Regardingj dgeo 'r ar ‘-_" i 'I ically, were two variables
significant associatioffwit {*?'3'_- statlis (p = 0.007), education (p <
0.001), occupation (p < O: '..‘:-L ot am R (p < 0.001) and length time stay
(p < 0.00Q Viore over, t i ! @een ever heard of
v ice (p < 0.001). As

|
education needs to endy]ce the knowledge on

the result, them ogram of hea

malaria vector, tﬁ]nsmn as well as syrp#ms which are very important and

ﬂa%dﬁ’ﬁﬂ&l%?ﬂﬂﬁﬂﬁ

On the respondents’ atﬂjdes towards malagia prevention, 33.280F

q WA IR WAV BT a8

attitudes and 8.7% had negative attitudes. This was lower than the study in Umpiem

Mai Refugee Camp, Thailand (40.1%) of respondents had positive attitude level.
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58.3% of respondents had moderate attitude while 1.6% had negative attitude level of

malaria prevention (Phensaengngam, 2008).

This study reveal O i /L des towards malaria prevention
even though there was o ‘ jation between attitude with
knowledge and pw-"—‘ Iaria'—’prevee third of respondents
(32.7%) agree that. v ' an: it \“\_‘3__‘ to person like common

cold. Besides, the | ht the bld_ be transmitted through
having close contacjgvi a/patient while ¥.2% 0 at it was fine to stop
the medicine jaffne i 3s th o - 9.6% agreed that they

. the o 8 should focus on detail
\ ‘\ due to insufficient doses of
anti-malaria drug. Sta e ;  Study hwed there was significant
association education, occu 'E. I mcorhe and length time stay with

attitude towijs . prevention (p : 9:001, %0-001, p = 0.002).

Therefore, led-to-be-tocused-on-malaria’s.intervention programs

1) b

ﬁ' o gmore mderstand and the better

attitude you wi e

AUBINENTHEI T

prac , 19.5% had moderate practlce while most of respondents (74.8%) had poor

IR TR ANE Y

in this area. It
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Most of respondents have good practice in terms of mosquito net (90.8%)

always sleep in mosquito net. About 32.9% always sleep in mosquito net when they

went to the coffee field/forest., ’
practice of malaria p nti

enough mosquito

at they did not regularly perform such

y)of respondents did not have
m@ver, only 62.3% of the

—‘ -
-_—-'_“'--P 5 ! e )
M e bednefed3.S™eiithen sometime used and
pregfatet i 2 W

respondents

24.4% never

evel or poor practice regarding
b0squito spray (6%). It

,,,,,,,,,,,,,,,,,,,,,, -

showed tha ., _-,M mosquito bite, this
==t ) ]

finding was hiﬁb‘sr than the study In Tak province, Thailan@hensaengngam, 2008)

and in Vietnam ‘/“n (Tien, 2005). Stafigtitally, there was highly significant

AURTREBNIREANT

1 and p < 0.001 respectlvely) Further, there was significant assouatlon

m::mmmmm METaE

(p = 0.043) (Phensaengngam, 2008) and Surin province (p = 0.011) (Duad, 2001)
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In this study, the proportion of population with good malaria knowledge in

some extent was high (59.1%), the proportion of good attitude was low (33.2%) while

was very low (5.7%). Therefore, there
ntion that have an effect on
@condmon working group
an 1 to 5 years ago of
direct bearing on the

hampasack province,

Lao PDR.
Limitations
V&e not able to bring out the
details and reasons of _ ve such as mosquito repellent,
e -
insecticide spraying, anti-malefe: alaria services provide by NGOs.

@f study factors. We

. Besides, this study

- -

==t
cannot find ouﬂwe respondent’s practice over time. This s@y relied on self-report.

As a result, there ﬁn source of informatiofipia:

UHANYNINYING

This research design was ‘ cross-sectional stygygand it aimed to assgggft

q BRI INEIas

province regarding malaria prevention. Furthermore, it aimed to identify the

association between general characteristics, knowledge, attitude and practice in this
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population. The research was carried out in January 2009 by questioning 401 people.

Data was collected by using structure questionnaire.

Y l ‘
5.2.1 Socio- demo 3 al respondents

tlcs of the sample, the age

rang of 17 — 60 y,ga_r?;‘— 3 a1 ears. The rate of male was
twice higher W /a§ me ' was, female). The majority of
respondents Were‘ ledyB87 ' ilé divorced .

and 3.2% was singl¢. imatél 7{ 64d¢ o ddlents were primary school
education leyal® 8%, ‘ | o and 57.9% of the
respondents had . ity ‘ 100,00 00,000 Kip per month.
Nearly all of the subjec (oA %) Jiving in Pakson diglgict more than 5 years and

almost of the respo _ _ ' i e[ \ f 3to 5 and 6 to 8 persons

of malaria showed
- '

that 59.1% ofm spondents had good Knowledge and abo]ﬂ]ZOA% and 20,4% of

respondent were l‘) e and poor knowled@@evel, consider to each knowledge of

AUBTRERTWEART -

dge on mosquito and 59. 1% had good knowledge on malaria vector. On the

IR iﬁ’iﬂl TIANETHY
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5.2.3 Attitude towards malaria prevention

In relation to attitude towards malaria prevention, the results of the

d good attitude, 58.1% had moderate

research showed that 33.2% \ ]
attitude and 8.7% had | ﬂentlon
—‘

had poor practice level

d 9@, practice level regarding

! i0%ermgraphic  characteristics,
knowledge, at fude miela \ tion
\ )hi

In term of @Ssocjgti lee C emo

-deMographic characteristics were

iCharacteristics and malaria
prevention, we foun

significantly associated W

,,
family in(@ : | :

significantl&

occupation (p < 1.001) and total

_ @ another variable
\J

'
i 11].
From thils study, a statistically S|gn|f|cant association was shown between

Fﬁmﬁm o WYy

0. oo1)

8N NINURIINYINY

education level (p = 0.020) occupation (p < 0.001), total family income per month (p

< 0.001) and length of time stay (p = 0.002).
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In this study, there was high significant association between knowledge and

attitude, knowledge and practice, at"je nd practice (p < 0.001 each).
17

Based on th

for improving t
1. Enhanceme® v ‘ vl J*ppevention is still needed
under h | m even " i Wasynot found statistically

ducation program should

: -‘-t::£,'

= Malaria prevention,; 4 4 /.

= MalarigSympiome.;

L_‘ TORREYe T2 T4 TTaT oS To% TEVOCT TeT oMM TevHT M TRTIMY (] gid be provided and
explainjgin de jediCation is not take completely;
|

for exartiple, drug resistant. However, base on this study, the current or existed

AusAnmriweas
CUQPSlp it b i1

financial problem and insufficient of material. Therefore, making mosquito
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nets sufficient to all family members and mosquito repellent and spray

available should be carried out.

il
Q‘ |" Zyssed as more severe by users of
aitins shol M w de messages relating to the

O =

as pers

The threat

ITNs. Inform

severity of ﬁEE

particular, thge* ‘ ' ; \"' ' ildren aged under 5 and

n
ell

tibility to the disease. In

pregnant wgg i Be’emy [ TNRlise among these populations

3. Asimple praeti h@he (’?"
. ' Ol
N
 ef f sty \\\

W rF . S 1,4 f a W . .
= Usifg mggquito -;,‘;‘{yg;f gikg to 3 i king at the coffee field or

antl engodraged such as:

forest Bhould foets -on it ancél of consistent use of ITNs,

including w L‘_j‘;";:fk home in malaria-prone areas.

@et regularly in the
NJ

= ’
. Ming mosquito coil and repellent '"II

" W‘rinhe long-sleeves cloffidvhen going to and working at the

AUBANEYNINGINT
RINNTUUNIININY
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APPENDIX A : Questionnaires (English Version)

Assessment of Knowledge, Attitude, a d Practice regarding malaria prevention

i
Q i / assack province, Lao PDR

'ﬂnterwew I 1

Stig«(4 minutes

toward population in

Code No.

1.How old are ygu?® _
2.What is your genger?
01 Male
3. Are you current
L1 1. Single

01 4. Widowed |
4. What is your educa "
O 1. Ever attend schal

3. Married

] 3. Primary school
0 4. College/unlversny 01 6. Other (Please specify)...
5. What is your cL

[0 1. HousByw

Vi
[ 2. Salesntar2.

. CA ety
[1 3. Civil of cif}:e

0 4. Agrlculturlst O 9. Other (Please SPECIfY)...vii
ealth
ﬁﬂeﬁl NUNINEINT
................................................... Klp/month

i How long have you been here? ksong district)

RN ASMUAIINYNAa Y

1 More than 5 years
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2) Section B: Basic knowledge about malaria (5 minutes)|

No. Questions ;s Yes No Don’t know

1. Have you ever heard of malaci
2. Vector which can transmi

21 Rat ;
2.2 Dog &
2.3 Mosquito ——
2.4 Fly /
2.5 Cockroach

3. Malaria can transml
3.1. Drinking
3.2. Eating contami

4.1. Fever
4.2. Headac
4.3. Chill
4.4. Sweating ¢
4.5. Vomiting
4.6. Abdominal pal .
4.7. Itching 4
5. Way to prevent and cogirol mafaris :
5.1. Wearing long sleg¥e Ay;{{;f dha]
5.2. Sleep in bed nets - ——
5.3. Using ITNs e -
5.4. Taking anti-malarjads ."f“:? W
5.5. Empt and
5.6. Trimig “ oushe und the house
5.7. Clean

5.8. Insecti€i N
5.9. Taking p ’ ﬂl [2
5.10. Making firg and smoke [1] .‘| [2

6. Feeding time 0 malarla mosquno
6.1. Day time [1] [2] [3]

Autdnemiing

[ Ty S S T S NSy WSy S [y S—

nd or lake
agnant water
7.3. Canal

QRTINS

8.2. Domestic animal shelters [1] [2] [3]
8.3. Tropic forest [1] [2] [3]
8.4. Dark corner in the house [1] [2] [3]
8.5. Open space where sunlight reach [1] [2] [3]
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3) Section C: Source of information about malaria (5 minutes)|

O 1. Yes

2. Which of the follgugit
malaria? (can
[J 1. Hospit _
4. Com v _ H:“‘* Rrug hawker

ome (family member)

3. Which me Jougvef received | rination doutMalaria?
O 1. Radio / Teley Wiltlco compact disc

O 4. Newspaper §f ~ #f 2152WViaga 4 VE'eposter

4. Have any of yourf mily?) abers su > malaria?

O1. Yes T -vypu- '- lease skip to question 5)

5. When ,«-. ot malaria, did you receive tre : Q

01 Yes J, [ ﬁ‘)n section D)
O 3. Do n(ﬂnow ction'@l

6. Which source o‘h care you first seeklrvr treatment?

mm NERTIWE ST

Tradltlon health I%ﬁ Village health worker

ARIRN BN




9
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4) Section D: Attitude toward malaria(6 minutes)|

No. Questions Strongly Strongly
y Agree Agree Neutral Disagree disagree

1. I think malaria is serious and spg
life-threatening disease ol [2] [3] [4] [5]

2. Malaria can be transmigtee.oW Ay, Zé

from person to persquglike tomMe - [3] [4] [5]
3. | believe that if malaria-net.tréated p ___!..—W

it can quickly become life- i ' [3] [ 4] [5]

4. | think the best
from getting malagi
from mosqui

3] (41 [5]
3] [4]  [5]

5. I am sure that agy@he caif ge

6. In my opinion, oncegieopl€ g
it can not be re-ipf€cted

M [31  [4]  [5]
7. | believe slegy b e ri o ig ?4'?,;
Is once way to preyj€nt ni¥/se,
malaria ;

8. | think, I can tfeat self

Ko ) \

:’)& R 1% [3] [4] [5]
P.,‘,";‘ [3] [4] [5]
9. In my idea only chilirenéind pregnemnt« ¢

woman is at risk of maldfia. b 1 [3] [4] [5]
10. I think once can recgVer figmJmalaria - =
spontaneously with out any*treatment | [3] [4] [5]

11. My idea, if someone go ;‘__,, /

people should avoid ' |
contact WE. wher  [1] : (4] -
12. 1 think, |

have my b
suspect that, |

M[ 31] [4] [5]
13. I might be imgreater risk of getting malaria '
if I work and slegp overnight in the forest [E’ [2] [3] [4] [5]

AULARMINGING

isﬁ’taken completely. , [1] [2] [3] [4] [5]

16. 1 will seek for an advice or treatm&‘t

i ‘ ' 1“@ | ] [ |
stor€ to treat myself, when'l get mafaria™ = T1 [2° [ [4] [

18. In my opinion, it is very important to
check for an expired date of the drug
before taking it. [1] [2] [3] [4] [5]
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5) Section E: Practice regards malaria prevention (6 minutes)

No. Questions Always Sometime Never

1. How often do you sleep in m@sg '_ ot [1] [2] [3]

3. How often do yo =i i
whether it has a = :

(1] [2] [3]

[2] [3]

4. How often do you.i I

once you find.Qu# N [2] [3]
5. How often do y: ifisegti cated beg hets? [2] [3]
6. How often does all your he J' .

sleep in the net? 4 —= AN W [2] [3]
7. How often de [ ' [2] [3]
8. How oftendo y ‘ ‘ \ .

mosquito bite? ¥ e - W\ [2] [3]

9. How often do yot
in your house

[1] [2] [3]

10. How often do you us out
your house

[1]1 [2] [3]

11. How often do you wear.lg
work at night ti

WL 2 11,021  [3]
12. How o : 0-Vou-clean-the-bushes-around-v Q[ 2 ] [ 3 ]

13. How oftel.gbLye
your house’zll—a ‘ : ﬁ] [ 2] [3]
14. How often ou clear the dark corner in your house? [' [2] [3]
15. How often do y‘ the coffee field or for [1] [2] [3]

”ﬂ?%‘%ﬁ@%ﬁﬂﬁ NEIRT-

often do you go to health serV|ces when you

got SICk = [1 ] [ 2‘] 30

q O 2 No(if No, please sklp to question section F)

19. The bed net is enough for your family member?
O 1. Yes
0 2. No
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(6) Section F: Questionnaire for those who ever suffered from malarial

1. Have you ever got malaria?

0O 1. Yes
[J 2. No (if No, ple

& w
T I
o S
= =
= =
S o
< <
s} S
c c
=

o1
=
o
<
o
c
=3
=
@
QD
=3
3
@

O 1. Yes

(=

01 Hospltal

7. Trad
[ 9. Othe

2. If have gotr;W/wﬁ"u tlmgo _
O 1. oneti : e | N Dt

. Where did you receive dfag ;

i
H lease specify)

) |
V.,

y h .
alease’'sKip all questions)

A

ﬁqueader

ﬁﬂﬂﬁﬂﬂﬂiﬂﬂwnﬁ

2 About 6 — 10 days

more than 11 da

q RAAND

1. Yes

Salun1Ingnae

[J 2. No (take more drugs following doctor)
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APPENDIX C: Map of Lao PDR

MYAN

Gulf of Tonkin

Inferrabonal Boundary
Prosincial Boundary

Capital
FPraviacial Capital

AU ge
Qmﬂﬁﬂﬁ AN LA Y

- The land area is 236,000 Km?, The population density 20 presons/Km?

- There is multi-ethnic country consisting of 49 ethnic groups.

- Shares land boundaries with China, Myanmar, Thailand, Cambodia and Vietnam.
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No Name Sex | DOB or ; Y | @iy, Chronic Health Date of Remarks
Age WA B, g Problem Death
2
3
4
5
6
7
8
Score if present Score

1. Self, Wife, Husband, Child, Relative 1

2. Married, Single, Separated, Window, Divorced years 1

3. Lao loom, Laven, Lavear, Taoe, Katang, yahoern, ; 47> in past 5 years 2

4. Buddhist Christian, Islam, Other T FPreser igable %ase 1

2

Mool VT 3 SR TSN D e 1

1

1

‘A atj : ri Mgderate risk High risk
AUYINYYINBANT ™
‘Il‘
=
S

ARIANTAUUNIINYIAY



Wy,

PAKSONG DISTRICT, CHAMPASAC

Month: .....................

Registered population

<61 Total Total
years Pop. Pop.

Zone/Villages <5year

Villages register M| F | M

Vill: M

Vill:

Vill:

Vill:

Vill: e

Vill: [ e —
Vill: s

Vill:

Vill:

Vill:

Total M/F

Total
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