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ABSTRACT
Background: Malaria continues to be one of the major public health concerns that India is facing since decades. Early identi-
fication and management of malaria prevents its complications and subsequent mortality due to it. Several studies across the 
globe showed that, misconception of malaria still exists and practices of controlling malaria have been unsatisfactory indicating 
further need of exploring the knowledge, attitude and practices of malaria among the people of high Annual Parasite Incidence 
(API) states, district and blocks.
Aim: The aim of the study is to assess the levels of knowledge, attitude and practices for prevention of malaria in tribal of Jawhar, 
Maharashtra.
Methodology: A cross sectional community based KAP sample survey was carried out with the help of structured questionnaire. 
Data was collected by face to face interview by using a structured questionnaire from 140 participants by Systematic Random 
Sampling. 
Results: The results show, 24 participants (17.1 %) have a low knowledge level and 94 (67.1%) obtained an average level and 
22 (15.7 %) have high level of knowledge on components like symptoms, causes and transmission of malaria. 118 participants 
(84.3 %) have the average level score for attitude component. 88 (62.9 %) of the participants have an average level, while only 
14 (10.0 %) found to have low level score on practices component while 38 (27.1 %) found high level practices score. Knowledge 
on etiology and symptoms of malaria is found to be optimum level, while knowledge regarding the complications and preventive 
methods were found low among the participants. Health care system is the major source of knowledge for the tribal community. 
Practices of sanitation and correct health seeking behavior were found to be optimum but the sampled tribal community were 
found to be not co-relating its importance of health as a whole.
Conclusion: Health education program directed towards community should be emphasized on a timely basis to improve the 
knowledge, attitude, and practice regarding malaria and its prevention in Tribal Communities of Jawhar. Capacity building among 
the government health workers on preventive part of malaria and complication management for malaria is the need of the hour 
time, as they are the major contact point for tribals.
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INTRODUCTION

India achieved growth in terms of economic development but 
on the contrary India is facing a challenge of ‘triple burden’ 
of diseases with 21.0% of world global burden of diseases. 

On one hand India is facing challenge of maternal and child 
health, communicable diseases (sometimes termed as “Dis-
eases of Poverty”) while on the other hand Diabetes, Heart 
Diseases and Mental Health Diseases (sometimes termed as 
the “Diseases of Life Styles”). (1) The incidence of India 

IJCRR
Section: Healthcare

Sci. Journal 
Impact Factor 

4.016



Int J Cur Res Rev ��| Vol 7 • Issue 18 • September 2015 26

Kadam et. al.: Knowledge, attitude and practices of people towards malaria in tribal communities of jawhar, maharashtra, india

accounted 58.0 % of cases in the South East Asia Region of 
World Health Organization (WHO). (2) The Lancet on 20 
November 2010 reported 205000 malaria deaths per year in 
India before the age 70 years with cumulative probability 
of death 1.8%. The report also added that 90.0 % of deaths 
were occurred in rural area. In India the high risk fatality as-
sociated with the malaria were noted from Orissa, followed 
by Chhattisgarh, Jharkhand and Assam. (3)Rural and more 
specifically tribal parts of all the state is more affected as 
compared to the urban population. Annual Parasite Index 
(API) for the Maharashtra for year 2011 was 36 per 1000 
person. Deaths associated with malaria were recorded as 
200 (2010) and 118 (2011) deaths in Maharashtra.(National 
Vector Borne Disease Control Programme)According to the 
health status report of Government of Maharashtra 2010, the 
proportion of dangerous Plasmodium falciparum was 25.7% 
across the state. It was and is significantly higher in the tribal 
districts of Gadchiroli, Gondia and across the Vidarbha and 
North Maharashtra followed by the tribal of Thane (Western 
Maharashtra). (5)

Knowledge is the important component in health seeking be-
havior. Ignorance, low awareness and not prioritizing health 
are some of the issues in early identification and prompt 
treatment of diseases. Studies focusing on knowledge, atti-
tude and practices (KAP) showed that direct interaction with 
community plays an important role in circumventing malaria 
problem.(6,7)Researchers have included the direct or indi-
rect measures of people’s knowledge of malaria in equations 
describing the risk of infection and suggest that health educa-
tion would offer promise of influencing individuals to adopt 
better attitude and practices towards preventive measures.(8)

A community profiling was done as a part of data collec-
tion among the medical practitioners of the Jawhar Block in 
which they reported malaria as a very prevalent illness in this 
community. This is complemented by the findings from the 
National Vector Borne Disease Control Programme (NVB-
DCP). To achieve the targets of reducing malaria prevalence 
and preventing malaria epidemic, it is imperative to have ac-
tive community participation which in turn depends on peo-
ple’s knowledge and attitude towards the disease. The major 
public health problems are the contaminated water supply 
which leads to the unhealthy surroundings paving was for 
vector breeding and other communicable diseases in these 
rural and tribal regions. In fact human behavior as a major 
contributing factor has been largely neglected in research all 
over the globe on vector borne diseases in part because of the 
long-standing separation of the behavioral disorder from the 
physical and biomedical disciplines. So this study was con-
ceptualized to explore the levels of knowledge, attitude and 
practices towards malaria in tribal communities of Jawhar, 
Maharashtra, India.

Methodology:
A cross sectional community based KAP sample survey was 
carried out with the help of structured questionnaire. Multi 
stage sampling was used in this study. Sakur PHC was se-
lected out of four PHCs of Jawhar block of Thane by Sim-
ple Random Sampling. Six villages under the Sakur PHC, 
Jawhar were then further selected by Simple Random Sam-
pling. 20.0 % households from every village were selected 
by using Systematic Random Sampling to get desired sam-
ple of nearly 140 households. Every 5th household in the vil-
lage was interviewed by administration of structured ques-
tionnaire. In case of unavailability of households, the next 
household was included in the study for data collection.

Sampling frame consists of 

Village Name Households

Sakur 140

Chandrapur (Kelichapada) 150

Dhanoshi 90

Aakhar 80

Pondichapada 110

Fanaspada 130

Total household number of six villages 700

A total of 140 households (20.0 %) from these six villages 
were considered as samples in this study. Structured ques-
tionnaire was designed, pre-tested and standardized before 
the start of data collection. 

Ethical Clearance: The permission from the institutional 
ethical committee was taken before starting the study. The 
purpose of the study was very carefully explained to study 
participants and informed consent was obtained. Confiden-
tiality about the identity of the participant was maintained 
throughout the study. 

One individual per household (head of household) was in-
terviewed face to face and responses were recorded in a 
structured close ended questionnaire. In case if head of the 
household was not present then other available member of 
the household of age > 15 years were interviewed. Gender 
equity during interview was considered throughout the data 
collection. Both sexes were given preferences for interview 
without any discrimination.  

Data was analyzed with the help of SPSS software version 
20 package and Microsoft Office Excel. Descriptive statis-
tics and cross tabs were carried out.
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RESULTS

Findings from study are presented under the sections, socio-
demographic profile, knowledge component, attitude com-
ponent and practice component regarding malaria preven-
tion.

The table 1 indicates the socio-demographic characteristics 
of the participants. It was found that more than 50% of re-
spondents were involved in farming and 27 % agricultural 
labour/ practices. Majority (68%) of the participants were in 
the age group of 26 to 45 years of age. Almost all (98%) of 
the population were found to be in with the education below 
primary level, of which illiterate were nearly 60%. Majority 
of the respondents were living in Semi-Pacca houses (56%) 
and Kaccha house (31%) with around 73 % of the families 
reported of having family size of 5 or more members. It was 
found that 63 % of respondent were male in this study.

Table 1: Socio-demographic characteristics of the participants 
(N=140)

Characteristics Response category Number (N 
= 140)

Percentage 
(%)

Gender Male 88 63.00

Female 52 37.00

Age distribution 15 – 25 24 17.10

26 – 35 46 32.90

36 – 45 48 34.30

46 – 55 16 11.40

56 – 65 6 4.30

Occupation Farming 70 50.00

Agriculture labor 38 27.10

Housewife 22 15.70

Labor work 10 7.10

Education Illiterate 84 60.00

Primary education 50 35.70

College/Institution 6 4.30

Family size <4 38 27.10

5 – 6 60 42.90

>6 42 30.00

Type of House Pucca 18 12.90

Semi-Pucca 78 55.70

Kaccha 44 31.40

Knowledge
The majority sample correctly understood that malaria is 
transmitted by mosquitoes. Table 2 shows that 95.7 % of the 
population knows the correct cause of the malaria. As per the 
preventive perspective, community knowledge of malaria 
symptoms, such as fever accompanied by shivering, fever 
on alternating days, headaches, vomiting and rigors is very 
important for malarial control. Knowledge of the individual 
about the different symptoms described above is different for 
the different symptoms. Identification response was found 
100% for fever and 83 % for feeling cold which are the basic 
symptoms for malaria. Among other symptoms only head-
ache has been identified by the majority of the respondents 
and for the rest of the symptoms it was a low response. The 
knowledge level of individuals towards symptoms of malar-
ia is low to average. Most of them could not identify other 
symptoms which are very important in the identification of 
fever related to malaria.

Table 2: Knowledge towards Malaria (Causes and Symptoms)

Questions Response category Number 
(140)

Percentage

Have you 
ever heard of 
Malaria

Yes 134 95.7

No 6 4.3

Symptoms of 
Malaria

Fever 140 100.0

Cold 115 82.1

Headache 65 46.3

Vomiting 23 16.4

Weakness 96 68.7

Loss of appetite 4 3.0

Fever in bone 13 9.0

Major Symp-
toms

Fever 86 61.2

Cold 23 16.4

Headache 19 13.4

Body weakness 
and pain

13 9.0

Malaria by 
Mosquito bite 

Yes 136 97.0

No 4 3.0
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Other causes 
of diseases

Airborne 2 1.43

Playing and bath-
ing with impure 
water

28 20.0

Eating outside 
food

4 2.9

Fever Urination 
Problem Typhoid 
and Jaundice if no 
Rx then Death

6 4.3

Heat of Man 6 4.3

Not willing to tell 4 2.9

Source of Ma-
laria Informa-
tion 

Radio 6 4.5

Television (TV) 11 7.5

Doctors 77 55.2

Other Health pro-
fessional

36 25.4

Relatives 11 7.5

Coughing 12 8.6

Through Food and 
Water

22 15.7

Route of trans-
mission

Improper Sanita-
tion

10 7.1

Sharing Utensil 4 2.9

Not willing to tell 4 2.9

Attitude
Table 3 indicates that of 30 % individuals perceived that ma-
laria is a severe disease and person can die due to its serious 
consequences.73 % of the respondents reported to always 
seek care when they get these symptoms and remaining 27 
% of the respondents reported to seek care only sometime, 
during the symptoms. About 95 percent of the participants 
reported removal of stagnant as a preventive measure for 
malaria.

Table 3: Attitude and  Practices towards Malaria Prevention

Questions Response 
category

Number
(N = 140)

Percentage

Can a person die 
from malaria (At-
titude)

Yes 98 70.0

No 42 30.0

Treatment Seeking 
Behavior (Attitude)

Always seek 
treatment

102 72.9

Sometime 
seek treat-
ment

38 27.1

Never seek 
treatment

0 0.0

Time to time removal 
of standing water 
(anopheles breeding 
places) (Attitude)

Yes 132 94.3

No 8 5.7

Best way to prevent 
you from getting 
malaria (Practices)

Mosquito 
net

54 38.6

Preventive 
medicine

8 5.7

Coils 20 14.3

Spray 12 8.6

Keeping the 
surrounding 
clean

86 61.4

Clean water 50 35.7

Cow dung 
fog 

70 50.0

Fan 32 22.9

Don’t know 4 2.9

Practices:
The percentage of population following important preven-
tive practices to prevent malaria include, mosquito nets (39 
%), indoor residual spraying (8 %), allowing the insecticidal 
fogging inside the house, cleaning the surroundings (62 %) 
as shown in table 3. In some practices, the percentage is very 
low, which is a cause of concern and should be addressed.

KAP Scale scores:
To assess the final level of knowledge, attitude, and prac-
tices we have developed a scale based on how many symp-
toms, attitude and practices the individual have and set the 
minimum (low) level of score, average level and maximum 
(high) level of score. (Table 4) This scale has been devel-
oped by adopting the KAP study of malaria in Myanmar. (9) 
The changes have been made according to the demand of the 
community setting. In the developed scale mean is about the 
scale only and not describing the mean of the score obtained. 
Mean is used only to divide the scale equally for the low, 
average, and high values. So according to these scale rat-
ings the results for the total score for knowledge, attitude and 
practices have obtained. 

One correct answer of respondent will get one mark. Score 
of each category again divided into three categories such as 
low, Average and high score viz. Knowledge and Practices 
score were low (1-3), Average (4-6) and high (7-9), while 
score for attitude was low (1-4) average (5-8) and high (9-
12), as the total questions for knowledge (9), attitude (12) 
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and practices (9) were asked during the interviews of the 
participants.

Table 4: KAP Scale Scores

KAP Scale 
Scores

Categories Number (N = 140) Percentage

Level of 
Knowledge

Low 24 17.1

Average 94 67.1

High 22 15.7

Level of at-
titude

Low 14 10.0

Average 118 84.3

High 8 5.7

Level of 
practices

Low 14 10.0

Average 88 62.9

High 38 27.1

In the present study 67 % were found to be having an aver-
age knowledge on malaria 17.1 % have been found to have 
low knowledge level. Attitude was found at average level 
in 84 % of respondents and only 10 % reported low attitude 
levels. In the practices component, 63 % of the respondents 
were found to be of average level, while only 10 % found a 
low level score.

DISCUSSION

Health education is an important component in creating 
awareness and disseminating knowledge to the community. 
Slogans, IEC materials were available in Government of Ma-
harashtra for increasing awareness of malaria health educa-
tion in the community. The awareness regarding fever, cold, 
body ache and headache was found to be of optimal level 
from this study in tribal community of Jawhar indicating 
reach of Information Education and Communication (IEC) 
by the Government programme for prevention of communi-
cable diseases under National Vector-Born Disease Control 
Programme (NVBDCP). Source of information of malaria 
mainly found as Government health care system and Doc-
tors, this clearly depicts that Government is the major player 
of health care provision in the tribal areas. Tribals in Jawhar 
were found to be living in hilly and remote area where avail-
ability of infrastructures such as TV, radio etc. is less. Hence 
the tribal community is dependent mainly on Government 
healthcare system for the information, knowledge on disease 
transmission, prevention etc. Backwardness of tribal com-
munity as compared to other communities of rural and urban 
area is a known fact due to limited connectivity with external 
world like Television, Radio etc.

Research regarding sanitation practices showed knowledge 

or awareness of sanitation helps indeed it is the good health 
seeking practices which are associated with the “odds” of 
communicable diseases. (10)Tribal people are aware or have 
the average knowledge of symptoms of malaria while they 
are not having high knowledge of prevention of malaria. 
This is an area which requires improvement as most of the 
respondents were found to be below the primary level of ed-
ucation. Further knowledge sharing on malaria through vari-
ous health-education methods will help not only the tribal 
community to have strong healthy quality of life at the same 
time mortality due to malaria can be prevented. Though the 
respondents reported to be following good health seeking 
practices such as keeping surrounding clean, sanitation; in-
deed they fail to co-relate importance of these practices with 
their health status. So further upgrading their knowledge in 
area of sanitation, health hygiene and importance of behav-
ioral change is needed. As knowledge and practices of the 
tribal people is a proxy indicator for the available social sup-
port or work done by the community health workers (CHWs) 
in area of health education, there is need of further capacity 
building among the health workers regarding the complica-
tions and treatment part of communicable diseases. (11)

The respondent (more than 90%) had satisfactory knowledge 
regarding the aetiolgy, symptoms and treatment of malaria, 
majority of respondent (97%) understood that malaria is 
transmitted by mosquitoes. Studies that were conducted in 
other part of India in Rajasthan showed the same result and 
optimum knowledge of malaria in the community.(12)This 
could due to reach of IEC activities by Government or vari-
ous organizations; also it could due to acquired knowledge 
from peers.

Knowledge, attitude and practice study in India revels that 
there is discrepancy among the knowledge of Malaria as-
sociated with geography (hilly, tribal, urban, rural setting) 
and there is difference in different religions, because of their 
different health seeking behavior associated with their own 
cultural practices. (13) When we compared tribal commu-
nity of Jawhar with other backward communities of tribal of 
India and Sub-Saharan countries then level of knowledge of 
Jawhar community is at average level.(14–17)

CONCLUSION

The knowledge level in the community was found to be av-
erage. Our findings suggest a need for a health education 
program aimed at the local community to increase knowl-
edge level to high. Both attitude and practices were found 
to be average. Specific practices and attitudes changing 
trainings like use of mosquito nets, IRS spraying, standing 
water management through group discussion will help im-
part knowledge to curtail the spread of disease. An aware-
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ness programme about the common breeding sites (standing 
water) of Anopheles mosquitoes and ways to manage the 
complications is the need of an hour. This will improve at-
titude of the community to maintain their environment.  It 
is recommended to conduct campaigns (IEC programs) for 
bringing in positive attitude towards Indoor insecticidal fog-
ging in the community. Eventually, tribal of Jawhar needs 
health education on management of complications, prompt 
treatment and preventive part for control this communicable 
disease. Capacity building of the Community Health Work-
ers (CHWs) is very much needed, as there were the main pri-
mary sources of knowledge and information dissemination at 
health care facilities.
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