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ABSTRACT

This study was a descriptive research aiming to examine preventive
behaviors on dengue hemorrhagic fever (DHF) among family leaders in Ban
Chang -lo, Bangkok-noi, Bangkok. The factors studied were age, sex, religion,
education, occupation, family income, knowledge, attitude, adequate resources,
information and support and supervision from public health officers on DHF.
The sample was comprised of 414 family leaders who were interviewed by the
public health officers from Wat Choa Aum health center no. 30. Data were
collected with questionnaires and were subsequently analyzed with descriptive,
percentage, mean and analytic statistics with chi square and Pearson 's
correlation.

The results of this study showed that overall preventive behaviors of family
leaders on dengue hemorrhagic fever were at a moderate risk of 65% and a high
risk of 14.7%. Age, sex, education, occupation, family income and attitude were
not significantly associated with preventive behavior on dengue hemorrhagic
fever.

There were significant associations between religion, knowledge, adequate
resources, information from media, and support and supervison from health
officers with preventive behavior on DHF among family leaders ( p = <0.001).

The results show that public health officers and participation of the family
leaders and outsourcing from other media have a role in preventive behavior
among people in the community. Emphasizing supervision and support will be
effectivein prevention and control of dengue hemorrhagic fever.

KEY WORDS: ASSOCIATED FACTORSY PREVENTIVE BEHAVIOR/
DENGUE HEMORRHAGIC FEVER/ FAMILY LEADERY
BANGKOK
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CHAPTER 1
INTRODUCTION

1.1 Rational and justification

During the 19th century, dengue was considered a sporadic disease, causing
epidemics at long intervals. However, dramatic changes in this pattern have occurred
and currently, dengue ranks as the most important mosquito borne vira disease in the
world. In the past 50 years, its incidence has increased 30-folds with significant
outbreaks occurring in five of six World Health Organization (WHO) regions. At

present, dengue is endemic in112 countries in the world [1, 2].

Around 2.5 to 3 billion people, living mainly in urban areas of tropical and
subtropical regions, are estimated to be at risk of acquiring dengue viral infections.
Estimates suggest those annually 100 million cases of dengue fever and half a million
cases of dengue hemorrhagic fever (DHF) occurs in the world with a case fatality in
Asian countries of 0.5%-3.5% [3]. Of those with DHF, 90% are children less than
15 years of age[2].

DHF first emerged as a public health problem in 1954, when the first epidemic
occurred in Manila. This gradually spread to other countries in the region. Major
epidemics occurred in other regions of the world in the 1980s and 1990s and were
caused by all four dengue viral serotypes [4]. While the predominant serotype in the
1980s and the early 1990s was DEN-2, in recent years it has changed to the DEN-3
serotype [5, 6]. In 1998, a pandemic of dengue viral infections occurred, where 1.2
million cases of dengue fever and DHF were reported from 56 countries worldwide.
The world population was exposed to a new subtype of the DEN-3virus (subtype 111),
which originated in the Indian subcontinent and later spread to involve other

continents [7]. Exposure of anon-immune population to this new subtype of DEN-3
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may have been the cause of this pandemic. A situation of comparable magnitude was
also seen in 2001-02.

From mid-80s DHF outbreaks have been reported annually in the American
tropics as well, where formerly multiple types of dengue viruses circulated
simultaneously without resulting in substantial numbers of DHF cases (Halstead,
1998s). In Southeast Asia the mean number of annual cases of dengue hemorrhagic
fever has increased from below 10,000 in the 1959s and 60s to over 200,000 in the
1990s. The same pattern is now unfolding in the Americas Gubler, 1997; Gibbon and
Vaughn, 2002).[9-11] With increasing air travel people from non-epidemic areas
serve an important double role as potential victims of dengue fever and as vehicles for
the further spread of the disease [8].

In Thailand, dengue hemorrhagic fever is one of the most important infectious
diseases for many decades. Over the past 40 years the numbers of infected patients
has been rising steadily Nimmannitya, 1997; Kantachuvessiri, 2002) [9-11]. The
epidemic pattern has changed from one of aternate years to an irregular pattern.
According to a report on dengue hemorrhagic fever in Thailand from 2001, 2002,
and 2003, the mortality rate of dengue hemorrhagic fever were 0.38, 0.16, 0.13
per 100,000 populations, respectively.

Bangkok, the capital city of Thailand, It is one of the largest city in Southeast
Asia, The province covers an estimated area of 15,687 square kilometers, located at
central region of Thailand which is below plain and 2.31 meters above the sea level.
It is dividing into 50 districts. The population is approximately 5.8 million in the year
2003. Population density varies considerably from place to place in the city, average
about 3,726 persons per square kilometers, and Bangkok- noi district the population
density is about 12,799 persons per square kilometers comparing to the average in
Bangkok, so it is quite high density of population in this area (Annual
Epidemiological Surveillance Report 2003, BMA) [12]. After epidemic from 1958,
outbreaks of DHF were occurred, and now Bangkok is an endemic area of DHF.

Since DHF epidemic in 1958 it become as a major public health problem from year to
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year. Bangkok has epidemic of DHF for every year. Referring to the report on acute
hemorrhagic fever, the numbers of patients from the year 1999 to 2003 were 5,437,
5,241, 16,734, 9,357 and 8,302 respectively. During January-October 2004, there
were 3,787 patients with disease; the mortality rate was 0.03 per 100,000 persons.
These data indicated that Bangkok still has problems of acute dengue hemorrhagic
fever epidemic. The 9" Nationa Plan of Social and Economic Development (202-
2006) aims to reduce the morbidity rate of acute dengue hemorrhagic fever less than
22 per 100,000 persons or to control and prevent the disease to the level that it isnot a
health problem for Thai population (National Health Development Plan the 9"
National Plan of Social and Economic Development 2002-2006) [13]. However,
dengue hemorrhagic fever is still a serious health problem in Bangkok especialy in
Bangkok-noi district which has the problem in epidemic of disease every year and
ranked in 14" out of 50 districts in Bangkok (January- October 2004). The programs
for the prevention and control of the disease were introduce in the community, school,
temple, training program for the health volunteers or even for the health officer. But
we till are facing to the problem of acute dengue hemorrhagic fever. The problem
may be due to the discontinuous and irregular conduct or it might be unawareness of
the people in the community toward the preventive behavior in the aspect of
eradication of Aedes mosquito, the larvae of mosguito and the places of the larva
breeding.

As the mention above on the problem of the dengue hemorrhagic fever which
still be the health problem in Bangkok-noi district, from the data since 1999-2003
Bangkok-noi is one of the epidemic area in Bangkok and Ban Chang-lo is the highest
prevalence rate of epidemic in Bangkok-noi even though all of the programmed and
project from the Department of Hedth in Bangkok are lodged in the same as the
others district but since then Ban Chang-lo ill has very high prevalence rate
comparing to the others sub-districts (Bang khunsri, Bang khunnon, Arunam-

marin,and Sirirgj).

From the reason above in this study it interested to know what the factors are

associated in this area that causing the persistent of epidemic of dengue hemorrhagic
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fever and want to examine the preventive behavior on dengue hemorrhagic fever
among the family leaders. In this study used PRECEDE PROCEED Mode as the
analysis framework to find out the factors that affect to the preventive behavior on
dengue hemorrhagic fever among family leaders because this model can be analyzed
and cover al aspect of the behavior and suitable to the problem in this area. The
results of this study could be applied to the promotion of appropriate prevention and
control behavior on dengue hemorrhagic fever among the family leaders in Bangkok-

noi and apply to other areas as well.

1.2 Research question

1. What are the factors associated to the preventive behavior on dengue
hemorrhagic fever among family leaders in Ban Chang-lo Sub-district?

2. Are there any association between the predisposing factors, enabling factors
and reinforcing factors with the preventive behavior among family leaders in
Ban Chang-lo Sub-district?

1.3 Objective

1.3.1 General objectives
To study about the preventive behaviors among family leaders in Ban Chang-
L o sub-district, Bangkok-noi, Bangkok and to identify the association between factors

associated to preventive behavior on dengue hemorrhagic fever in family leaders.

1.3.2 Specific objectives

1.3.2.1 To determine the preventive behavior among family leaders.

1.3.2.2 To analyze the association between socio-demographic, predisposing factors
including age, sex, religion, education, occupation, family income, knowledge and
attitude in preventive behavior on dengue hemorrhagic fever among family leaders.
1.3.2.3 To analyze the association between the enabling factors including adequate
resources with the preventive behaviors on dengue hemorrhagic fever among family
leaders.
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1.3.24 To anayze the association between the reinforcing factors including
information of mass media, supporting and supervision from health officer with the

preventive behavior on dengue hemorrhagic fever.

1.4 Hypothesis of the study

1.4.1 Socio-demographic factors (age, sex, religion, occupation, and family income)
are associated to the preventive behavior among family leaders.

1.4.2 Predisposing factors. (Knowledge and attitude) are associated to the preventive
behavior on dengue hemorrhagic fever among family leaders.

1.4.3 Enabling factors (Resources for the preventive behavior of dengue hemorrhagic
fever) are associated to the preventive behavior among the family leaders.

1.4.4 Reinforcing factors (Information, supporting and supervision of health officers)
are associated to the preventive behavior among family leaders.

1.5 Scope of study

This research study on factors associated to the preventive behaviors on dengue
hemorrhagic fever among family leaders in Ban Chang-lo sub-district, Bangkok-noi,
Bangkok. The number samples are 414 persons from 14 communes in Ban Chang-lo.
Collected data from January 2005 to February 2005.

1.6 Limitation of study

This study will be carried out in the dry season, so the family leaders might pay
less attention on the prevention. The data will be obtained through asking
questionnaires which may cause some missing in some variables and the study has

limited of time.
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1.7 Variablein this study

Independent variables

1. Socio-demographic

11 age

12 sex

1.3 religion
1.4 education

1.5 occupation
1.6 family income
2. Predisposing factors
2.1 knowledge in prevention on dengue hemorrhagic fever
2.2  @titude in prevention on dengue hemorrhagic fever
3. Enabling factors
Adequate resources for prevention on dengue hemorrhagic fever
4. Reinforcing factors
4.1 information of dengue hemorrhagic fever from media

4.2  supporting and supervision from public health officer

Dependent variable
Preventive behavior on dengue hemorrhagic fever:
- Prevention and get rid of breeding places
- Prevention and control larvae

- Prevention mosquito bite (man-mosquito contact)

1.8 Operational definition

1. Family leaders: define as person who influenced about health in the family.

2. Socio-demographic factors: such as socioeconomic status, age, sex, social status
based on income, education, occupation is health-related behavior

2.1 Age: Define as family leader’s age in ranged of year, counting from date of birth
of study.
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2.2 Sex: defined as sex of family leaders male and female.

2.3 Religion: defined as the religion that family leaders were respected.

2.4 Education: Defined as number of years in study of family leader, categorized
into seven groups. illiteracy, primary school (grade 1-6), secondary school, high
school, diploma, bachelor degree or equal, more than bachelor degree.

2.5 Occupation: defined as job or work of family leader during the time of study,
categorized into 7 groups. unemployed, housewife/husband, government officer,
employee, labor, others.

2.6 Family income: Defined as the economic status of the family during the time of

study. Using average income from National Statistic Department, Thailand divided

into 3 levels as:
Low income 0 3,000 baht/month
Moderate income 3,001to 7,000  baht/month
High income 07,001 baht/month

3. Predisposing factors: including knowledge and attitudes related to motivate of an
individual or group to act in behavior.

3.1 Knowledge:

Good [14] defined knowledge as accumulate facts, truths, principle, and
information to which the human mind has access.

Bloom [15] defined knowledge includes these behavior and test situation, which
emphasize the remembering, either by recognition or recall, of ideas, materia or

phenomena.

In this study, knowledge refers to the knowledge of interviewees about the cause
of DHF, mode of transmission of disease, clinical manifestation of disease, prevention

of disease.
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3.2 Attitude: Mucchielli describes attitude as a tendency of mind or of relatively
constant feeling toward a certain category of objects, persons, or situations[16].
Kirscht viewd attitudes as a collection of beliefs that always includes an evaluative
aspect. Attitudes can always be assessed as positive or negative. In this study
regarding to prevention method such as tight cover, larvivorous fish, and discarded

container removed, sleeping in the mosquito/mosquito screening net.

4. Enabling factors. facilitate the performance of an action by individuals or
organizations. These conditions include the availability, accessbility, and
affordability of health care and community resources. Enabling factors also include
new skills that a person, organization, or community needs to carry out a behavioral
or environmental change, but in this study use only adequate resources for the

prevention on DHF.

4.1 Resourcesfor the prevention on DHF: define as the sources that are utilized for
prevention on DHF such as mosquito net, covers for water containers and Abate sand
etc.

5. Reinforcing factors: those consequences of action that determine whether the
actor received positive (or negative) feedback and is supported socially afterward.
Reinforcing factors include social support, peer influences and advice and feedback

by health care providers.

5.1 Information of dengue: Define as the information of family leaders about
disease and prevention of dengue hemorrhagic fever from personnel or others sources
of information such as television, radio, newspaper, brochure, leaflet, or

announcement.

5.2 Supporting and Supervison from public health officer: define as the
information about the disease of DHF, prevention and control, the news about the

epidemic and rule and regulation of DHF from health officers.
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6. Risk preventive behavior: Harris and Guten [17] defined ‘Health preventive
behavior” as any action take by the person is often and always in order to prevent the
disease. Mgority of the people generally takes actions or behaves with the objective
of having good health and such could include sleeping, physical activities, persona
health habits or self protection from the disease etc.

In this study include get rid of breeding places, prevention and control of larvae,
prevention mosquito bite (man-mosquito contact) by sleep in mosguito/mosquito

screening net.

7. Dengue fever (DF): occur either during primary or secondary infections. The
onset is sudden with high fever, severe headache (especially in the retro-orbital areq),
arthralgia, myalgia, anorexia, abdominal discomfort, and sometimes a macular papular
rash. The fever may be biphasic and tends to last for 2—7 days. Flushing, a
characteristic feature is commonly observed on the face, neck, and chest. Coryza may
also be a prominent symptom especially in infants. Younger children tend to present
with coryza, diarrhoea, rash and seizure, and less commonly with vomiting, headache
and abdominal pain athough, hemorrhagic manifestations are uncommon in dengue
fever, petechiae/pupura, gastrointestinal bleeding, epistaxis, and gingival bleeding has
been observed in some individuals. A positive tourniquet test has been reported in

many individuaswith dengue fever possibly due to reduced capillary fragility.

8. Dengue hemorrhagic fever (DHF): complication form of dengue fever. Usualy
follows secondary dengue infections, but may sometimes follow primary infections.
DHF is characterized by high fever, hemorrhagic phenomena, and features of
circulatory failure. The WHO case definition of DHF is given in .For purposes of
description DHF is divided into three phases, namely: febrile, leakage, and
convalescent phases. Furthermore, according to severity DHF is divided into four
grades as grade |. No shock, only positive tourniquet test. grade Il. No shock has
spontaneous bleeding other than a positive tourniquet test. gradelll. shock. Grade IV

profound shock with immeasurable blood pressure or/and pulse.
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1.9 Conceptual framework

This study is identified the association between predisposing, enabling, and
reinforcing factors in preventive behavior on dengue hemorrhagic fever among the
family leaders in Ban Chang-Lo sub-district, Bangkok-noi, Bangkok about 414
persons from 14 communes. Based on the PRECEDE-PROCEED MODEL as shown
inFigure 1

CONCEPTUAL FRAMEWORK

Independent variables Dependent variable

Socio-demogr aphic factors
Age
Sex
Religion
Education
Occupation
- Family income

Predisposing factors
- Knowledge in prevention on v
dengue hemorrhagic fever

- Attitude in prevention on — »  Preventivebehavior on
dengue hemorrhagic fever dengue hemorrhagic fever

among family leaders

A

Enabling factors
- Adeqguate resources for the
prevention on dengue
hemorrhagic fever

Reinforcing factors
information of dengue
hemorrhagic fever from
mass media
Supporting and supervision
from public health officer

Figure1l Conceptual framework of the study
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CHAPTER 2
LITERATURE REVIEW

This study is cross-sectional descriptive study aiming to identify the factors
Associated to preventive behavior on dengue hemorrhagic fever among family leaders

in Ban Chang-lo Sub-district, Bangkok-noi, and Bangkok.

2.1 Overview of dengue hemorrhagic fever

2.1.1 DHF Situation
2.1.1.1 Global situation

During the 19th century, dengue was considered a sporadic disease, causing
epidemics at long intervals. However, dramatic changes in this pattern have occurred
and currently, dengue ranks as the most important mosquito borne viral disease in the
world. In the past 50 years, its incidence has increased 30-fold with significant
outbreaks occurring in five of six World Health Organization (WHO) regions. At

present, dengue is endemic in112 countries in the world [1, 2].

Around 2.5 to 3 hillion people, living mainly in urban areas of tropical and
subtropical regions, are estimated to be at risk of acquiring dengue viral infections.
Estimates suggest those annually 100 million cases of dengue fever and half a million
cases of dengue hemorrhagic fever (DHF) occur in the world with a case fatality in
Asian countries of 0.5%—-3.5% [3]. Of those with DHF, 90% are children less than 15
years of age [2].

DHF first emerged as a public health problem in 1954, when the first epidemic
occurred in Manila. This gradually spread to other countries in the region. Major
epidemics occurred in other regions of the world in the 1980s and 1990s and were
caused by all four dengue viral serotypes [4]. While the predominant serotype in the
1980s and the early 1990s was DEN-2, in recent years it has changed to the DEN-3
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serotype. [5,6] In 1998, a pandemic of dengue vira infections occurred, where 1.2
million cases of dengue fever and DHF were reported from 56 countries worldwide
including over 3500 deaths. The pandemic largely affected the WHO Regions of the
Americas (AMR), South-east Asia (SEAR) and the Western Pacific (WPR). More
than 55% of the cases, mostly of dengue fever, and only 2% of the deaths, were
reported from AMR. However, in this region, dengue fever and dengue hemorrhagic
fever are reported separately, whereas in SEAR and WPR the data are aggregated and
the great mgority of reported cases are hospitalized cases of dengue hemorrhagic
fever. The burden of severe disease remains proportionately much greater in the
affected Asian and Pacific countries. Table |

Typical of post-epidemic periods, dengue activity was much lower in the year
after the pandemic, but the number of reported cases increased to over 0.5 million in
2000. Preliminary data for the year 2001, up to September, for two of the three
regions (AMR and SEAR), show a further, large increase of reported cases (>525,
913 cases) with nearly 500 deaths. These data suggest a level of activity comparable
in magnitude with that of 1998.

The world population was exposed to a new subtype of the DEN-3 virus
(subtype I11), which originated in the Indian subcontinent and later spread to involve
other continents [7]. Exposure of anon-immune population to this new subtype of
DEN-3 may have been the cause of this pandemic. A situation of comparable

magnitudewas al so seen in 2001-02.

Although sporadic dengue fever was known for more than 200 years, reasons
for the globa resurgence of epidemics of dengue fever and DHF are not very clear
[4]. Uncontrolled population growth, unplanned and uncontrolled urbanization,
inadequate wastewater management, and lack of effective mosquito control have been
implicated in the increased distribution and density of the vector and aso the
increased spread of the virus [11]. However, microevolution of the dengue virus may
have aso contributed to the spread of more virulent strains around the world. In fact

there is evidence that the more virulent genotypes of the virus are replacing the less
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virulent genotypes, which may explain the global emergence of dengue infections
[18].

Figure 2: Shows the world distribution of the predominant dengue mosquito
vector and areas with epidemic dengue activity. During the period 1955-98, the

average annua number of cases of dengue fever/DHF reported to the WHO is shown
infig 3[2]
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Figure2 World distribution of the predominant dengue mosquito vector

(Aedes aegypti) and areas with dengue epidemic activity.
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Figure3 Dengue/DHF, average annual number of cases of reported to the WHO,
1955-98
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Tablel Casesof dengue fever and dengue hemorrhagic fever reported to WHO

1998-2001*

) 1998 1999 2000 2001*
pilier e e casss deaths cases deaths casss Deaths casss deaths
Western Pacific 356,554 1,470 64,066 112 45,603 167 NA NA
South-East Asia 218,859 2,075 55,405 471 57,997 542 119,707 452
Americas (DF) 708,146 0 317,040 O 394,847 0 400,875 0
Americas (DHF) 12,426 83 5,216 98 5,667 92 5,331 44
Americas (total) 720,572 83 322,256 98 400,514 92 406,206 44
Eastern No dengue cases reported to WHO (severa countries are affected, including Pakistan, Somalia,
Mediterranean Sudan)

African No dengue cases reported to WHO
World 1,295,985 3,628 441,727 681 504,114 801 525,913 496

* Provisional datato September 2001
NA - datanot available
DF: Dengue Fever

DHF: Dengue Hemorrhagic Fever
Only the Americas countries report DF and DHF separately.

2.1.1.2 Situation in South East Asia

The first epidemic of DHF in South East Asia occurred in 1954 in Manila,
Philippines. Following this, epidemics have occurred in nearly al countries in this
region, and currently are amaor public health problem in seven of them. The
incidence of DHF has increased dramatically in recent years with approximately five
times more cases reported since 1980 than in the previous 30 years? Although
serological surveys conducted in Indonesia showed that DEN-1 and DEN-2 were the
prevalent serotypes until the late 1980s, the DEN-3 serotype has been the predominant
serotype in the recent outbreaks. In fact, DEN-3 has been associated with severe
dengue epidemics and it has been suggested that the DEN-3 virus may have certain
characteristics that make it more virulent. Although DEN—4 has been isolated in
almost all epidemics, it is primarily detected in secondarydengue infections[19].

DHF (with an attack rate in the range 300440 cases/100 000 population) is a
leading cause of hospitalization in childrenin South East Asia. While this rate has
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now falen in Thalland (95-103 cases/100 000 population in 1997), [20]. Some
countriessuch as Vietnam, till experience very high attack rates [21]. Although case
fatality rates in most countries in South East Asia have declined and are now less than
1%, those in some countriesstill exceed 4%, mainly due to late admission to hospital,
when the disease is at an advanced state [22]. In the newly industrialized countries
such as Singapore and Malaysia, successful vector control programmed led to a
gradual decline in the incidence of dengue, but even here resurgence has been seen
since 1994 [22].

2.1.1.3 Situation in Thailand

In Thalland, DHF is a very crucia problem, increasing incidence rate due to
the geographic location as Tropical area DHF was first reported in 1949 at Sirirg)
Hospital in Thailand [23]. About seven to eight years later, there were about 1,500
cases of reported illness and the mortality rate was 17% which was considered as a
high rate. First recognized as an epidemic disease of children in Bangkok in 1958, it
has become the major public health problems in Thailland (Nimmannitya, 1987) [24].
Most of infected cases lived in Bangkok and Thonburi Provinces. The number of
infected people (DF/DHF) has since been rising steadily (Kantachuvessiri, 2002) [25].
In the recent years the epidemic pattern has been less predictable. Incidence rates
ranked between 31.8 and 209.12 during the years 1989 to 1999(Saengtharatip, 1999)
[26]. The incidence rate of DF/DHF infection in 2001, 2002, 2003 are 162.6, 174.78.
99.74 per 100,000 population, respectively.

2.1.1.4 Situation in Bangkok

In Bangkok, after epidemic from 1958, several outbreaks of DHF were
occurred and now Bangkok is an endemic area of DHF, Since DHF epidemic in 1958
it become as a magjor public health problem from year to year. Bangkok has epidemic
of DHF for every year. In 2003, Reporting of dengue fever, dengue hemorrhagic
fever and dengue shock syndrome are about 8,302 cases or equal to 142.0 per
100,000 populations of illness and 9 cases were death or equal to 0.17 per 100,000

populations of mortality. Concerning with the illness of dengue hemorrhagic fever in
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Bangkok from 1987 to 2003. We found out that in 2003 there was declining in the
rate of illness comparing to the year of 2002(fig 1)

The distribution of patient monthly in last five years (1999-2003), there were
difference in the distribution of the disease no definite seasoning of epidemic. In 2003
numbers of patient are continuous increasing from the previous year (2002) and
decreasing in the following months, such during February to July number of patients
more or less the same number. And the number of patients will increase again during
August and the highest prevalence is in November. But during December the numbers
of patients were declined as show in fig 2. Comparing with the previous five years
(1998-2002), Number of patients was increasing in two peaks as early year and late in

the end of the year as shown in figure: 4
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Figure4 llinessrate of Dengue hemorrhagic fever per 100,000 populationsin
Bangkok from 1987-2503
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Figure5 Number of Dengue hemorrhagic fever patients, reporting monthly in
Bangkok from 1999-2003
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Figure6 Number of Dengue hemorrhagic fever patients, reporting monthly in
Bangkok from 2503 comparing the median from last 5 years (1998-2002)
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The number of the patients more or less the same as male and femae (1:1).
Most of the infected patient are highest in young age group between 10-14 years old
about 446.03 per 100,000 populations follow 5-9 year old and 15-24 year old about
366.87, 254.48 per 100,000 populations, respectively. The number of patients in
between 35 years old up were least groups comparing to the others young age group

but observing that the number of this group are increasing every year.

Bangkok-noi is one of the district of Bangkok which has high prevalence rate of
dengue hemorrhagic fever, especially in Ban Chang-Lo Sub-district till has the
problem in the epidemic of dengue hemorrhagic fever as shown in Table 1.
Comparing of the number of patients in between Bangkok-noi, Bangkok and the

whole country of Thailand.

Table2 Number of illness and death among Bangkok-noi, Bangkok, and whole

country
Y ear Bangkok-noi Bangkok Whole Country
I D I D I D

1999 91 0 5,437 6 23,968 56
2000 57 1 5,241 6 16,285 30
2001 250 1 16W 34* |25 132,082 238
2002 171 1 9,357 8 108,905 172
2003 243 0 8,302 9 62,635 79

| = 1llIness D = Death

Source Epidemiology Division Control disease of Department of health,BMA, 2003.

2.1.2 Socio-economic Impact of DHF

The socia and economic impact of DHF in Thailand has been estimated by
Sornmani et a (1995) [27]. in extrapolation of the economic burden of DHF on the
country and its people, it was found that with average epidemic (85/100,000), the total
burden would be 788.06 million Baht(31.48 million US dollar)per year; if the
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epidemic level is high(150/100,000), the total burden would be 1287.09 million Baths
(51.49 million US dollar) per year.

2.2 KNOWLEDGE ABOUT DF/DHF

2.2.1 Etiology/ Transmission

lliness  begins abruptly with a minor stage characterized by fever, cough,
pharyngitis, headache, and anorexia, nausea vomiting and abdomina pain which is
often severe. This continues for 2 to 4 days. In contrast to classic dengue, myalgia,
arthalgia, and bone pain are unusual. Physical signs include fever varying from 38.3
to 40.6 °c (102 to 105 °F). The initial state is followed by abrupt deterioration, with
the rapid onset of lassitude and weakness.

There are at least four distinct antigenic types of dengue virus, members of the
family Flaviviridae (Den-1,Den-2,Den-3and Den-4). The most efficient vector is the
female Aedes agypti. This mosqguito is domestic, day-bite with low and limited flying
movements. It has been reported that although antigenetically close to each other, they
must give only partial cross —protection, after being infected by any of them. Three
other aeboviruses, Chikungunya, O’nyong-nyong and west nile fever, have been

identified with dengue-like diseases

Table 3 Vectors and geographic distribution of dengue-like diseases

Genus Virus and disease vector Geogr aphic distribution
Togavirus | Chikugunya Aedes aegypti Africa, India,
Aedes africanus Southeast Asia
Togavirus | O'nyong-nyong Anopheles| EastAfrica
Fenestus
Flavivirus | West Nile fever Culex molestus Europe, Africa Middle

Culex univittatus | east, India

Sour ce:Scott B. Halstead: Nelson Textbook of Pediatrics, 17" ed., Chapter 246, 1092.
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Dengue-like diseases may also occur in epidemics. Epidemiologic features
depend on the vector and their geographic distribution (see Table 3). Chikugunya
virus is widespread in the most populous areas of the world. In asia, A. aegypti is the
principle vector; in africa, other Stegomyia may be important vectors. In Southeast
Asia, dengue and Chikugunya outbreaks occur concurrently. Outbreaks of o’ nyong-
nyong and West nile fever usually involve villages or small towns, in contrast to

urban outbreaks of dengue and chikugunya.

2.2.2 Epidemiology

The highest incidence of dengue is in Southeast Asia, India and the American
tropics, where A. aegypti can be found. In the 1980s, dengue emerged in explosive
epidemics in Rio de Janeiro (1986-serotype 1 and 1990- serotype 2 was isolated in
Nitteri city) [28]. In areas such as Southeast Asia, where al four dengue virus types
are hyper endemic, children are most exclusively affected, and seroprevalence

approaches 100% by young adulthood.

2.2.3 Clinical Manifestations

Dengue infections may be asymptomatic or give rise to undifferentiated fever,
dengue fever, DHF, or dengue shock syndrome. The differential diagnosis of dengue
fever are infectious mononucleosis, chickengunya viral infections, Coxsackie and
other enteroviral infections, Rubella, Paravirus B19 infections, Leptospirosis,
Influenza while dengue hemorrhagic fever are Leptospirosis, Chikengunya viral
infections, Kawasaki disease, Yellow fever, Hanta viral infections, Other vira

haemorrhagic fevers, Meningococcal septicaemia.

2.2.3.1 Undifferentiated fever
This usualy follows a primary infection but may also occur during a

secondary infection. Clinicaly it is indistinguishable from other viral infections.

2.2.3.2 Dengue fever
Dengue fever may occur either during primary or secondary infections. The
onset is sudden with high fever, severe headache (especially in the retro-orbital areq),
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arthralgia, myalgia, anorexia, abdominal discomfort, and sometimes a macular papular
rash. The fever may be biphasic and tends to last for 2—7 days [29, 30]. Flushing, a
characteristic feature is commonly observed on the face, neck, and chest. Coryza may
also be a prominent symptom especialy in infants [31]. Younger children tend to
present with coryza, diarrhoea, rash and seizure, and less commonly with vomiting,
headache, and abdominal pain [32].

Although, hemorrhagic manifestations are uncommon in dengue fever,
petechiae/pupura, gastrointestinal bleeding, epistaxis, and gingival bleeding have been
observed in some individuals [29, 33]. A positive tourniquet test has been reported in
many individuals with dengue fever possibly due to reduced capillary fragility [34,
35]. Recovery from dengue fever is usualy uneventful, but may be prolonged

especially in adults.

2.2.3.3 Dengue hemorrhagic fever

DHF usually follows secondary dengue infections, but may sometimes follow
primary infections, especialy in infants. In such infants, maternally acquired dengue
antibodies are presumed to enhance primary infections [36, 37]. Such a phenomenon
has not been described in human infections other than dengue. DHF is characterized
by high fever, hemorrhagic phenomena, and features of circulatory failure [38, 39]
The WHO case definition of DHF is givenin .For purposes of description DHF is
divided into three phases—namely: febrile, leakage, and convalescent phases.

Furthermore, according to severity DHF is divided into four grades.

2.2.4 WHO case definition of DHF
A patient with the following four criteria:
1. Acute sudden onset of high fever for 2—7 days.
2. Hemorrhagic manifestations with at least a positive tourniquet test.
3. Platelet count <100x 107/1.
4. Haemoconcentration (rising packed cell volume >20%) or other evidence
of plasma leakage—for example, as cites, pleural effusions, low level of

serum protein/albumin.
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2.2.5 Grading of DHF
Grade |: no shock: only positive tourniquet test.
Grade I1: no shock; has spontaneous bleeding other thana + tourniquet test
Grade 11: shock.

Grade IV: profound shock with immeasurable blood pressure or/and pul se.

Dengue shock syndrome

Dengue shock syndrome is associated with very high mortality (around 9.3%,
increasing to 47% in instances of profound shock) [40]. Severe plasma leakage
leading to dengue shock syndrome is associated with cold blotchy skin, circumoral
cyanosis, and circulatory disturbances. Acute abdominal pain and persisting vomiting
areearly warning signs of impeding shock [41]. Sudden hypotension may indicate the
onset of profound shock [42]. Prolonged shock is often accompanied by metabolic
acidosis, which may precipitate disseminated intravascular coagulation or enhance
ongoing disseminated intravascular coagulation, which in turn could lead to massive
hemorrhage. Dengue shock syndrome may be accompanied by encephal opathy due to
metabolic or electrolyte disturbances.

2.2.6 Diagnosis
Hematological investigations
Low platelet counts of <100 x 10°/1.
Leucopenia early in the illness.
Atypica lymphocytosis (>15%).
Abnormal coagulationprofile (prolonged activated partial thromboplastin
time, prothrombin time, raised fibrinogen degradation products).

Reduced serum complement levels.

2.2.7 MANAGEMENT OF DENGUE INFECTIONS
Management of dengue infections is mainly symptomatic, as there are no
specific drugs effective against the dengue virus. Proper maintenance of fluid balance

is a cornerstone in management. Early identification of the leakage phase with
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prompt resuscitation helps to reduce complications and improve outcome. Mortality

rates have been low in patients admitted early to hospital before the onset of shock.

2.2.7.1 Management of dengue fevers

Both dengue fever and the febrile phase of DHF are managed similarly.
Paracetamol is the only antipyretic recommended for use, since other non-steroidal
anti- inflamatory drugs such as aspirin or diclofenac sodium may result in gastric
irritation or provoke gastrointestinal bleeding. The recommended dose of paracetamol
(60 mg/kg/day) should not be exceeded, as otherwise liver injury that accompanies
dengue viral infections may be aggravated. If the temperature still remains high
despite administrationof paracetamol, tepid sponging is recommended.

A soft, balanced, and nutritious diet is recommended changing to oral
rehydration fluids if a soft diet is refused. An antiemetic such as domperidone may be
used to treat vomiting. A gastric mucosal protective agent such as cimetidine may be
given to patients with evidence of gastrointestina bleeding or at risk of such bleeding
due to very low platelet counts. During the febrile phase, administration of
intravenous fluids is usually not necessary, except for patients with severe vomiting or
dehydration. Platelet counts and packed cell volume should be done daily beginning
on the third day of fever, as the patient is likely to progress into the plasma leakage
phase during this time. Platelet counts <100 x 10%1 and rises in packed cell volume of

>20%, reflect significant plasmaloss [43].

Since dengue fever is usually a mild self limiting disease, most patients can
be managed at home. However, admission to hospital is needed if patients show any
sinister features suchas bleeding, clinical deterioration with defervescence, changes in
the level of consciousness, or laboratory evidence of DHF. Patients who cannot eat or
drink due to weakness may also be admitted because of the risk of dehydration.
Furthermore, those at high risk of developing severe DHF (age <1 year,
overweight/obese, massive bleeding, changes in level of consciousness, presence of
underlying disease, for example, heart disease, anaemia) should be monitored very
carefully.
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2.2.7.2 Management of DHF

According to the severity of clinica symptoms, DHF is divided into four
grades. Adequate fluid administration, regular assessment of fluid and electrolyte
balance, and monitoring for development of complications is vital. Vita signs should
be monitored every 1-2 hours to detect early progression to shock. The packed cell
volume should ideally be monitored every 4—6 hours (or at least twice a day if thisis
not possible). The rate of fluid administration depends on body weight and degree of
plasma leakage. This rate should be adjusted by frequent assessment of vital signs,
urine output, and packed cell volume. Liver enzymes should be measured, as acute

liver failure and hepatic encephalopathy are known complications.

2.3 Mosquito vectorsin dengue infections

M osquitoes belonging to the genus aedes (Aedes aegypti, Aedesabopictus, and
Aedes polynesiensis) play an important part in transmission of dengue. The primary
and most important vector isA aegypti, but A albopictusand A polynesiensis may act
asvectors depending on the geographic location. For instance, A albopictus has been
found to sometimes transmit dengue in Thailand, Samui island, India, Singapore, and

Mexico.

Aedes aegypti, a container breeding, day biting mosquito isfound in tropical and
subtropical areas .They rest indoors, mainly in living rooms and bedrooms. This
maximizes man-vector contact and minimizes contact with insecticides sprayed out

doors, hence contributing to difficulty in controlling this vector.

Aedes aegypti can breed in polluted water or small collections of water such as
flower vases or coconut shells [44]. Eggs cansurvive for long periods, as they are
capable of withstanding desiccation. Improper disposal of garbage or inadequate
wastewater drainage facilitates, both consequences of unplanned urbanization, may be

responsible for high mosquito densities in endemic areas.
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Significant increases in the mosquito larval populations are seen during the rainy
season. This may be areason why epidemicsof dengue tend to coincide with the rainy
season[45]. Furthermore, ambient temperature and relative humidity affect vira
propagationin mosquitoes; rates being highest in climates resembling the rainy season
[46]. Environmental temperatures also affect the time to acute viraemia in female

mosquitoes, being shorter with risesin temperature [47].

After biting an infected human, dengue viruses enter an adult female mosquito.
The virus first replicates in the midgut, reachesthe haemocoel and haemolymph, and
then gains access to different tissues of the insect. After vira replication in the
salivary glands, the infected mosqguito can transmit the virus to another human. Ultra
structural studies show vira particles within the nervous system, salivary glands,
foregut, midgut, fat body, epidermal cells, ovary and internal body wall lining cells of
the mosquito. In contrast, they are absent from muscle, the hindgut, and malphigian

tubules.

Compared with uninfected mosquitoes, infected ones take longer to complete a
blood meal. This may contribute to the efficiency of A aegypti as a dengue viral
vector. This increased time correspondsto dengue virus infection of organs known to

control or influenceactivities associated with feeding [48].

Severa studies suggest the existence of transovarial dengue virus transmission
in aedes infected female mosquitoes, allowing propagation of virus to their progeny.
Such a process would allow it to act as a reservoir for virus maintenance during
interepidemic periods (without human or other vertebral host participation) [49].
Reports also suggest that dengue viruses may be transmitted sexually from the male to
female mosquitoes, but not vice versa.

2.4 Prevention of mosquito bite

Since there is no effective vaccine against dengue, the preventionand control of

dengue infections depends largely on preventing man-vector contact. Numerous



Somchal Teetipsatit Literature Review /26

strategies have been adopted and include: environmental control, biological control,
chemical control, and active case surveillance. While each of these methods have
some effect, successful control programmed should incorporate al appropriate
methods and also foster a strong partnership between the different dengue control
agencies and the community. The dengue control programmed in the South East Asian
and South Asian regions have been generaly unsuccessful, largely becausethey have
relied solely on insecticide spraying [2].

2.4.1 Environmental control methods

These include: reducing vector breeding sites, solid waste management,
modification of man made breeding sites, and improvements in house design. Public
education programmed plays a vital part if they are to be effective [50].

Personal protection is important in preventing man-vector contact. Sufficiently
thick and loose fitting clothes reduce contact with the mosguitoes, but may not be the
most practical clothesto wear in hot tropical climates. Other measures such as using
household insecticidal products (mosquito mats and liquid vaporizers) or mosguito
repellents may also be effective. Naturally occurring repellents (citronella oil, lemon
grass) or chemical repellents(DEET) are available. However, unlike in the control of
malaria, insecticide treated mosquito nets have limited utility in dengue control

programmed as the vector is chiefly a day biting mosguito.

2.4.2 Biological control of the vector

Biologica control methods are targeted against the larval stages of the dengue
vector. They include the use of larvivorous fishsuch as Gambusia affinis and Poecilia
reticulate, endotoxin producing bacteria (Bacillus thuringiensis serotype H-14 and
Bacillus sphaericus are currently used), and copepod crustaceans. Bacillus
thuringiensis serotype H-14 is more effective against A aegypti with very low levels
of mammalian toxicity, and has therefore been accepted for use in household
containers storing water [2]. The use of mesocyclops (a copepod crustacean) in the
Northern Province of Vietham led to the eradication of the vector in a many areas.[49]

They are most suitable for use in large containers (wells or concrete tanks) that are not
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cleaned regularly, as frequent cleaning leads to depletion of nutrients required by
them. However, mainly due to their high cost, most of these methods have been
restricted to small scale field operations.

2.4.3 Chemical control

This includes the application of larvicidal insecticides or space spraying. Space
spraying is more widely used as larvicidal insecticides cost more. Insecticides used for
treating containers that hold water includes Temephos 1% sand granules and insect
growth regulators. Regular monitoring of resistance patterns is essential as resistance
to Temephos has been reported among some Aedes mosquito species in the South
East Asan Region. Insect growth regulators interfere with the development of the

immature forms of the mosguito and have extremely low mammaliantoxicity.

Space spraying may be applied as thermal fogs or as ultra low volume sprays.
Although both methods are equally effective in killing adult mosquitoes, thermal
fogging tends to be used more widely. Although insecticides such as malathion 4%,
fenitrothion 1%, or pirimiphos-methyl have proved to be very effective in many
control programmed, mosquito vectors develop different patterns of resistance to them
[50-51].

Ultra low volume applied bifenthrin, which has both adulticidal and larvicidal
activities, was originally shown to be more effective than therma fogging in the
control of dengue vectors. Subsequent contradictory reports suggest ultra low volume
spraying have no effect on the oviposition of A aegypti mosquitoes, possibly because

very low amounts of the aerosol reach the primary restingsites of the vector[52].

2.4.4 Vaccination

In the future, provided to the population at risk in potentialy dengue aress,
could be a promising measure. However, the tetravalent dengue vaccine is still in the
process of research and development for mass production. With the help of this
measure not only personal protection could be achieved but aso further transmission

prevention by reducing infective viral sources.
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2.5 Theoriesrelated to the study

There are several factors that are associated to the preventive behavior. In this
study of preventive behavior of family leaders in Ban Chang-lo was based on the
concept of Green and Kreuter (1999). Throughout the concept emphasize two
fundamental propositions :( 1) health and health risks have multiple determinants and
(2) because health and health risks are determined by multiple causes, efforts to effect
behavioral, environmental, and socia change must be multidimensiona or
multisectoral. The multidimensional nature of health promotion requires the kind of
professional preparation and collaboration that can integrate several scientific and
professional disciplines. The combination of various process and techniques are
required to develop a plan and to determine strategies for health behavior changes.
The Proceed model can give direction and focus to such attempts and contributing to
an improvement in quality of life [53].

PRECEDE PROCEDE Framework consists of two parts as below.

Part | PRECEDE (Predisposing, Reinforcing and Enabling Cause in
Educational Diagnosis and Evaluation) means the utilization of predisposing, enabling
and reinforcing factors for the diagnosis and evaluation of heath education
performance in order to change health behavior. This process is composed of five
steps of analysis starting from current situation of health problems. The problems are
then examined backward to identify the causes of the problems and the obtained data

are utilized in the planning of further management for behavioral changes.

Part 11 PROCEED (Policy, Regulatory, Organizational, Constructs in
Education and Environmental Development) is the development and implementation
of plan. The PRECEDE part must be completed before the planning starts; it, then
leads to implementation and evaluation in steps 6 to 9.
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Details about each step of the PRECEDE- PROCEED framework are present
below.

PRECEDE
Phase 5 Phases 4 Phase 3 Phases 2 Phases 1
Administrative Educational Behavioral Epidemiological Socia
and policy and ecological and environmental assessment assessment
assessment assessment assessment
Predisposing
HEALTH e
PROMOTION
el
Re;;:‘;;:;ng Behavior and
— [ :
v f lifestyle Quality of
Policy ¢ ? Hedth | i  life
regulation Enabling
organization 4 Factors Environment
Phase 6 Phase 7 Phase 8 Phase 9
Implementation Process Impact Outcome
evaluation evaluation evaluation

Source: Green, LW & Kreuter M.W, (1999). Health Promotion Planning: An educational
and ecological approach 3 edition. Toronto: Mayfield [53]

Figure7 Diagram of THE PRECEDE PROCEED MODEL

Step 1 Social diagnosis is a process of considering and analyzing quality of life. It
involves the assessment of problems in various population groups, judging which
problems have impacts on an individual, group of people and their health. The
assessed problems indicate levels of quality of life of the population; for example

unemployment, crime, overpopulation.
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Step 2 Epidemiology diagnosis is an analysis of health problems which affect the
population being studied. The epidemiology diagnosis helps in specifying health
problems, understanding the distribution of the problems and the risk factors related
to the problems. The data are then utilized in determining the priority of the problems

so that the more important ones can be selected for further management.

Step 3 Behavior and environmental diagnosis is the process of examining the
environmental and behaviora components that are related to health conditions and
health problems.

Step 4 Education and organization diagnosis is an examination of factors that cause
or affect health behavior. The factors are categorized into predisposing, enabling and

reinforcing factor.

Step 5 Administrative and policy diagnosis is associated with the assessment of
capacity and resources of an organization, as well as its policy which leads to the
management plan and the actions which should be consistent with the factors

influencing health behavior found from step 4.

Step 6 Implementation is the utilization of the plan.

Step 7 Evaluation involves three aspects as follows:
Process evaluation is the evauation of problems arising during the
implementation as well as the evaluation of the progression of the program in order to

assess and ensure that the program is progressed as planned.

Impact evaluation is the evaluation of unexpected impacts, both in positive and

negative ways.

Outcome evauation is the evaluation of the outcomes directly resulted from the
program.  This evaluation includes three issues: effectiveness, adequacy and
efficiency.
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This study only focus on step 4 of PRECEDE- PROCEED framework. It was
examination of factors associated to preventive behavior on dengue hemorrhagic fever
(figure 7) these factors are categorized into Predisposing, enabling, reinforcing factors
as discussed below.

Predisposing factors:
Knowledge
Beliefs
Values
Attitudes
Confidence 1

T ;

Enabling factors: Specific behavior
Availability of health by
resources 2 Individuals
Accessibility of health or by
resources organizations 11
Community/government 4
laws, priority, and 4
commitment of health Health
Health-related skills 8 10
5. 3 12
Environment
Reinforcing factors: (Conditions of
Family 9 living)
Peers ¢
Teachers
Employers
Health providers
Community leaders
Decision makers

Source: Green, LW & Kreuter., M.W. (1999). Health Promotion Planning: An educational and
ecological approach 3" edition. Toronto: Mayfield .[53]

Figure 8 This portion of PRECEDE-PROCEED model includes additional lines and
arrows to outlines atheory of causal relationships and order of causation

for the three sets of factors influencing behavior.
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1. Socio-demographic factors.

11 Age

Age is an intrinsic that creates differences between individuals, including
differences concerning illness and health behavior [54] B.H.B. [55], conducted a
study in knowledge and use of preventive measures related to dengue in northern
Thailand and found that Younger people knew more about dengue than older
persons.Rachanee, et al[56]. conducted a study of Factors Affecting dengue
hemorrhagic fever control and preventive behaviors of people in Muang Suphanburi
Municipality, Suphanburi and found that age and education level were related in the

preventive behavior on acute dengue hemorrhagic fever (p < 0.05).

1.2 Education Level

Education is the creating, gathering and transferal of knowledge, experience
and culture of human beings. It is progressing of person to develop knowledge and
skill as abilities in various aspects; for example, attitude, moral principle and behavior
[57]. People with high education level have more chance to learn about diseases and
health care than those with low education level (Timmreck, 1998: 325) [54].

1.3 Family income

Huff & Kline studied and found that income is associated with wealth and an
important factor that can determine health condition of an individual [57]. Income is
an essential component influencing individual’s ability in health care. People with
high incomes have better opportunities in seeking for health promoting facilities
including appropriate health service and communication with various socia groups
enhance their knowledge and experience concerning health, compared to those with
low incomes [58].. Rachnee et a [56]. Conducted a study of factors affecting dengue
hemorrhagic fever control and preventive behavior of people in Muang Suphanburi
Municipality, Suphanburi and found that adequate in come of the family was related

to the practice of preventive behavior of the family.
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2. Predisposing Factors

Predisposing factors are an intrinsic factors existing in an individual which may
support or inhibit a performance of certain behavior. The factors may have influence
on the performance of preventive behavior on dengue hemorrhagic fever by
motivating or satisfying an individual. Predisposing factors are composed of.
Knowledge and attitude in associated to the preventive behavior of dengue

hemorrhagic fever among family leaders.

2.1 Knowledge

Mean the facts and understanding of these facts will help people to do their jobs

completely. Also people like to have knowledge and people like to understand the
world they live in and to have reasons for the things which they do.
Therefore, it is necessary to give the information about DF/DHF cause of infection,
Mode of transmission, what kind of mosqguito that leading to infected of DF/DHF?
And give them the information about how to prevent and control of the disease and to
inform people in the community to detect mild and severe clinical features of disease.
The community may gained their, knowledge about DF/DHF through information
from media, print media, health center officer.

Swaddiwudhipong W, Lerdluknavonge 1992 [60]. Surveyed the DHF
knowledge of people among 417 households in Mae Sord District, Tak Province. It
was found that people had low proportion of knowledge regarding eliminating Aedes
larvain ant-trap (18%) and cement baths (17%).

Klinubol S. 1999 [59]. Factors affecting dengue hemorrhagic fever prevention
behavior of student in primary school of Phetchaburi Province. Conducted a survey
among 400 grade 6 students in Phetchaburi Province It was found that knowledge of
DHF was associated with DHF prevention behavior.
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N. Khantikul et al, 2001[55]. Knowledge and use of prevention measures
related to dengue in northern Thalland. May 2001 they are conducted an
epidemiological survey among 1650 persons living in three areas in the northern
Thailand. Knowledge of dengue and the use of prevention measures by means of a
structured questionnaire. Results of the 1650 persons, 67% had knowledge of dengue.
Persons with knowledge of dengue reported a significant higher use of prevention
measures than persons without knowledge of dengue. In multivariate analyses,

knowledge of dengue significantly differed by age, sex, occupation and site (p<0.05).

2.2 Attitude

Mucchielli describes attitudes as a tendency of mind or of relatively constant
feeling toward a certain category of objects, persons, or situations. Kirscht viewed
attitudes as a collection of beliefs that always includes an evaluative aspect. Attitude
and beliefs are frequently confused. According to Fishbein(1980) [61]. The term
attitude should be used for a person’s judgement of a behavior as good or bad and
worth carrying out.

K. prapas (2538:58-59) [62]. The study of knowledge attitude and practice in
prevention on dengue hemorrhagic fever among village health volunteers. Found that

most of village health volunteer have moderate level of attitude about 63.81 percents.

3. Enabling factors

3.1 Resourcesfor the prevention of acute dengue hemorrhagic fever

Resources are associated with health care and evolved an individua to conduct
health behavior (WHO, 1988: 12 Orem, et a., 2001: 246). The availability of
resources for prevention of acute dengue hemorrhagic fever comprising of mosguito
nets or mosquito screens, water containers and abate sand, will enable people to
prevent acute dengue hemorrhagic fever, as well as the capability of family to obtain
the resources and supplied from concerning organizations. There should be support in

obtaining these resources and the compensation or replacement should be available



Fac. of Grad.Studies.Mahidol Univ. M.P.H.M. (PHC Management)/35

when some resources are finished or damaged. A study conducted by Makemog, S.
1999 [63]. Found that sufficiency of resources for the prevention of acute dengue
hemorrhagic fever has relationship with behavior in prevention of acute dengue
hemorrhagic fever of school-aged children in Burirum Province. A study conducted
by Likmkamsook, W. [64]. Demonstrated that the use of damaged mosquito nets has
positive relationship with the illness with acute dengue hemorrhagic fever as the use
of damaged mosquito nets leads to the highest risk of mosqguito bites as there is no

prevention at the targeted person.

4. Reinforcing factors

Reinforcing factors means the encouragement or support from surrounding
people who have influence on individuals that lead to those individual to perform
behavior with an expectation of something in return. It can be positive or negative
reinforcement. Somsak Buddraj [65]. Conducted the study of prevention and control
of aedes mosqguito in small community by using grade 6 students in community, using
abate sand with blanket mass treatment with the supervision of school teachers and
public health officers and found that the students can cover with abate sand in 90-95%
of household and follow up within 6 weeks found that the prevalence of mosquito and
mosquito larvae were decreased significantly (p-value <0.05).

5. Health Preventive behavior of DHF

Harris and Guten [17] have given the meaning of behavior in terms of disease
control by referring the “ Health Preventive Behavior” which meant that any action
take place by the person is often and always in order to prevent the disease. Mg ority
of the people generaly take actions or behaves with the objective of having good
health and such could include sleeping, physical activities, personal heath habits or
self protection from the disease.

Suwan [66] has given the meaning of health behavior as the behavior related to

disease control and includes both behaviors selected to be inline with trustworthiness
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or medical codes together with behavior based on mother’s beliefs which might be
inline and contradict with the trustworthiness or medical code.

The action or behavior of people, which can to prevent dengue virus being
transmitted Aedes to the body is by protecting themselves through the control
mosquito breeding places, larva and adult mosquitoes. Personal preventive behavior
of DHF refers to the behavior or action of people takes to prevent themselves and
their family from being bitten by Aedes aegypti. This is mostly by sleeping in bed
nets or the screening room, use of insecticide and use of other chemical substance.

In this study, DHF preventive behavior means behavior of family leaders for
protecting themselves or their family not to be infected with DHF.

6. Reviews of relevant research finding.

Y. wannapa [67]. The study of Factors influencing the incidence of Dengue
Haemorrhagic Fever in Chiengmai Province. Conducted a comparative study of 220
households from high incidence area and 320 households from low incidence area
The result indicate that having received DHF in formations from public health staffs,
the satisfaction with community leaders' operation and the intention of operation on
DHF prevention of the community members in the areas with high incidence of DHF
and low one were not statistically significant different. Whereas, their perception on
susceptibility and severity of DHF and on benefit of operation following public health
staffs were significant different in the high incidence group.(p<0.001)

Swaddiwudhipong W, Lerdluknavonge [60]. Surveyed the DHF knowledge of
people among 417 households in Mae Sord District,Tak Province. It was found that
people had low proportion of knowledge regarding eliminating Aedes larva in ant-trap
(18%) and cement baths (17%).

C. sawangjai [68]. The study of environment heath behavior and the

knowledge regarding dengue heaemorrhagic fever among the rural housewife's.
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Conducted 325 housewifes in Numkaum Subdistrict, Thadpanom District, Nakhon
Phanom Province. Indicated that the practice of rural housewifes on the prevention of
DHF was mainly at moderate level. This was probably due to the fact that the
housewifes had moderate level of knowledge and understanding in DHF
epidemiology. Further analysis of data regarding the household environment
sanitation revealed that approximately one-third of rural households still had poor or
unhygienically practiced of environment sanitation, particularly the draining of

domestic sewage.

Klinubol S. [59]. Factors affecting dengue hemorrhagic fever prevention
behavior of student in primary school of Phetchaburi Province. Conducted a survey
among 400 grade 6 students in Phetchaburi Province. It was found that knowledge of
DHF was associated with DHF prevention behavior.

N. Khantikul et al, [55]. Knowledge and use of prevention measures related to
dengue in northern Thalland. May 2001 they are conducted an epidemiological
survey among 1650 persons living in three areas in northern Thailand. Knowledge of
dengue and the use of prevention measures by means of a structured questionnaire.
Results of the 1650 persons, 67% had knowledge of dengue. Persons with knowledge
of dengue reported a significant higher use of prevention measures than persons
without knowledge of dengue. In multivariate analyses, knowledge of dengue
significantly differed by age, sex, occupation and site (p<0.05).

Q. phan [69]. The study of preventive practice for dengue and dengue
hemorrhagic fever and its correlating factors of phong dien townlet residents Thua
thien Hue Province, Vietnam. Conducted 229 residents in Phong dien townlet
revealed that more than half of the residents (56.8%) had high practice scores of
DF/DHF prevention. There were 64.2% of residents who had high knowledge scores,
less than 45% had high attitude scores towards DF/DHF preventive practice. There
was a dignificant association between the residents preventive practice and
knowledge, attitude, residents participation and their support sources and

occupational groups.
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P. rachanee [56]. The study of factors affecting dengue hemorrhagic fever
control and preventive behavior of people in Muang Suphabiri Municipality,
Suphanburi Province. Conducted 430 people who were family leaders. Revealed that
there were 7 variables related to dengue hemorrhagic fever control and preventive
behaviors: age, education, environment around house, knowledge of dengue
hemorrhagic fever, perceived of dengue hemorrhagic fever, reinforcing and enabling
factors. All seven variables were positively related to control and prevention behavior
of dengue hemorrhagic fever. There were 5 variables positively related to dengue
hemorrhagic fever control and prevention behaviors: enabling factors, reinforcing
factors, reinforcing factors, education, knowledge of dengue hemorrhagic fever and
adequate income. Forecasting capacity of control and prevention behavior |. 43

percents.
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CHAPTER3
RESEARCH METHODOLOGY

3.1 Study design

The study design is cross-sectional study with descriptive and anaytic
components. Gathering the data of socio-demographic, predisposing factors, enabling
factors and reinforcing factors in Ban Chang-lo, Sub-district communities, Bangkok-
noi district, Bangkok.

3.2 Selective of study area

Ban Chang-lo community is selected because it has most cases of dengue

hemorrhagic fever among Bangkok-noi district

Regarding to dengue hemorrhagic fever, during 1999 to 2003 there were 218

cases are reported.

3.2.1 Descriptive of the selected community.
There are 44,453 populations, 10,068 households, 38 Health volunteers and 14
health-posts. Mostly are slum communities and those communes are working as

employee, low economic status.

3.3 Samplesize

The sample size of the study is estimated which the result 414 of sample size.
The population of this study is not based of total population of people in the

communities. Using this formula:
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Z:/zp(l' p)

Where

n = Number of family leaders to be investigated

Z at 0.05 (critical region), 1.96

p = 0.43 (proportion of family leaders with positive DHF
prevention practice. According to the study conducted by Rachanee in Muang
Suphanburi Municipality, Suphanburi (2002), Interviewing 430 people who was
family hedlth leaders and the proportion of family health leaders with forecasting
capacity of control and prevention behavior is 43%).[ 18]

g=1p=0.57

d = degree of accuracy (0.05)

M 1.96°(0.43)(1- 0.43)
0.05°

| _3.8416(0.43)(1 - 0.43)
0.05°

n=376

The sample size calculated was 376 family leaders.10% more than the
theoretical sample size were collected in case some data was missed. Therefore, 414
cases were collected.

3.3 Sampling technique
The researcher, accompanied by family nurses and health staff members of Wat

chau-arm Public Health Center, collected the data as muti-stage sampling. The
procedure included the following steps:
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Step 1. One Sub-district from 5 Sub-districts in Bangkok-noi

Bangkok Province was selected. (Purposive sampling)
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District,

Step 2: Selected 14 communes in Ban Chang-Lo sub-district to study. (Finite

population)

Step 3: Get the proportion of family leaders of each commune per tota

number of family leaders in Ban Chang-Lo Sub-district by this formula.

Proportion of family leaders in each commune

= Number of family leader in each commune

Total number of family leader in Ban Chang-Lo

Wat Amorntayaikaram
Trog Khao Mao
Sudsakorn

Pornpipat

K ehaechmchon

Wat Dongmoonlek
Nuer Wat Singhagrisorn
Soi Ban Chang Lo
Wat Y ang

Sal Tal Kao

Wat Ampawa

Wat Po Reing

Wat Krut

Wat Praya Tam

176/ 10068
450/ 10068
700/ 10068
400/ 10068
192 / 10068
700/ 10068
150/ 10068
125/ 10068
900/ 10068
300/ 10068
800/ 10068

4500/ 10068

450/ 10068
245 / 10068

0.017
0.044
0.069
0.039
0.019
0.069
0.014
0.012
0.089
0.029
0.079
0.446
0.044
0.024

Next to calculate the sampling in each commune by using sample size that was

calculated before multiply by sample size for proportion allocation as following:
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Wat Amorntayaikaram 0.017x376 = 7.04=7
Trog Khao Mao 0.044x376 = 18.48 =18
Sudsakorn 0.069x376 = 28.56 = 29
Pornpipat 0.039x376 = 16.15=16
K ehaechmchon 0.019x376 = 7.87=8
Wat Dongmoonlek 0.069x376 = 28.56= 29
Nuer Wat Singhagrisorn 0.014x376 = 580=6
Soi Ban Chang Lo 0.012x376 = 4.90=5
Wat Yang 0.089x376 = 36.80 = 37
Sa Ta Kao 0.029x376 = 12.00=12
Wat Ampawa 0.079x376 = 32.70=33
Wat Po Reing 0.446x376 = 184.68 = 185
Wat Krut 0.044x376 = 18.21=18
Wat Praya Tam 0.024x376 = 9.93=10

Step 4: Used data record from family folder of Wat chaua-aum Public Health

Center to select the house-hold alternately in every 25 households were selected. (List

frame)

Step 5: Investigate every selected house-holds. If the selected family leader is
not in the house, selected next door to the selected house.
Number of family leaders in Ban Chang-lo Sub-District and family leader sampling
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No. of No. of
No. Name of Commune Household Samplesize
1 Wat Amorntayikaram 176 7
2 Trog Khao Mao 450 18
3 Sudsakorn 700 29
4 Pornpipat 400 16
5 Kehachumchon 192 8
6 Wat Dongmoonlek 700 29
// Nuer Wat Singhagrisorn 150 6
8 Soi. Ban Chang Lor 125 5
9 Wat Y ang 900 5
10 Sa Ta Kao 300 12
11 Wat Ampawa 800 33
12 Wat Po Rieng 4500 185
13 Wat Krut 450 18
14  Wat Praya Tam 245 10
Total 10,068 414

3.5 Research instrument and measur ement

This instrumentation consists of seven parts as detailed below.
Part | Socio- demographic characteristic: sex, age of family leaders, marital status,

religion, family income, occupation, education of the family leaders

Part I Knowledge

The knowledge about DHF was composed of sign and symptoms, cause,
mode of transmission, treatment and preventive of DHF. There were 12 questions. If
family leaders select correctly they got 1 score. The score was varied from O to 12
scores and were classified into 3 levels as follow: (Bloom's cut off point for
knowledge, 60-80%) [70].
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- high level (>80 percent)
- moderate level ( 61-79 percent)
- low level ( 0-60 percent)

Part I11 Questionnaires related to attitude on preventive behavior of DHF
The attitude toward DHF was composed of 12 items which are related to the
atitude on preventive behavior of family leaders in Ban chang-lo on dengue

hemporrhagic fever. The rating scale measurement by Likert as 5 rating scales as

follows.
Positive statement Negative statement
Choice score(s) Choice score(s)
Strongly agree 5 strongly agree 1
Agree 4 Agree 2
Undecided 3 Undecided 3
Disagree 2 Disagree 4
Strongly disagree { strongly disagree 5

The scores of al variables were summed up, and the mean and standard
deviation would be calculated. Categorized the variable into two levels as
“POSITIVE' and ‘NEGATIVE.” This part has 12 items, minimum score: 12 and
maximum score: 60. Negative questionnaires are 1, 5, 7, 11, and 12 while positive
guestionnaires are 2, 3, 4, 6, 8, 9, and 10.

Part IV Questionnairesrelated to Prevention behavior of DHF

The preventive behaviors toward dengue hemorrhagic fever among family
leaders during last 6 months ago and using 10 questions and 15 sub-questions. The
measurement scales used was

High risk behavior => x +1SD
Risk behavior = x +1SD
L ow risk behavior =< x -1SD
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Sum up the total scores of risk from 10 questions, the highest scores of risk is 20
scores, then categorized into 3 level of risk and grouping of total amount of sample
from 414 samples.

Part V Questionnairesrelated to adequate resour ces for prevention dengue
hemorrhagic fever.
The questionnaire was a measurement of adequate resources for preventive
of dengue hemorrhagic fever. It consist of 10 items about the following resources: 1.
mosquito net/mosquito screening (3 items) 2. Covers for water containers (4 items).
3. Abate sand (3 items)
Scoring as:
Sufficiency (yes) = 1 score
Insufficiency (No) = 0 score
Sufficiency means answer yes in each item.

Part VI Questionnairesrelated to the infor mation of the family leadersto the
media in prevention of DHF composing of 2 portions.
Portion 1. The questionnaires about the information that related to the
disease and prevents control of dengue hemorrhagic fever from other kinds of media

except health officers. The rating scale has 3 choices select only one as follow:

Choice score(s)
More than 1 time 2
Only 1time 1
Never 0

There are 8 items total scores are 0-16 scores. Divided into 3 levels as
High level >x +1SD
Moderate level =x +1SD.
Low level < x —1SD.
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Portion 2. Questionnaires related to the sources of information that receive
about the disease and prevention control of dengue hemorrhagic fever. Can be

selected more than one answer.

Part VII Questionnairesrelated to supporting and supervision from health
officers
The level of advice from health officer composed of 6 items, the rating scale
has 3 choices as

Choice score(s)
More than 1 time 2
Onetime 1
Never 0

The total score varied from 0-14 scores and are classified into 3 level as

High level >xX+1SD
Moderate level = x #1SD.
Low level <X —1SD.

3.6 Validity and Reliability

The questionnaires were made by the study of reviewed literature, previous
study about dengue hemorrhagic fever, corrected by advisors and expert about content
validity then examined the validity by the 3 panel of experts consisting of one
pediatrician and two family nurses from public health center. After the revision
according to suggestion and comment from the panel of experts and advisors. The
guestionnaire was conducted to 30 families leaders in Bang khunsri sub-district.
Regarding to the knowledge and attitude related questionnaire. The reliability is
checked by using Cronbach’s apha coefficient and the result was 0.7 in both
knowledge and attitude.
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3.7 Data analysis

The data would be analyzed. The test of variable association was significant at
level of 0.05 and analysis the data by following.

1. Demographic data of the sample such as age, education, family income and
data about resources for the prevention of dengue hemorrhagic fever were anayzed

with frequency and percentage.

2. Mean and standard deviation were calculated from the total scores obtained
from the gquestionnaire of knowledge, attitude, resources for prevention of dengue

hemorrhagic fever.

3. Pearson’s Product Moment Correlation Coefficient and Chi-square test were
calculated to find the association between knowledge, attitude, resources for
prevention of dengue hemorrhagic fever, information about dengue hemorrhagic fever
from the media, the supporting, supervision from the health officer and preventive

behavior’'s risk on dengue hemorrhagic fever among family leaders.
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CHAPTER 4
RESULTS

The results from the data analysis will be illustrated in 3 parts of follows:
Part | : Descriptive statistics of demographic data of family leaders.
Part Il : Descriptive statistic for preventive behaviors of family leaders
on dengue hemorrhagic fever.
Part Il : Association between socio-demographic, predisposing factors,
enabling factors and reinforcing factors of family leaders on

dengue hemorrhagic fever.

Part | : Demographic data of family leaders

1.1 Demographic data from table 2 as following:

Gender: family leaders in the sample group were 414 persons divided into sex
as male and female. We had female more than male as female 270 persons (65.2%)
and male 144(34.8).

Age: From the data we found that most of family leaders were in age group of
more than or equal to 50 years old (32.9 %) and followed by age between 45-49 years
old (16.4 %).

Marital status: Most of the family leaders were married and live together about
240(58%) followed by single as 67(16.2%).

Religion: Most of family leaders were Buddhism about 408 persons (98.6%) the

rest were very few in Muslim and others.
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Family income: The average of family income were about more than or equal
to 7,001 baht per month (49%) and followed by 5,001-7,000 bath per month (24.9%).

Occupation: Most of family leaders were employees about 148(35.7%)
followed by housewife and husband about 129(31.2%) and others (merchant, working
at home etc).

Education: Most of family leaders were educated at the primary school level
about 149(36 %) followed by secondary school level about 88(21.3%) and high
school level about 83(20.0%).

Part |: Descriptive statistics of demographic data of family leaders.

Table4 Number and percentage of family leaders categorized by demographic
characterigtic. (n = 414)

Demographic characteristic Number Per centage
Gender
Male 144 34.8
Female 270 65.2
Agegroup
0024 29 7.0
25-29 42 10.1
30-34 39 9.4
35-39 55 133
40-44 45 10.9
45-49 68 16.4
[J 50 136 329
Marital status
Single 67 16.2
Married/live together 240 58.0
Married/separate 54 13.0

Widow/divorce 53 12.8
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Table4 Number and percentage of family leaders categorized by demographic
characteristic. (cont.)

Demogr aphic characteristic Number Per centage
(n=414) (100.0)
Religion
Buddhism 408 98.5
Muslim 4 1.0
Others 2 0.5
Income (Baht/month)
O 3,000 K%} 8.2
3,001-5,000 74 17.9
5,001-7,000 103 24.9
0 7,000 203 49.0
Occupation
Unemployed 25 6.0
Housewife/Husband 129 31.2
Government officers 33 8.0
Employee 148 35.7
Labor 5 12
Others 74 17.9
Education
[lliteracy 9 2.2
Primary school grade 1-6 149 36.0
Secondary school 88 21.3
High school 83 20.0
Diploma 32 1.7
Bachelor degree or equal 39 94

More than bachelor degree 14 34
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Part 11. Data about the variables in predisposing, enabling, reinforcing and

preventive behavior in prevention of dengue hemorrhagic fever.

2.1 Data about the variablesin this study are divided into predisposing enabling

and reinforcing factors as following.

Predisposing factors; composed of knowledge and attitude to the preventive

behavior on dengue hemorrhagic fever as following.

2.1.1 Knowledge about the disease, prevention and control of dengue
hemorrhagic fever.

From this study we found that the family leaders mostly they had the level of
knowledge about the dengue hemorrhagic fever and prevention of the disease in the
level of moderate to high level. Most of the knowledge at high level about 82.1
percentage follow with moderate level about 13.8 percentage and very few as 4.1
percentage as low level. The average of the knowledge was equal to 10.5 scores the
standard deviation about 1.405, the minimum scores as 3, and maximum scores as 12
(Table: 3)

Table5 Number and Percentage of family leader’ s knowledge about dengue

hemorrhagic fever.

Level of knowledge Number Per centage
(n=414) (100.0)
High (10-12 scores) 340 82.1
M oder ate (7-9 scor es) 57 13.8
L ow (0-6 scores) 17 4.1
X =10.4783 SD. = 1.405 Min =3 Max = 12

When we consider in each item of the knowledge found that most of them had
knowledge in the following as 97.3 percentages known that weekly cleaning the

container can reduce the number of mosguito(item 11), 97.1 percentages known that
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Aedes agypti mosquito is the vector for dengue hemorrhagic fever(item 1), 96.6
percentage known that storage water in bathroom and flower vase are the breeding
place for day bite mosquito(item 9), 95.7 percentages known that infected dengue
hemorrhagic fever patients can cause of death(item 7), 94.0 percentages known that
larvivorous fishes can prevent dengue hemorrhagic fever by eating mosquito papule
and larvae 91.8 percentages known that sleeping in the mosquito net/mosquito
screening al the time can prevent dengue hemorrhagic fever(item 10), 91.3
percentages known that abrupt high grade of fever and with myalgia and petechiae are
indicated for dengue hemorrhagic fever(item 5), 91.1 percentages known that day bite
mosquito are causing dengue hemorrhagic fever(item 2), 88.9 percentages known that
that children are more risk for dengue hemorrhagic fever infected patients than adults.
(item4), 88.2 percentages known that all season in Thailand can cause dengue
hemorrhagic fever but rainy season is the most epidemic season.(item 3), And from
the study we can see that some of the sample that mis- understood about some
treatment and prevention in dengue hemorrhagic fever as 65.0 percentages known that
when you have fever and suspected for dengue hemorrhagic fever paracetamol is the
drug of choice.(item 6), 50.7 percentages known that vaccinization can prevent for
dengue hemorrhagic fever(item 8) and nearby 50 percentages that they do not know
about the paracetamol can take during the fever and suspected for dengue
hemorrhagic fever beside that still there are some unknown about vaccinzation can
prevent the dengue hemorrhagic fever as the other kind of infection. (49.3%)
(Table 6)
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Table 6 Number and percentage of family leaders by the level of knowledge
about dengue hemorrhagic fever per each item. (n = 414)

Knowledge about DHF known unknown
Number % Number %

1. Aedes agypti mosquito is the vector for DHF 402 97.1 12 29

2. Day bite mosquito are causing DHF 378 91.1 36 8.7

3. All season in Thailand can causes DHF 365 88.2 49 11.8
But rainy season is the most epidemic season.

4. children are more risk for DHF 368 88.9 46 111
infected patients than adults

5. Abrupt high grade fever and with myalgia 378 91.3 36 8.7
and petechiae are indicated for DHF.

6. when you have fever and suspected for DHF 269 65.0 145 35.0
paracetamol is the drug of choice.

7. Infected DHF patients can cause of death. 396 95.7 18 4.3

8. Vaccinization can prevent for DHF. 210 50.7 204 49.3

9. Storage water in bathroom and flower vase 400 96.6 14 34
are the breeding place for day bit mosquito.

10.dleeping in the mosquito net/ screen 380 91.8 34 8.2
all the time can prevent DHF.

11.Weekly cleaning the container 403 97.3 11 2.7
can reduce the number of mosqguito larvae.

12.Larvivorous fishes can prevent DHF 389 94.0 25 6.0

by eating mosquito papule and larvae.
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2.2.2 Attitudeto the disease and prevention and control of dengue hemorrhagic
fever.

Most of the samples had moderate level of attitude in preventive and control
of dengue hemorrhagic fever about 73.2 percentages follow good level of attitude and
low attitude level about 17.1 and 9.7 as following. With the average scores of 43.3
scores standard deviation about 5.033 minimum scores 23 and maximum scores 55.
(Table?)

Table7 Number and percentage of the family leaders by the level of attitude in

preventive and control of DHF.

Levd of attitude Number Per centage

Good (> 48 scores) 71 17.1

M oder ate (38-45 scor es) 303 73.2

L ow (0-37 scores) 40 9.7

Total 414 100.0
X =433 SD =5.033 Min =23 Max =55

When we consider in each item of the attitude most of the family leaders they
answered in good level of attitude ( means answer agree in the statement positive and
answer not agree in the statement of negative ) in following item as 58.2 percentages
larvivorous and gubby fishes were the easy way to get rid of mosquito larvae(item
10), 57.5 percentages standstill water in ant trap and flower vase were important
breeding site for mosquito.(item 9), 54.1 percentages advantage of tight cover
container will prevent mosquito laying egg. For those family leaders that had not so
correct attitude such as the statement about dengue hemorrhagic fever is the
preventable disease without difficulty 27.1 percentages (item 1), 17.4 percentage no
need to get rid of the mosqguito breeding place in family who's never infected (item 3),
15.5 percentages weekly clean up all container are very difficult to do. (Table 8)
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Table8 Number and percentage of family leaders by the attitude in each item.

(n:414)
> 8 8 g >
D = = = [=)) J— sD
Statement 5§ § g g 5 g X
) e ) < n <
1. Dengue hemorrhagic fever is the 27.0 56.8 8.7 6.5 1.0 1.98 0.840

preventable disease without difficulty. (112) (35) (€8 (@9 (4
2. You are one of important personsin 0.0 2.4 9.7 /512 367 4.22 0.716
prevention and control of DHF (0) (40) (212) (152
3. No need to get rid of the mosqguito 174 498 116 138 75 244 1.150
breeding place in family who's never (72 (208) (48 (57) (31)
infected

4. Youarewilling to join the campaign 1.4 2.9 46 486 425 428  0.801

in getting rid of the mosquito breeding ~ (6) (12 (19 (201)  (176)

place.
5. Infected with DHF as normal as 99 9.7 92 476 237 365 1.221
common cold. (41) (400 (38 (197) (98)

6. Finding and getting rid of the mosquito 4.6 5.8 36 476 384 4.09 1.029
breeding place are all duty. 19 @ @19 @197) (159

7. Weekly clean up all containersare 155 188 8.7 430 140 321 1.325
very difficult to do. 649 (78 (36) (178) (59

8. Advantage of tight cover will prevent 1.9 1.9 65 541 3B5 419 0.797
mosquito laying egg. (® ® (@1 (224) (147)

9. Standstill water in ant-trap& flower 1.2 24 63 575 326 418 0751

vase isimportant breeding sites for ® (19 (@6 (238 (139)
mosquito.
10. Larvivorous and gubby fish are the 0.7 2.4 75 582 312 417 0.722

easy way to get rid of mosquitolaevae,  (3) (100 (31) (241)  (129)

11. Only smogging is enough to prevent 7.7 123 143 471 186 357 1.154

mosquito, no need for others way. (32) Gy 9 (@@%) (1)

12. No need to sleep insides mosquito net 8.5 215 104 452 145 3.36 1.208

because it is uncomfortable. (3 (89 (43 (187) (60)
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Enabling factor composed of adequate resources for the prevention on dengue

hemorrhagic fever

2.1.3 adequate resourcesfor prevention on dengue hemorrhagic fever
Found that most of the family leaders had enough resources in prevention of

dengue hemorrhagic fever.

When consider in each of the item of the resources found that 86.7 percentages
which had enough of mosquito net and screen. For the cover of water container found
that most of the family leaders had not enough about the cover of water container
about 68.6 percentages and for abate sand they had not enough too about 71.0
percentages. (Table 9)

Table9 Number and percentage of family leaders by the level of adequate

resources for prevention and control dengue hemorrhagic fever.

Type of resour ces Number Per centage
M osquito net/screen enough 359 86.7
Not enough 55 133
Cover enough 284 314
Not enough 130 68.6
Abate sand enough 294 29.0
Not enough 120 71.0

Reinforcing factors compose of the information of dengue hemorrhagic fever

from the media, the supporting and supervision from the health officers
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2.1.4 Theinformation and sources for receiving of the media about prevention
and control of dengue hemorrhagic fever.
Most of the family leaders received the information in the high level of 52.9
percentage follow by moderate and low level as 37.4 and 9.7 percentages in order.
The average scores were 13.74 scores the standard deviation as 2.87 minimum score

as 0 and the maximum scores as 16 scores. (Table 10)

Table 10 Number and percentage of family leaders by reinforcing factors

Reinforcing factors Number per centage

Receiving information from media

High (15-16 scores) 219 52.9
Moderate (9-14 scores) 155 374
Low (0-8 scores) 40 97
X =13.74 SD =287 Min=0 Max = 16
Advice and supervision from health officers
High (9-12 scores) 319 77.0
Moderate (6-8 scores) 19 4.6
Low (0-6 scores) 76 184
x =10.09 SD=18 Min= 0 Max = 12

When we consider in each item of the informations , we found that the family
leaders had received the information mostly(including those who received one time
or more than one time) in about prevention mosquito bite was the best way to prevent
dengue hemorrhagic fever(item 3) and to elimination breeding places in community
will decrease in dengue hemorrhagic fever(item 4) and advise that dengue
hemorrhagic fever caused by Aedes mosguito(item 1) as 79.2, 77.8, 76.3 in order.
While those who received very few about sleeping in mosquito net and screen can

prevent dengue hemorrhagic fever (item 6). (Table 11)
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Table 11 Percentage mean and standard deviation by each item of advice and
supervision from the health officer in the prevention and control of

dengue hemorrhagic fever.

Advice and supervision from mor e than
health officers onetime onetime  never X SD
% % %

1. Inform about DHF cause 76.3 20.3 34 173 .555
by Aedes mosquito.

2. Inform by health officer, 725 19.8 Y/ o 165 .620
DHF even ever infected,
having chance to infect again

3. Prevention of mosquito bite 79.2 17.9 29 1.76 .489
is the best way to prevent DHF

4. Inform, get rid off breeding 77.8 18.4 39 1.74 520
places in community at the same
time will decrease in DHF.

5. Fever with myalgia, 62.6 22.9 14.5 148 735
paracetamol is drug of choice.

6. Inform, deeping in the mosquito 7.8 18.1 4.1 1.74 526

net/screening can prevent DHF

2.1.5 Supervision from the public health officers in disease and prevention on
dengue hemorrhagic fever.

Most of the family leaders had received an advice and supervision from the
health officers in the level of high scores as 77.1 percentages and moderate to low
scores as 4.6 and 18.4 percentages in order. With the mean scores at10.1 scores
standard deviation as 1.8 minimum scores as 0 and Maximum scores as 12 scores.
(Table 6).
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2.1.6 Typeof sourcesof theinformation that the family leadersreceived about

the disease and prevention of dengue hemorrhagic fever

To know about the sources of information of the family leaders which
received of information the family leaders can select more than one source. We found
that most of the family leaders received the informations about the disease and
prevention of dengue hemorrhagic fever from Television(90.6%) follow by
announcement from the public health center about 83.3 percentages and some from
Health volunteers about 82.4 percentages. While the less received the information
from brochures, health line in the community. (Table 12).

Table 12 Number and percentage of mediain prevention and control of dengue

hemorrhagic fever.

Media Number (n =414)
Never percentage  Sometime  percentage
Television 39 9.4 375 90.6
Radio 99 239 315 76.1
Health line 109 26.3 305 73.7
Announcement 69 16.7 345 83.3
Volunteer 73 17.6 341 82.4
Newspaper o7} 22.7 320 77.3
Brochures 97 234 317 77.6
Others 160 38.6 254 61.4

2.2 Preventive behavior on dengue hemorrhagic fever among family leaders.

From the study there were 10 numbers of the preventive behavior questions and
15 subsets of the question that related to the behavior risk of the family leaders, we
calculated as the behavior risk into 3 groups as no risk, moderate risk, high risk (table
13).
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Table 13 Number and percentage of risk group

Risk group Number per centage
High risk (7-12 scores) 61 14.7
Moderate risk (3-6 scores) 270 65.2
Low risk (0-2 scores) 83 20.1

X = 4.26 SD.=211 Min=0 Max = 12

From the study we found that most of the family leaders had moderate risk in
prevention of dengue hemorrhagic fever at the level of 65 percentage and follow with
low risk at 20.0 percentages and 14.7 percentages as high risk.

The study shown that in each item of risk in the item of campaign in the
community had risk at 45.1 percentages follow with the risk of using the mosguito
insecticide and smog in the community during an outbreak of dengue hemorrhagic
fever as 42.9 and 44.8 percentages in order. The others like container, flower vase,
plant’s pot plate, toilet cemented discarded can and coconut shell had low risk as
shown in table 14.
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Table 14 Number and percentage of family leaders by preventiverisk. (n = 414)

Item Preventiverisk
No risk Risk High risk
n (%) n (%) n(%)
1. Container 263(63.5) 148(35.8) 3(0.7)
2. Flower vase 356(85.9) 55(13.4) 3(0.7)
3. Plant’s pot plate 370(89.3) 43(10.5) 1(0.2)
4. Ant trap 376(90.8) 38(9.2) -
5. Toilet cemented 284(68.6) 126(30.4) 4(1.0)
6. Discarded can 372(89.9) 42(10.1) -
and coconut shell.
7. M osquito net/screen 224(54.0) 153(37.0) 37(9.0)
8. Insecticide 231(55.8) 178(43.0) 5(1.2)
9. Smog 29(7.0) 186(44.9) 199(48.1)
10. Campaign 176(42.5) 187(45.2) 51(12.3)
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Table 15 Number percentage mean and standard deviation by behavior prevention on

dengue hemorrhagic fever.

Behavior prevention on Preventive on DHF Behavior
Dengue hemorrhagic fever  usually sometime Never X SD
(%) (%) (%)
1. Doyou cover water jar 36.5 13.0 50.5 .86 923
after using immediately?
2. Do you ever examine the 321 22.5 454 87 872
mosquito larvae in your water jar?
3. If thereismosquito larvae, 29.2 20.3 50.5 .79 .868

do you ever remove it or

put abate sand in the water?

4. Do you ever change the water R/ 138 50.5 .85 918
in aflower vase every week?

5. Do you ever change the water or 15.9 104 7.7 42 751
put abate sand into a flower
pot’s plate every week?

6. Do you ever change water, put abate  14.5 9.2 76.3 .38 126

sand or detergent into ant trap every week?

7. Do you ever examine the mosquito 58.9 181 22.9 1.36 831
larvae in cemented container
in your house?

8. If you found the mosguito larvae in 55.3 229 21.7 134 812

cemented container do you ever
clean and get it out?

9. Do you ever examine any discarded 94 9.2 814 .28 625
thing in your surrounding area

of your house?

10. If yes, do you ever put them 116 7.0 814 .30 .666
in the garbage?
11. Do you have mosquito net or 40.9 36.0 171 1.30 744

mosquito screen in your house?
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Table 15 Number percentage mean and standard deviation by preventive behavior

on dengue hemorrhagic fever. (cont.)

Behavior prevention on Preventive on DHF Behavior
Dengue hemorrhagic fever  usually sometime Never X SD
(%) (%) (%)

12. Do you ever use mosquito insecticide?  29.7 43.0 27.3 1.02 .756

13. Does your community have ever 104 39.6 50.0 .60 669
use insecticide smog during epidemic nearby?

14. Spraying smog when there are 92 35.7 55.1 54 .658
infected patient in the community

15. Do you have any campaign of DHF 425 428 14.7 1.28 .705

in your community regularly?

Part 111 Association between socio-demographic, predisposing, enabling and

reinforcing factors on prevention of dengue hemorrhagic fever.

2.3 Association between socio-demographic composes of age, sex, religion,

education ,occupation and family income found that

Gender has no association between the risk of preventive behavior on dengue
hemorrhagic fever among family leaders in this study (p-value = 0.263) meaning that

even male or female have the same preventive behavior like each others (Table 16)
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Table 16 Association between gender and risk behavior of dengue hemorrhagic

fever.
Risk preventive behavior on dengue hemorrhagic fever
Gender High Moder ate Low Total
No. % No. % No. % No. %
Male 26 10.1 87 604 31 215 144 100
Female 3b 13.0 183 67.8 52 19.3 270 100
Total 61 147 270 652 83 20.0 414 100
X% =2674 df =2 p-value = .263

From the results between age and risk behavior on preventive behavior of
dengue hemorrhagic fever had no association to each other due to p-value = 0.742
mean among the age of family leaders not significant in the preventive behavior of

prevention of dengue hemorrhagic fever. (Table 17)

Table 17 Association between age and risk behavior of dengue hemorrhagic fever

Risk preventive behavior on dengue hemorrhagic fever

Age High Moder ate L ow Total
No. % No. % No. % No. %
Lessthan 24 4 13.8 20 69.0 5 17.2 29 100
25-29 8 19.0 24 57.1 10 23.8 42 100
30-34 7 17.9 23 59.0 9 231 39 100
35-39 12 21.8 33 60.0 10 18.2 55 100
40-44 3 6.7 32 711 10 22.2 45 100
45-49 9 13.2 49 72.1 10 14.7 68 100
[0 50 18 13.2 89 65.4 29 21.3 136 100
Total 61 14.7 270 65.2 83 200 414 100

X? =8536 df = 12 p-value = .742
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From the results the marital status had no significant in association with the risk
of preventive behavior due to the p- value = 0.003 means that not even any marital
status that they had performed in the prevention of dengue hemorrhagic fever quite
the same. (Table 18)

Table 18 Association between marital and risk behavior of dengue hemorrhagic fever

Risk preventive behavior on dengue hemorrhagic fever

Marital status High Moder ate Low Total
No. % No. % No. % No. %
Single 18 26.9 34  50.7 15 224 67 100
Married/livetogether 23 96 166 69.2 51 21.3 240 100
Married/separate 13 24.1 31 574 10 185 54 100
Widow/Divorce I\ 13 1 =39 73.6 7 132 53 100
Total RNy Vo 83 200 414 100

X? =19.75 df =6 p-value = 0.003
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From the results of income and a risk of preventive behavior on dengue
hemorrhagic fever. There were not significant in a association of both income and

risk behavior of prevention of dengue hemorrhagic fever. The p-value = 0.040 (Table
19)

Table 19 Association between income and risk behavior of dengue hemorrhagic

fever
Risk preventive behavior on dengue hemorrhagic fever
Income High Moder ate Low Total

No. % No. % No. % No. %

Less [0 3,000 7 20.6 23 676 4 118 34 100
3,001-5,000 7 9.5 47 635 20 270 74 100
5,001-7,000 13 12.6 61 592 29 282 103 100
07,001 34 % 7 ) H3%4 @GS 30 148 203 100
Total 61 147 270 65.2 83 200 414 100

X? =13.17 df =6 p-value = 0.040
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From the results of association between an occupation and a risk behavior
among the family leaders found that there were not significant in association due to

the P-value = 0.314 means any kinds of the occupation did not change the behavior in

the prevention of dengue hemorrhagic fever.

Table 20 Association between occupation and risk behavior of dengue hemorrhagic

fever
Risk preventive behavior on dengue hemorrhagic fever
Occupation High Moderate Low Total

No. % No. % No. % No. %
Unemployed 6 24.0 14 56.0 5 20.0 25 100
Housewife 19 14.7 89 69.0 Bl 163 9 100
Government officer 8 24.2 + 7/ e 82 4.2 33 100
Employee 16 10.8 9 669 33 223 148 100
Labor 2 40.0 g 60.0 0 0 5 100
Others 10 134 48 649 16 216 74 100
Total 61 147 270 652 83 200 414 100

X?=11.58 df = 10 p-value = 0.314
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From the results of the association between education and a risk of preventive
behavior found that there were not significant in association to each others due to the
p-vaue = 0.349, meaning that any level of education did not change the behavior of
the family leaders in the preventive behavior side.(Table 21)

Table 21 Association between education and risk behavior of dengue hemorrhagic

fever
Risk preventive behavior on dengue hemorrhagic fever
Education High Moder ate L ow Total

No. % No. % No. % No. %
[lliteracy 1 - & 4 44.4 4 444 9 100
Primary school 20 YXZ YIS 70.5 24 16.1 149 100
Secondary school A \ISE) = 61.4 22 250 88 100
High school 14 1B 9 9) -5 614 18 21.7 83 100
Diploma 2 RS 78.1 5 156 32 100

Bachelor degree/fequal 8 205 24 61.5 4 179 39 100
Higher than bachelor 4 ZOO/A\_ ¢ 50.0 3 214 14 100
Total 61 147 270 65.2 83 20.0 414 100

X?=13.27 df =12 p-value = 0.349
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From the result of an association between a knowledge and arisk of behavior on

preventive of dengue hemorrhagic fever found that there were not significant in the

relation on the preventive behavior of dengue hemorrhagic fever due to the p = 0.016

means that even they had good in knowledge about the disease and the prevention of

dengue hemorrhagic fever but they might not perform in the prevention of the disease.

(Table 22)

Table 22 Association between knowledge and risk behavior of dengue hemorrhagic

fever
Risk preventive behavior on dengue hemorrhagic fever
Knowledge High Moder ate Low Total

No. % No. % No. % No. %
Good 9 VipE T/ p2 250 83 100
M oderate 6 T (§ 75.8 /J 6.1 33 100
Low 46 15.7 188 64.2 59 20.1 293 100
Total 61 147 /a2 /8 65.2 83 20.0 414 100

X? =6.57 df =4 p-value = 0.160
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From the result of the association between an attitude and a risk behavior on
preventive of dengue hemorrhagic fever found that there were significant in
association between the attitude and the risk behavior on preventive of dengue
hemorrhagic fever due to the P< 0.001, meaning that the family leaders which had
good attitude in the prevention of the dengue hemorrhagic fever will have good result

in the prevention of the disease. (Table 23)

Table 23 Association between attitude and risk behavior of dengue hemorrhagic

fever

Risk preventive behavior on dengue hemorrhagic fever
Attitude High Moder ate Low Total
No. % No. % No. % No. %

Good i 9.9 ald e 13 183 71 100
M oder ate 49 162 188 620 66 21.8 303 100
L ow S 12.5 i/ / S 4 100 40 100
Total OTSNIET AN Z{@@@F” 5.2 - 83 200 414 100

X? =455 df =9 p-value = <.001
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Knowledge about a disease and risk preventive behavior on dengue hemorrhagic
fever among family leaders had significant negative correlation to the risk preventive
behavior(r = -0.186, p-value = <.001), meaning the family leaders had more
knowledge on the disease and prevention would have low risk preventive behavior
too.(table 24) While in attitude about the risk prevention of dengue hemorrhagic fever
had not significant (r = -.084, p-value = .089), meaning that the family leaders had
low in attitude to prevention of dengue hemorrhagic fever would have high risk on

preventive behavior.(table 24).

Table 24 Correlation coefficient between knowledge and attitude on risk preventive

behavior of dengue hemorrhagic fever among family leaders.

Variables correlation coefficient (r) p-value
Knowledge -0.186 <.001
Attitude -0.084 0.089

The information about the prevention of dengue hemorrhagic fever from media
on family leaders had significant association to the risk preventive behavior(r = -.197,
P-value = <.001), meaning that more information about the prevention of dengue
hemorrhagic fever among family leaders would have good result in the preventive
behavior among the family leaders.(Table 25)

The advice and supervision from Public health officers about the prevention of
dengue hemorrhagic fever among family leaders had significant association to the
risk preventive behavior(r = -1.97, p-value = <.001), meaning more advice and more
supervision from public hedth officers would have lower risk on the preventive
behavior among the family leaders.(Table 25)
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Table 25 Association between the information about dengue hemorrhagic fever from

the media, others sources and the advice from the hedlth officers.

Variables correlation coefficient (r) p-value
The information from media -.197** <.001
Advice from health officers -.191** <.001

** Correlation is significant at the 0.01 level

Table 26 Shown the result of hypothesis with the association between the variables
in the study on the preventive behavior of dengue hemorrhagic fever

among the family leaders.

Factors Statistic test p-value Result in the study
Socio-demographic
-Age Chi-sguare test 214 Reect research hypothesis
-Sex Chi-sguare test 671 Reect research hypothesis
Religion Chi-square test <.001 Accept | research hypothesis
Education Correlation »is Reect research hypothesis
Occupation Correlation . 067 Reject research hypothesis
Family income Correlation 405 Reect research hypothesis
Predisposing factors
-Knowledge Correlation <0.001 Accept research hypothesis
-Attitude Correlation .089 Reject research hypothesis

Enabling factors

-Adequate resources Chi-square test <.001 Accept research hypothesis
Reinforcing factors

-Information from media Correlation <.001 Accept research hypothesis
-Supporting and advice  Correlation <.001 Accept research hypothesis
from health officers
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CHAPTERS
DISCUSSION

This study was a descriptive research aiming to examine the preventive
behaviors on dengue hemorrhagic fever among family leaders in Ban chang lo,
Bangkok-noi, Bangkok. To identify the association between the factors associated to
preventive behavior on dengue hemorrhagic fever.

Discussion divided into 2 parts
Part 1 Discussion about the method of study
Part 2 Discussion about the result of the study

Part 1 Discussion about the method of the study

1.1 Type of the study: This study was the cross-sectiona survey research for the
study of the preventive behavior on dengue hemorrhagic fever among the family
leaders and study about the association of the socio-demographic(age, gender,
religion, education, occupation and family income) predisposing factors(knowledge in
prevention on dengue hemorrhagic fever, attitude in prevention on dengue
hemorrhagic fever) enabling factors(adequate resources for the prevention on dengue
hemorrhagic fever) reinforcing factors(information of dengue hemorrhagic fever from
media, supporting and supervision from public health officers) between the preventive
behavior among family leaders in ban chang-lo Bangkok-noi Bangkok. The cross-
sectional study is one of the study that emphasis within a period of time of the study
which can bring to solve the problem on time beside that this study can collect the
data within a short period of time and can explain the situation , hypothesis,
evauation and the prediction of the situation. The researcher in this study wants to
know the situation of the problem in present. Even there were many of the study about
dengue hemorrhagic fever but about the factors and the association of the preventive

behavior still very few in this area of study and the researcher want to know the data.
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1.2 in this part for the purpose of the planning and solving the problem within

the present situation.

1.3 Sample size: Caculated by the formula for the average of the sample size and
the researcher using the average of the previous study. From the calculated we had
376 of family leaders and add 10% more than the theoretical sample sizes were
collected in case the data was missed. Therefore, 414 cases were collected from the
family leaders in 14 communities of Ban chang lo sub-district, Bangkok-noi,
Bangkok. Calculated the proportion of family leaders in each of community and
multiply by 376 for the number of each community to be collected. The reason for
selected this community for the study because this community had average of the
dengue infected patient within high tendency.

1.4 Research instrument In this study used the questionnaires consisted of 7 parts
such as questionnaire about data of socio-demographic, questionnaire about the
knowledge, questionnaire about the attitude on preventive behavior on dengue
hemorrhagic fever, questionnaire about preventive practice on the prevention on
dengue hemorrhagic fever, questionnaire about the adequate resources for the
prevention on dengue hemorrhagic fever, questionnaire about the information about
the prevention on dengue hemorrhagic fever and the questionnaire about the
supporting and supervision from public health officers. The questionnaire were made
by the study of reviewed literature, previous study about dengue hemorrhagic fever,
and corrected by 3 advisors and 3 panels of experts consisting of one pediatrician and
two family nurses from public health center. The questionnaire was conducted to 30
families leaders in Bang khunsri sub- district to find the reliability in the
guestionnaire about the knowledge and attitude found that reliability as 0.7 and 0.75

in order.

1.5 Sampling technique: the researcher, accompanied by family nurses and public
health officers from Wat chao-aum public health center, explained the objective of the
study and the dictate how to answer the questionnaire in each item to the health

volunteers.



Fac. of Grad.Studies.Mahidol Univ. M.P.H.M. (PHC Management)/ 75

1.6 Statistical analysis: The researcher analyzed the data by descriptive analysis by
number, percentage, mean, and standard deviation in the study of socio-demographic
data of the family leaders .For those data measure by nominal the researcher were
using the chi-sguare in testing the association between the independent variables and
dependent variables. For those data measured in the interval scale the researcher
analyzes the association with the Pearson’s correlation coefficient between the

independent variables and dependent variables.

Part 2 Discussion about the result of the study divided into 2 portions
2.1 socio-demographic data
2.2 The association between the independent variables and preventive behavior
on dengue hemorrhagic fever among family |leaders.

2.1 Socio-demographic of family leaders sample.

2.1.1 Socio-demographic of family leaders.

The sample groups of this study were the family leaders in Ban chang lo,
Bangkok- noi, Bangkok about 414 persons. There were mae 144 and female 270
persons. Most of them were more than 50 years old ranking about 32.9%. The family
leaders in the study group mostly were married and living together about 58.0% and
98.6% they were Buddhism, the rest were Mudlim and others. About the family
income per month, the averages of income were ranked in high income about more
than 7,000 baht per month equal to 49%. Most of the family leaders they worked as
the employees and few of them educated more than bachelor degree mostly study at
the level of primary school ranging about 36%.

2.1.2 Knowledge about the disease and prevention of dengue hemorrhagic fever.

From the study the sample groups got the score between 10-12 scores from 12
scores. The average scores equal to 10.48 scores as 82.1 percentages had high level of
knowledge. 13.8 percentages had the knowledge in the moderate level and 4.1
percentages were within the low level of knowledge as shown in Table 3. Which was
comparable with the study of Neualaao wiwatvorapan [71] The study of the
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evaluation project in prevention and control of dengue hemorrhagic fever in primary
school(grade 6) about 500 students and found that most of the sample groups had
moderate level of knowledge in prevention and control. As well as the study of N.
Khantikul et al [55] the study of knowledge and use of prevention measures related to
dengue in northern Thailand found that the overall knowledge of dengue was high,
but housewives, unemployed and old persons had relatively little knowledge of
dengue. Persons with knowledge of the disease more frequently reported the use of
preventive measures, indicating the value of education programmes as a tool in

dengue prevention.

When consider in each item of the questionnaire found that most of the sample
they had good knowledge in the following item as known about weekly cleansing the
containers can reduce the number of mosquito(97.3%)(item 11) known about that
Aedes agypti mosquito is the vector for dengue hemorrhagic fever(97.1%)(item 1),
Known that storage water in the bathroom and flower vase are the breeding place for
day bite mosquito(96.6%)(item 9),known that infected dengue hemorrhagic fever
patients can cause of death(95.7%)(item 7) known that larvivorous fishes can prevent
dengue hemorrhagic fever by eating mosguito papule and larvae(94.0%)(item 12),
known that deeping in the mosguito net /mosquito screen all the time can prevent
dengue hemorrhagic fever(91.8%)(item 10), known that abrupt high grade of fever
and with myalgia and petechiae are indicated for dengue hemorrhagic fever(91.3%),
known that day bite mosquito are causing dengue hemorrhagic fever(91.1%)(item
2),known about children are more risk for dengue hemorrhagic fever infected patients
than adults(88.9%)(item 4), known about all season in Thailand can cause dengue
hemorrhagic fever but rainy season is the most epidemic season(88.2%)(item 3). The
sample group had good knowledge in those items may be due to these were the basic
knowledge that the public hedlth officers always presented every time that they met
the people in the communities. For some other questionnaires that the sample had low
knowledge about like vaccinization can prevented for DHF 49.3% of unknown (item
8) and about when you have fever and suspected for DHF Paracetamol is the drug of
choice for 35% of unknown. The sample know very few about these items the

researcher think that because in this questionnaire quite specific about the knowledge
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for the people in the communities and for the questionnaire about Paracetamol, by
observing the sample they know just only for Para not in the term of Paracetamol.
That is the reason why in this questionnaire that they have quite low in the
knowledge. And another reason that when the public health officer gave them the
knowledge about the fever with myalgia or suspected to be dengue hemorrhagic fever
can not use Aspirin because it will cause the function of platelet count decrease but

they never emphasis that paracetamol isthe drug of choice that can use for fever.

From the data collection the researcher observed that most of family leaders in
Ban chang lo they had a good knowledge but in the real situation they might not
practice in term of the prevention of the disease or it can say that they were careless
unless anybody in family member got disease they will do the practice of prevention.
Compatible with the study of N. Khantikul[55], knowledge and use of prevention
measures related to dengue in northern Thailand out of 1650 persons, 67% had
knowledge of dengue, knowledge of dengue significantly differed by age, sex,
occupation and site(p-value< 0.05). Younger people knew more about dengue than
older persons. In comparison with students it was significantly higher among

students, but lower among housewives or unemployed persons.

2.1.3 Attitude to the preventive behavior on dengue hemorrhagic fever.

From the study most of sample had the average scores at 38-45 scores and
mean scores at 43.3 scores. 73.2 percentages had moderate attitude to the preventive
behavior on dengue hemorrhagic fever and 9.7 percentages had low level of attitude
on preventive behavior on dengue hemorrhagic fever. (Table 5) as in the study of
Neualaao wiwatvorapan[56] the study of the evaluation of prevention and control of
dengue hemorrhagic fever in primary school, mueang, Nakornrachasrima found that
most of the student in primary school had moderate level of attitude to the prevention
and control of dengue hemorrhagic fever, following with the high and low level. In
this study when we make the association with the risk of the preventive behavior , we
found that there had no association due to the P-value = .089 , Meaning that even the
attitude of the family leaders had moderate level but they might not concern about the

prevention eventhough the public health officers aways give them the information
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about the prevention and control of the disease or may be because the public health
officers give them too much knowledge and the attitude awareness til they feel that it

quite normal to do that.

2.1.4 Family income of family leaders

Divide family income into 3 levels, most of the family leaders had family
income at the level of high level of income average at more than 7,000 baht a month.
42.8 percentages were moderate level of income and 8.2 percentages were low family
income(less than 3,000 baths a month). Which difference from the study of Rachanee
pudkhuntod [56] the study of factors affecting dengue hemorrhagic fever control and
preventive behavior of people in Muang Suphanburi Province found that most of
family health leaders had low income average about 13,001 per year. So did with the
study of Wannapa yanroj [67] the study of factor affecting to dengue hemorrhagic
fever in Bureerum Province, found that most of the sample study had income less than
1,000 bath a month.

2.1.5 Adequate resources on the preventive behavior on dengue hemorrhagic

fever

From the study found that most of family leaders had enough resources in
prevention of dengue hemorrhagic fever and when consider in each of the resources
found that 86.7 percentages had enough in mosquito net and mosquito screen, for the
cover of the container found that 68.6 percentages were not enough so did with the
abate sand 71 percentages were not enough. As in the study of Wipa limkhamsuk [72]
The evaluation of the technology in a appropriate of the development of resources in
prevention and control of dengue hemorrhagic fever found that those family that used
destroy of mosquito net and mosquito screen developed dengue hemorrhagic fever
about 30.1 percentages and the study of Wannapa yanroj [67] the study of factor
affecting to dengue hemorrhagic fever in Bureerum Province, found that in those
district that develop high rate of dengue hemorrhagic fever had low percentages to use

the cover in all water containers.
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2.1.6 Information of media on preventive behavior on dengue hemorrhagic fever

Most of family leaders received information in high level of 52.9 percentages
follow by moderate and low level as 37.4 and 9.7 percentages in order as shown in
table 10.

When consider in each item of the information found that 79.2 percentages had
inform that prevention mosquito bite was the best way to prevent dengue hemorrhagic
fever and 77.8 percentages had inform that elimination of breeding places in
community will decrease dengue hemorrhagic fever. But for those had received few
information from others such as deeping in mosquito net and screen can prevent

dengue hemorrhagic fever about 7.8 percentages.

From the data above found that those family leaders had known before about
the information of the prevention of dengue hemorrhagic fever so after they were
emphasis again by the media will let them quite easy to remember, beside that all of
the in formations were those had been emphasis before. Consider with type of the
media information most of family leaders they received the information mostly from
television at 90.6 percentages follow with the announcement and health volunteers
about 83.3 and 82.4 percentages. As the study of Rakshanda Farid [74] Role of
information sources and sociodemographic factors on knowledge about AIDS in
female adolescents, found out that those students who read the editorial, columns and
magazine section of newspapers had satisfactory knowledge about AIDS as compared
to those students who read the political and sports section of the newspapers. Assess
to television, satellite channels and Internet had a statistically significant effect on
knowledge about AIDS (p<0.0001). The newspaper and electronic media aso have
an important role in transmitting knowledge about AIDS. Family members, friends
and teachers can prove to be a potential source for dissemination of information about

AIDS so did with dengue hemorrhagic fever.
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2.1.7 Supportive and supervision from public health officerson preventive
behavior of dengue hemorrhagic fever
Most of family leaders had received an advice and supervision from health
officers in the level of high scores as 77.1 percentages and moderate to low scores as

4.6 and 18.4 percentagesin order.

From the study found that most of family leaders had received the advice and
supervision from public health officers in the topic of prevention of mosquito bite is
the best way to prevent dengue hemorrhagic fever (item 3), as well as elimination of
breeding places in community will decrease dengue hemorrhagic fever (item 4) and
advise that dengue hemorrhagic fever cause by Aedes mosquito (item 1). For those
topic that family |eaders received less from public health officers were deeping in the
mosquito net and screen can prevent dengue hemorrhagic fever (item 6) and fever
with myalgia , in dengue hemorrhagic fever, paracetamol is drug of choice (item 5).
And by observing and discussing with public health officers found that most of family
leaders had received the advice and supervision about prevention more than one time
but in some groups of topic had received an advice one time or less. For example that
advise by heath officers , dengue hemorrhagic fever even ever infected, having
chance to infect again had received more than one time about 72.5 percentages or
deeping in the mosguito net and screen can prevent dengue hemorrhagic fever had

received one time about 18.1 percentages.

2.2 The association between independent variables and preventive behavior on
dengue hemorrhagic fever among family leaders on the hypothesis of the

resear ch study.

2.2.1 Socio-demographic factors (age, sex, religion, occupation, and family
income) ar e associated to preventive behavior among family leaders.
From the study found that gender, age, occupation, education had no associated
between the risk of preventive behavior on dengue hemorrhagic fever among family

leaders (p- value> 0.05), while marital status, income, religion had associated between
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the risk of preventive behavior on dengue hemorrhagic fever among family leaders (p-
value < 0.05).

2.2.2 Predisposing factors (knowledge, attitude) are associated to preventive

behavior on dengue hemorrhagic fever among family leaders

From the study found that knowledge had significant association between the
risk of preventive behavior on dengue hemorrhagic fever among family leaders (r = -
0.186, p-value = <0.001) the study had accept to the hypothesis with the family had
more knowledge about the disease and prevention would have more preventive
behavior on dengue hemorrhagic fever. As the study of Phan Quan [69] the study of
Preventive practice for dengue and dengue hemorrhagic fever and its correlating
factors of phong dien townlet residents Thua Thien Hue province, Vietnam.found that
there was a significant association between the residents preventive practice and
knowledge, attitude, residents participation and their support sources and
occupationa groups, but there was no significant association between the residents

practice for preventing DF/DHF and gender, age groups and educational groups.

2.2.3 Enabling factors (resourcesfor preventive behavior on dengue
hemorrhagic fever) are associated to preventive behavior on dengue
hemorrhagic fever among family leaders.

From the study found that the adequate of resources for preventive behavior on
dengue hemorrhagic fever had significant association between the risk preventive
behavior on dengue hemorrhagic fever among family leaders (p- value = < 0.001) the
study was accepted to the hypothesis that more adequate of resources would had a
good preventive behavior among family leaders [69]. vice versa if there were lacking
of the resources would have some problem in the prevention and preventive behavior
on dengue hemorrhagic fever too. As the study of Wipa limkamsuk [73] the study of
the appropriate evaluation technique for development of resources in prevention and
control of dengue hemorrhagic fever, found that using destroyed mosquito net had

significant association to the infected dengue hemorrhagic fever.
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2.2.4 Reinforcing factors (information, supporting and supervision of public
health officers) are associated to preventive behavior among family

leaders.

From the study found that there were significant association between the
information from media and supporting and supervision from public health officers
between risk preventive behavior on dengue hemorrhagic fever among family leaders
(P-value =<0.001) the study had accept to the hypothesis that more information and
more supporting and supervision to family leaders would had a good prevention and

preventive behavior on dengue hemorrhagic fever.
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CHAPTER®G
CONCLUSION AND RECOMMENDATION

6.1 Conclusion

This study was a cross-sectional descriptive study aiming to identify the
factors associated to preventive behavior on dengue hemorrhagic fever among family
leaders in Ban Chang lo Sub-district, Bangkok- noi, Bangkok. The association
between the socio-demographic such as gender, age , religion, education, occupation
and family income to preventive behavior among family leaders on dengue
hemorrhagic fever, predisposing such as knowledge in disease and prevention on
dengue hemorrhagic fever , attitude in prevention on dengue hemorrhagic fever,
enabling such as adeguate resources for prevention on dengue hemorrhagic fever , and
reinforcing factors such as information of dengue hemorrhagic fever from media,
supporting and supervision from public health officers. The sample from family
leadersin Ban chang lo, Bangkok-noi, Bangkok total 414 persons, collecting the data
by the family nurses and health volunteers from February 1 -18, 2005 by using the
guestionnaires , Anayzing the data with percentage, Mean, standard deviation,
Analyzed the association by chi-square test and find the correlation with pearson’s

product moment correlation. The data were analyzed as follows:

6.1.1 Socio-demographic data of family leaders.

- Demographic data
Family leaders in this study were 414 persons, male and female as 34.8 and
65.2 percentages in order. Most of family leaders were in the rank of more than or
equal to 50 years old (32.9%) and follow by age between 45-49 years old (16.4%).
Most of family leaders were married and living together about 58 percentages,
followed by single as 16.2 percentages. 96.6 percentages were Buddhism the rest

were Musiim and others. Most of family leaders were employees about 35.7
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percentages followed by housewife and husband about 31.2 percentages. The family
income were about more than or equal to 7,001 baht per month as 49 percentages and
follow by 5,001-7,000 baht per month as 24.9 percentages. Most of family leaders
were educated at primary school level about 36 percentages and followed with

secondary school as 21.3 percentages and 20.0 percentages.

6.1.2 Predisposing data, enabling data, reinforcing data and risk preventive

behavior on dengue hemorrhagic fever.

- Data about the variablesin predisposing, enabling and reinforcing

factors.

- Predisposing factors
- Knowledge in prevention on dengue hemorrhagic fever were 10.5 scores
(total scores were 12). Most of family leaders had high level of scores
about 82.1 percentages, follow by 13.8 percentages in moderate and 4.1

percentages in low level of scores.

- Attitude in prevention on dengue hemorrhagic fever were 43.3 scores.
Most of family leaders had moderate level of attitude about 73.2
percentages, 17.1 percentages as good and 9.7 percentages as low attitude

in prevention of dengue hemorrhagic fever.

- Enabling factors
- Adequate resources for prevention on dengue hemorrhagic fever most of
family leaders had adequate in mosquito net and screen about 86.7
percentage and for cover and abate sand there were not enough in

prevention on dengue hemorrhagic fever.
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- Reinforcing factors

- Information of dengue hemorrhagic fever from media Most of family

leaders had high scores on receiving information from media about 52.9

percentages, follow with moderate level of scores at 39.4 percentages and

low as 18.4 percentages.

- Supporting and supervision on dengue hemorrhagic fever. Most of family

leaders had high level of scores about 77.1 percentages; follow with low

level of scores at 18.4 percentages.

6.1.3 The association between socio-demogr aphic, predisposing factors, enabling

factors and reinforcing factors with the risk of preventive behavior on

dengue hemorrhagic fever.

- The association between socio-demographic and risk preventive

behavior on dengue hemorrhagic fever.

Age had no significant association with risk preventive behavior on
dengue hemorrhagic fever (p-value = > 0.05)

Sex had no significant association with risk preventive behavior on
dengue hemorrhagic fever (p-value = > 0.05)

Religion had significant association with risk preventive behavior
on dengue hemorrhagic fever (p-value = < 0.05)

Education had no significant association with risk preventive
behavior on dengue hemorrhagic fever (p-value = > 0.05)
Occupation had no significant association with risk preventive
behavior on dengue hemorrhagic fever (p-value = > 0.05)

Family income had no significant association with risk preventive
behavior on dengue hemorrhagic fever (p-value = > 0.05)
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6.1.4 The association between predisposing factors and risk preventive behavior

on dengue hemorrhagic fever.

- Knowledge had no significant association with risk preventive behavior on
dengue hemorrhagic fever (r = -0.186, p-value = < 0.05)
- Attitude had significant association with risk preventive behavior on

dengue hemorrhagic fever ( r = -0.084, p-vaue = > 0.05)

6.1.5 The association between enabling factors and preventive behavior on

dengue hemorrhagic fever.

- Adequate resources had significant with the risk preventive behavior on

dengue hemorrhagic fever (p-value< 0.05)

6.1.6 The association between reinforcing factors with preventive behavior on

dengue hemorrhagic fever

- Information from media had significant association with the risk
preventive behavior on dengue hemorrhagic fever(r = -0.197,
p-value = < 0.05)

- Advice and supervision from pubic health officers had significant with risk
preventive behavior on dengue hemorrhagic fever(r = -0.191
p-Vaue = < 0.05)

6.2 Recommendation

1. Method which was used in this study about behavior should be a
combination of many procedures such as interview, observation of the
researcher in the community besides that if we can make an evaluation

interval it would help us in the evaluation more collect.
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2. Need to have more variables to study about preventive behavior of family
leaders such as factors associated to an environment, types of the housing,
number of family members in the family.

3. For the next study need to study about the implementation by using the
results from this study to improve plan and project for prevention and
control of dengue hemorrhagic fever.

4. Need to have an evaluation to public health officers on the prevention of
dengue hemorrhagic fever for the purpose of improvement.

5. Need to study about the information from media that had effectiveness to
people in community.

6. Public Hedth Center of BMA can acknowledge from this study and apply
this study to administrate and manage their govern community.

7. This study will be a guide to next study about each behavior in dengue
hemorrhagic fever prevention and control in other community.

8. For future study, the action research using participatory action research is
needed
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APPENDIX A

QUESTIONNAIRES
Title: FACTORS ASSOCIATED TO PREVENTIVE BEHAVIOR ON
DENGUE HEMORRHAGIC FEVER AMONG FAMILY LEADERS IN
BAN CHANG -LO, BANGKOK -NOI, BANGKOK

Name of community..............cooiiiiiiii i iinnns
Ban Chang-Lo sub-district, Bangkok- noi District , Bangkok
Date intervieW.....c.cccoviiniviineiee e i vae

Please answer all questions in the questionnaire because your answer will be the
benefit in all aspect to improve DF/DHF prevention performance in your community.

Part | : Demographic characteristic

Knowledge about DHF
Instruction: Please check (/) or write down the answer.

1. Gender () male () female
2. Age ()=<24 () 40-44
()25-29 ()45-49
()30-34 ()=50
()35-39
3. Marital status
() single () married / Living together
() married / separated () Widowed / Divorced
4. Religion
() Buddhism () Muslim
() Christian () others
5. Family (bath / month)
()<3,000 ()5,001-7,000
() 3,000-5,000 ()=>7,001
6. Occupation
() Unemployed () Employee
() Housewife/husband () Labor
() Government officer () others
7. Education level
() Illiterate () Diploma

() Primary school (grade 1-6)( ) Bachelor degree or equal

() Secondary school
() high school

() More than bachelor degree
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Part Il: Knowledge about DHF

Instruction: Please O around the true answer that you think is the most correction
answer.

1. Aedes agypti mosquito is the vector for DHF
() Yes () No () do not know

2. Day bite mosquitos are causing DHF
() Yes () No () do not know

3. All seasons in Thailand can causes DHF but Rainy season is the most

epidemic season.

() Yes () No () do not know
4. Children are more risk for DHF infected patients than adults
() Yes () No ( ) do not know
5. Abrupt high grade fever with myalgia and petechiae are indicated for DHF
() Yes () No () do not know
6. When you have fever and suspected for DHF, Paracetamol is the drug of
choice.
Y cg () No () do not know
7. Infected DHF patients can cause of death.
() Yes () No () do not know
8. Vaccinization can prevent for DHF.
() Yes () No () do not know
9. Storage water in bathroom and flower vase is the breeding place for day bite
mosquito.
() Yes () No () do not know
10. Sleeping in the mosquito net/mosquito screening all the time can prevent DHF.
() Yes () No () do not know

11. Weekly cleaning the container can reduce the number of mosquito larvae.
() Yes () No () do not know
12. Larvivorous fishes can prevent DHF by eating mosquito papule and larvae.

() Yes () No () do not know
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Part I11: Questionaire related to Attitude on prevention behavior of DHF.

Instruction: Please check / in each column

statement

Strongly
Disagree
Disagree
Undecided
Agree
Strongly
Agree

1. Dengue hemorrhagic fever is the
preventable disease without difficulty.

2. You are one of important persons in
prevention and control of DHF.

3. No need to get rid of the mosquito breeding
place in family who’s never infected.

4. You are willing to join the campaign in
getting rid of the mosquito breeding place.

5. Infected with DHF as normal as common
cold.

6. Finding and getting rid of the mosquito
breeding place are all duty.

7. Weekly clean up all containers are very
difficult to do.

8. Advantage of tight cover will prevent
mosquito laying egg.

9. Standstill water in ant-trap& flower vase is
important breeding sites for mosquito.

10. Larvivorous and gubby fish are the easy
way to get rid of mosquito larvae.

11. Only smogging is enough to prevent
mosquito, no need for others way.

12. No need to sleep insides mosquito net

because it is uncomfortable.

SD = Strongly disagree (1) DS = Disagree (2) U = Undecided (3)
A = Agree (4) SA = strongly agree (5)
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Part IV : Questionnaire related to prevention behavior to DHF

Instruction; please check / in front of the correct answer.

Item

Statement

Practice

Type of container and
getting rid of larvae

Drinking and using

water jars

Water in flower vase

Water in flower pot’s
plate

Water in ant trap

Cemented container in
toilet

Coconut shell,

1.1 Do you have any drinking and using jars in
your house?

() yes () no [ skip to no. 2]

1.2 Do you cover water jar after using
immediately?

() usually () sometime () never

1.3 Do you ever examine the mosquito larvae in
your water jars?

() usually () sometime () never

1.4 If there is mosquito a larva, do you ever
remove it or put abate sand in the water?

() usually () sometime () never

2.1 Do you have any flower vase in your house?
() yes () no [ skip to no.3]

2.2 Do you ever change the water in the flower
vase every week?
() usually () sometime () never

3.1 Do you have any flower plot’s plate in your
house?

() yes () no [ skip to no. 4]

3.2 Do you ever change the water or put sand into
the flower plot’s plate every week?
() usually () sometime () never

4.1 Do you have any ant trap in your house?

() yes () no [ skip to no. 5]

4.2 Do you ever change the water, put abate sand
or detergent into ant trap every week?

() usually () sometime () never

5.1 Do you have any cemented containers in your
toilet?

() yes () no [ skip to no. 6]

5.2 Do you ever examine the mosquito larvae in
cemented container in your house?

() usually () sometime () never

5.3 If you found the mosquito larvae in cemented
container do you ever to clean and get it out?

() usually () sometime () never
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discarded bottle of can

Prevention of
mosquito bite

Mosquito net/screen

Insecticide spray and
mosquito incense

Smog spray

Dengue hemorrhagic
fever campaign

6.1 Do you have any coconut shell, discarded
bottle of can in your house?

() yes () no [ skip to no. 7]

6.2 Do you ever examine any discarded thing in
your surrounding area in your house?

() usually () sometime () never
6.3 If yes, Do you ever and put them in the
garbage?

() usually () sometime () never

7.1 Do you have mosquito net or mosquito screen
in your house?

() yes () no [ skip no.8]

7.2 Do you and your family members sleep in the
mosquito net/screen at day time?

() usually () sometime () never

8.1 Do you have any mosquito insecticide or
mosquito incense in your house?

() yes () no [ skip no.9]
8.2 Do you use mosquito insecticide?
() usually () sometime () never

9.1 Does your house have ever been sprayed
smog?

() yes () no [ skip no.10]

9.2 Does your community have been sprayed smog
during epidemic nearby?

() usually () sometime () never

9.3 Spraying smog when there are infected patient
in the community.

() usually () sometime () never

10.1 Do you have any campaign of DHF in your
house?

() yes () no

10.2 Do you have any campaign of DHF in your
community regularly?

() usually () sometime () never
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Part V: Questionnaire related to Resources for prevention DHF
Instruction: Please check / in front of the statement that you think that it is the correct

answer.

Type of sources and statement

1. Mosquito net/screening

1.1 Do everybody in your family members using mosquito net? (If yes, please go
through no. 1.2 and 1.3 but if no go through no.2.

() Yes () No
1.2. Do your mosquito net are available and in good condition?
() Yes () No

1.3 Every time that your mosquito net are destroyed or cannot repaired; you will
replace the new one.

() Yes () No

2. about storage water container Cover
2.1 Every storage water containers in your house, all are having the cover
() Yes () No
2.2 If the storage water container as in 2.1 No Cover or not enough. Do Family
leaders are using others kind of prevention such as
(1) Clean the container every week

() Yes () No
(2) Putting abate sand

() Yes () No
(3) Putting Lavivorous fish

() Yes () No

3. Abate sand
3.1 Do you received abate sand from Public health center or not ?
() Yes () No
3.1 Abate sands are supported and available for your family using the whole year to
prevention of mosquito larvae
() Yes () No
3.2 If Abate sands are not available do you use other kinds of prevention such as
putting larvivorous fish in your container, clean your container every week or covering
your container?

() Yes () No
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Part VI Questionnaire related to Information of the Family leader from media
in prevention of DHF.
Portion 1: Questionnaire about the information about prevention and control of DHF

among family leaders.

Statement >1 time never

1. Aedes agypti mosquito is the cause of DHF

2. Even you ever got DHF, you can infect it again

3. Severity of DHF can cause of Death.

4. If you have fever with muscle pain. Paracetamol is
the drug of choice.

5. Get rid of the mosquito breeding place such as
discarded bottles of cans, coconut shells, and tires.

6. Cover the storage of water containers, clean-up the
containers, change the water in every week, put abate
sand in every 1-3 month or put the Lavivorous fish.

7. Sleep in the mosquito net / mosquito screen all the
time.

8. Know about the outbreak of DHF in your

community

Portion 2: Questionnaire about the distribution of the sources of the information on
prevention and control of DHF.

Please check [/] in front of the answer. You can check [/] more than one answer

() television () Sometime () Never
() Radio () Sometime () Never
() village health line () Sometime () Never
() Announcement from public health () Sometime () Never
() Village health volunteer () Sometime () Never
() Newspaper () Sometime () Never
() brochure and leaflets () Sometime () Never

()Others.......ccovvivviiiiiian.n.



Fac. of Grad.Studies.Mahidol Univ. M.P.H.M. (PHC Management) /103

Part VII: Questionnaires related to Supporting and Supervision from health
officers.

Instruction: please check / in the following statement.

Question >1time | 1time | Never

1. Inform about DHF causing by
Aedes Mosquito

2. Inform by health officer, DHF even
ever infected, have a chance to
infect again.

3. Prevention of mosquito bite is the
best way to prevent DHF

4. Inform, get rid off breeding places
in community at the same time will
decrease in DHF.

5. Fever with myalgia, paracetamol is
drug of choice

6. Inform, sleeping in mosquito

net/screening can prevent DHF

Do you have any problem with the practice in prevention and control of DHF?

() No (@ €

() No ()Yes.oooiiiiiiiiin,
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