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Abstract
Background  Malaria in pregnancy remains a major global public health problem. Intermittent prophylaxis treatment 
of malaria in pregnancy with Sulphadoxine-pyrimethamine and co-trimoxazole is efficacious for prevention of 
malaria in pregnancy HIV negative and positive women, respectively. However, uptake of the recommended doses 
of therapies has remained suboptimal in Uganda, majorly due to inadequate knowledge among pregnant women. 
Therefore, this study aimed to explore attitudes and perceptions towards developing an educational video for malaria 
preventive therapy.

Methods  We conducted an exploratory study with qualitative methods among pregnant women attending 
antenatal care at Kisenyi Health Center IV (KHCIV), health workers from KHCIV, and officials from the Ministry of 
Health. The study was conducted at KHCIV from October 2022 to March 2023. Focus group discussions (FGD) were 
conducted among purposively selected pregnant women and key informant interviews (KII) among health workers 
and Ministry of Health officials. Data were analyzed using inductive and deductive thematic methods in atlas ti.8.

Results  A total of five FGDs comprising of 7–10 pregnant women were conducted; and KIIs were conducted among 
four mid-wives, two obstetricians, and two Ministry of Health officials. Generally, all respondents mentioned a need for 
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Introduction
Malaria in pregnancy remains a major public health con-
cern worldwide; more than 50  million pregnant women 
live in malaria-endemic areas with 88% in sub-Saharan 
Africa (SSA) [1, 2]. Malaria in pregnancy is associated 
with undesirable fetal and maternal outcomes includ-
ing miscarriage, low birth weight, stillbirth, maternal 
morbidity, and mortality; moreover, malaria is the lead-
ing cause of preventable fetal and maternal deaths [3–5]. 
These undesirable fetal and maternal outcomes are wors-
ened by coinfection with other diseases particularly HIV 
[6–8]; and Uganda remains one of the most affected 
countries by both HIV and malaria [9–12]. The country 
is malaria endemic with the prevalence malaria in preg-
nancy ranging from 8.9 to 51.1% [13–15], and HIV preva-
lence of 8% among women of reproductive age [16].

Intermittent prophylaxis treatment of malaria in preg-
nancy with Sulphadoxine-pyrimethamine (IPTp-SP) and 
co-trimoxazole (CTx) is efficacious for prevention of 
malaria in pregnancy in pregnant women without HIV 
and those with HIV, respectively [17, 18]. These medi-
cations have shown to reduce malaria parasitemia in 
pregnancy by approximately 80% [18, 19]. In HIV nega-
tive women, IPTp-SP is initiated after the 1st trimester 
and taken on a monthly basis throughout the pregnancy 
[20, 21] whereas, CTx is taken on a daily basis through-
out the pregnancy for women living with HIV [11, 22]. 
Although antenatal care (ANC) attendance in Uganda 
had increased to 95%, uptake of the recommended doses 
of IPTp-SP and CTx had remained suboptimal especially 
in the urban areas [3, 23]. In the country’s capital, Kam-
pala, optimal uptake of IPTp-SP was as low as 39% in 
2018 [3].

Multi-sectoral factors contribute to sub-optimal uptake 
of malaria preventive therapy in pregnancy. However, 
lack of education, ignorance, and inadequate aware-
ness about malaria preventive therapy among pregnant 
women and health workers remain the major factors [3, 
24–27]. This is partly due to persistent low ratio of health 
workers to patients in Low Resource Settings (LRS) [28]; 

resulting in inadequate sensitization and education of 
women on malaria preventive therapy during ANC vis-
its. Hence, a critical need for interventions to improve 
knowledge and uptake of malaria preventive therapy dur-
ing pregnancy.

Brief video-based educational interventions are prom-
ising approaches in improving health related knowledge 
among the target populations [29]. These videos are 
highly cost-effective [29, 30], have a strong track record 
in improving knowledge, and fostering behavior change 
in various health related fields including HIV [29, 31–33]. 
However, the responses and reactions to these interven-
tions among stakeholders in malaria prevention during 
pregnancy remain unknown.

In this study, we recorded client and stakeholder opin-
ions, attitudes, and perceptions, to the development of an 
educational video to improve knowledge and uptake of 
malaria preventive therapy in pregnancy.

Methods
Study design and setting
This was a sub-study of a larger two phased sequential 
cross-sectional study that used a client- centered and 
stakeholder consultative approach to develop an educa-
tional video on malaria preventive therapy in pregnancy. 
The primary study had two phases; the first phase aimed 
to solicit inputs from clients and stakeholders in the 
development of an educative video for improving knowl-
edge of malaria preventive therapy among pregnant 
women; and the second phase aimed to assess the feasi-
bility and acceptability of the developed video. Therefore, 
the current study describes the first phase of the primary 
study. This phenomenological qualitative study was con-
ducted at Kisenyi Health Center IV (KHCIV) from Octo-
ber 2022 to March 2023. KHCIV is a public health facility 
in Kampala Central division, administered by Kampala 
Capital City Authority (KCCA). In Uganda, a HCIV 
provides general health services plus minor surgeries 
[34, 35]. The facility has a catchment area of ≈ 2,000,000 
people from Kampala and suburbs, and serves over 200 

interventions to improve malaria preventive knowledge among pregnant women; were positive about developing an 
educative video for malaria preventive therapy in pregnancy; and suggested a short, concise, and edutaining video 
focusing both the benefits of taking and risks of not taking malaria preventive therapy. They proposed that women 
may be encouraged to view the video as soon as they conceive and throughout the pregnancy. It also was suggested 
that the video may be viewed on television sets in maternal and reproductive health clinics and homes, and on smart 
phones.

Conclusion  Pregnant women, health workers, and Ministry of Health officials were positive about the development 
of a short edutaining video on malaria preventive therapy that focuses on both benefits of taking and risks of not 
taking the malaria preventive therapy in pregnancy. This information guided the video development and therefore, in 
the development of health educative videos, client and stakeholder inputs may always be solicited.

Keywords  Malaria, Preventive therapy, Pregnancy, Educational video, Qualitative study
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persons per day [36]. It offers free HIV/TB Care services, 
ANC services, and other services. Daily, the facility had 
ANC attendance of about 100 women and conducted 
about 20 births.

Study population
The study population included pregnant women at any 
gestation age attending ANC at KHCIV during the study 
period and key informants. The key informants were 
obstetricians and midwives from maternal and child 
health department at KHCIV, and Ministry of Health 
(MoH) officials from the malaria control department.

Study outcomes
The study outcomes were opinions, attitudes, and per-
ceptions of the study participants about the development 
of an educative video on malaria preventive therapy in 
pregnancy.

Sample size and sampling procedures
Fifty pregnant women attending ANC at KHCIV were 
purposively selected and enrolled in the study. Women 
were stratified by age and HIV status to undergo focus 
group discussions (FGD). A total of five FGDs each 
comprising of 7–10 women were conducted among 
HIV negative women aged < 18years, 18-24years, and 
25-49years; and women living with HIV aged 18-24years, 
and 25-49years. Due to the limited number of women 
living with HIV aged < 18 years during the study period, 
we were unable to get enough women for a FGD for 
this age group. We, therefore, instead conducted an in-
depth interview (IDI) with a teenager living with HIV. 
We also conducted key informant interviews (KII) among 
obstetricians, midwives, and Ministry of Health (MoH) 
officials. Focus group discussions, IDI, and KIIs were 
conducted until when saturation was reached [37] in 
each group.

Data collection procedures
Pregnant women attending ANC at KHCIV were pur-
posively selected and informed about the study, and 
those who were interested were consented to partici-
pate. Women were selected from the ANC clinic daily 
and scheduled for FGDs. Demographics and clinical 
information were obtained from all participants using 
a questionnaire before participating in the FGDs. The 
FGDs were based on open discussion, and each lasted 
typically for about two hours in duration. Using an FGD 
guide (Appendix 1), the discussions were conducted by a 
trained social scientist (facilitator) in a calm place where 
conversations could not be overhead. Similarly, the IDI 
for a teenager living with HIV and KIIs for key infor-
mants were conducted in a calm place where conversa-
tions could not overhead. The interviews lasted between 

15 and 30  min and were conducted face to face using 
an IDI or KII guide. The FGDs, IDI, and KIIs were con-
ducted in respondents’ preferred language which were 
Luganda or English. All the interviews were audiotaped 
and transcribed by a professional. The study documents 
such as structured questionnaire, FGD/IDI guides, and 
consents were translated from English to Luganda, the 
local language used. These were then back translated to 
English; and we then compared the new translation with 
the original text and reconciled any meaningful differ-
ences between the two to ensure that the translations 
were accurate.

Data management
Audio recordings were transcribed verbatim directly into 
English by the study team within one week of collection. 
Quality checks were performed for each transcript, with 
corrections and revisions made to identified errors.

Data analysis
Using Stata version 17 (StataCorp, College Station, TX, 
USA), descriptive continuous variables, such as age, were 
summarized using mean and standard deviation (SD) 
while categorical variables were summarized using fre-
quencies and proportions.

Qualitative data analysis
Using an inductive and deductive content analytic 
approach, recorded data were transcribed and analyzed 
by the study team supervised by a qualitative research 
expert, using Atlas t.8 software. The initial review was 
done during debriefing process to give a baseline under-
standing of the data and constant comparison process 
continued to identify new information until there was no 
redundancy in the themes and this was part of the steps 
during inductive approach.The Consolidated Criteria 
for Reporting Qualitative Studies checklist was used to 
report study findings [38]. During the inductive analy-
sis, open coding was carried out to identify specific por-
tions of text corresponding to information required for 
the video development. Provisional labels were defined 
and illustrated to become codes, which were assembled 
into a codebook. Data was coded by two coders (social 
scientist and corresponding author). After development 
of the initial codebook, the codebook was reviewed for 
consistency of text segmentation and code applica-
tion with continued inter-coder agreement. The coders 
reached a consensus and grouped identified codes into 
grouped sub-category, category and then into subthemes 
and themes. Coded themes from all data were compared 
to obtain generalized themes after removing inconsistent 
codes. The choice of thematic headings was guided by 
both the core concepts emerging from the data [39] and 
by theoretical concepts of the health belief model (HBM) 
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[40]. During the second phase of analysis, specific topics 
were designated as core categories; axial coding and con-
stant comparison to explore the relationships between 
the discussion of sensitive data and contextual situation 
[41]. Findings and interpretations of the data were dis-
cussed until there was group consensus on the dominant 
themes and meanings contained in the data.

Ethical approval
Approval to conduct this study was obtained from the 
Makerere University School of Medicine Research Eth-
ics Committee (Mak-SOMREC-2021-279) and Uganda 
National Council for Science and Technology (NS384ES). 
Administrative clearance was obtained from the Director 
of Health Services at KCCA and from KHCIV adminis-
tration. Written informed consent was obtained from all 
participants; confidentiality and anonymity were strictly 
observed. Informed consent for illiterate participants was 
obtained in the presence of an impartial witness (guard-
ian or other literate person not part of study team). The 
procedure of obtaining informed consent from illiterate 
participants was approved by the Makerere University 
School of Medicine Research Ethics Committee IRB. All 
methods were performed in accordance with the relevant 
guidelines and regulations of good clinical practice and 
human subject protection of ICH-6.

Results
A total of 50 women were enrolled for FGDs and IDI. 
Eight key informants were also enrolled for key infor-
mant interviews. These included two obstetricians, four 
mid-wives, and two Ministry of Health officials. The 
mean age of the enrolled women was 23 years (SD ± 6 
years); the majority, 26 (53.1%) had completed primary 
level of education and the median gestation age was 24 
weeks with interquartile range (IQR) of 20–32 weeks. 
The majority 36 (73.5%) were currently living with their 
partners and most 41 (83.7%) were receiving financial 
support from their partner. The majority 27(55.1%) used 
1–2 h to travel to the ANC facility (KHCIV) and most 26 
(53.1%) had had more than two ANC visits, and the aver-
age number of ANC visits was 3 as shown in Table 1.

To thematically categorize opinions, perceptions, and 
attitudes of respondents, we used the HBM [40] and 
Gain/Loss messaging Framework [42]. The HBM pos-
tulates that cues to action and presence of an enabling 
environment are among the vital constructs in the uptake 
of a particular behavior [40]. The Gain/Loss framework 
describes the packaging of a message focusing on the 
positive benefits of doing something or the risk of not 
doing something [42] as shown in Table 2.

Four broad themes emerged from the data to describe 
the use of video-based intervention to educate women 
about malaria preventive therapy in pregnancy. These 
themes were: needed actions and strategies to improve 
knowledge of malaria preventive therapy in pregnancy; 
positive attitudes towards the use of the video-based 
intervention to educate women on malaria preventive 
therapy in pregnancy; Packaging and Framing of the 
message of malaria preventive therapy in the video; and 
delivery of the message of malaria preventive therapy in 
the video.

Strategies and actions needed to improve knowledge of 
malaria preventive therapy in pregnancy
Respondents acknowledged the need for strategies to 
improve knowledge about malaria preventive therapy 
in pregnancy; and they mentioned various strategies to 
improve knowledge and uptake of IPTp-SP and co-tri-
moxazole during pregnancy. The mentioned strategies 
included engagement of male sexual partners or treat-
ment supporters and providing regular health education 
talks.

Regarding male partner and treatment supporter 
involvement, respondents mentioned that the involve-
ment males and treatment supporters could help to 
enhance women’s understanding of the purpose and ben-
efits of taking malaria preventive therapy. The male part-
ners and treatment supporters can educate further the 
women and can remind them to swallow the medicines 
in case the women forget.

Table 1  Socio-demographic characteristics of the pregnant 
women enrolled in the study
Characteristics Frequency Percentage (%)
Age Mean (SD) 23 (6) years
District of residence

Urban 34 69.4
Semi-Urban 15 30.6

Education Level
Primary not completed 12 24.5
Primary completed 26 53.1
S4 completed 8 16.3
S6 Completed 3 6.1

Currently living with partner
Yes 36 73.5
No 13 26.5

Financial Support from partner
Yes 41 83.7
No 8 16.3

Time taken to reach the health facility
Less than 1 h 21 42.9
1–2 h 27 55.1
More than 2 h 1 2.0

ANC visits (In days)
≤ 2 ANC visits 23 46.9
> 2 ANC visits 26 53.1

Gestation (In weeks)
≤ 24 weeks 27 57.5
> 24 weeks 20 42.5
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“We always counsel women to bring their partners 
or come with a treatment supporter. This helps 
because if a woman has not understood the message 
or information given, the treatment supporter or 
partner can understand and explain or remind her.“, 
midwife III.

For continuous educational talks, respondents men-
tioned that efforts should be made to provide compre-
hensive and repeated health education talks during ANC 
to minimize malaria preventive therapy knowledge defi-
cits among women. Respondents suggested various strat-
egies including education and sensitization of women 
during ANC visits and the use of communication materi-
als (IEC), village health team (VHT) system, and media-
based education such as televisions, radios, and social 
media.

“Like I told you earlier, providing women with infor-
mation regarding the use of malaria preventive ther-
apy including how to minimize the associated side 
effects will improve uptake. Women can be orga-
nized in small groups during ANC in addition to 
one-on-one sessions. We should also ensure that the 
information given reaches the sexual partners and 
treatment supporters”, Obstetrician II.
“Women need to be adequately educated on why 
they should take these drugs to improve uptake and 
adherence”. FGD lady aged _15–17 yrs.

Demonstrations and illustrations were also encouraged 
during education talks.

“Yes, because with the flip chart, you can easily 
illustrate the importance of taking malaria preven-
tive therapy. You can also have brochures which can 
show various actions on different pages. For exam-
ple, you can show a happy woman taking IPTp-SP 
or co-trimoxazole on the first page, and on next page 
you show a healthy born baby”, midwife. III.
“…like there various apps on phones, they can also 
develop for us a malaria prevention app to teach 
women about malaria. I can have that App on my 
phone and can learn the schedule for taking malaria 
preventive therapy”. FGD woman 25-49yrs.

Positive attitudes to developing and designing an 
educative video for malaria preventive therapy
All respondents agreed that an educative video was one 
of the best interventions that can improve knowledge and 
uptake of malaria preventive therapy in pregnancy. This 
is because videos can be easily understood and always 
attract and capture women’s attention.

“The video can be good and more receptive in edu-
cating women because many women don’t know why 
should take these drugs. We not only need to have 
health workers acting in the video but also pregnant 
women. We can have women giving success stories”. 
Obstetrician I.

Table 2  Examples of themes obtained from respondents 
regarding cues to action, and message packaging according to 
the HBM and Gain/Loss framework
Construct Quote Code Category Theme
Needed 
actions and 
strategies 
to improve 
knowledge 
of malaria 
preventive 
therapy in 
pregnancy

…Yes, educate 
them on televi-
sion, radio, and 
social media. 
Many women 
have these 
means

Increasing 
aware-
ness and 
sensitization 
on malaria 
preventive 
therapy

Providing 
regular 
health 
education

Improving 
knowl-
edge 
among 
women 
regarding 
malaria 
preven-
tive 
therapy

Packaging 
and Fram-
ing of the 
message 
of malaria 
preventive 
therapy in 
the video.

“the video 
should have well 
packaged key 
messages. You 
know people’s 
concentration, 
especially for 
the adults is very 
short. So, the 
video should 
be short. And 
should focus on 
both benefits 
and risks but 
more focus on 
benefits of tak-
ing malaria pre-
ventive therapy.

Relevancy, 
length, and 
focus of the 
video

Contents of 
an educa-
tive video 
for malaria 
preventive 
therapy.

Enhanc-
ing mes-
saging of 
malaria 
preven-
tive ther-
apy in a 
video-
based 
interven-
tion.

Delivery of 
the message 
of malaria 
preventive 
therapy in 
the video.

“It’s a good 
innovation be-
cause, you know 
how people, 
especially those 
in reproductive 
age want to 
watch videos. 
You realize that 
someone can sit 
somewhere pick 
up their phone 
and watch the 
videos that they 
have on their 
phones. And 
if there is a TV, 
for example in 
the clinic or at 
home, people 
will watch it

Deliver-
ing the 
video-based 
information 
for malaria 
preventive 
therapy

Appropriate 
means of 
deliver-
ing the 
video-based 
information 
for malaria 
preventive 
therapy

Enhanc-
ing access 
to malaria 
preven-
tive 
therapy in-
formation 
among 
pregnant 
women.
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“By viewing, we are entertained but also being edu-
cated. Yah, I think it is a good innovation”. MoH offi-
cial I.
“It’s a good innovation because, you know how 
people, especially those in reproductive age want to 
watch videos. MoH official II.

Packaging and Framing of the message of malaria 
preventive therapy in the video
Respondents mentioned how to package and provide 
(message) information in the video.

Packaging information in the video
Regarding packaging, respondents suggested various 
ways of packaging the information in the video. They 
mentioned that the video should be short and concise, 
focused, engaging or edutaining, and be acted by real 
human beings.

Short, concise, and focused video
Respondents mentioned that for the video to be effec-
tive and efficient, it should be short, concise, and focused. 
This is because some people don’t concentrate for long.

“The video should have well packaged key informa-
tion. You know people’s concentration, especially for 
adults, is very short. So, the video should be short. 
For example, not be more than 5 minutes “. Obstetri-
cian II.

Other respondents were worried about having a very 
short video which could result in insufficient information 
given.

“If the video is very fast and short, people may miss 
out on some information. So, I suggest the video to 
be about 10 minutes long”. FGD lady aged_15-17yrs.
“It depends on how the information is given in the 
video. It needs actors who talk fast in about three to 
four minutes. Because, if it lasts longer, one can walk 
away before the video ends”. FGD lady aged_15-
17yrs.

Engaging or edutaining video
Respondents emphasized that the video should be able 
engage women. This can be achieved by making the video 
edutaining.

“…. but I suggest the developed video to be edutain-
ing. Because people are good at watching videos if 
the videos are entertaining. So, it should not be a 
boring video”. MoH official I.

Use of real human beings to act in the video
Respondents suggested that the video should be 
designed in the form of a play to attract attention and 
concentration.

“A play would work better, but for talking, some 
of our speeches bore. It needs something that can 
attract attention. People can be very attentive to 
watch a play” Midwife. II.

Despite mixed feelings associated with the use of real 
human beings or animations like cartoons in the video, 
most of the respondents preferred real human beings 
because it could provide an impression of reality and 
seriousness. Moreover, respondents preferred having an 
individual acting other than providing a narrative story.

“I think having someone act is the best because it 
attracts someone’s attention to watch how the story 
goes. But narrating at times may be boring. Some 
people don’t take cartoons seriously, they think car-
toons or animations are for children. But if it is a 
human talking and identifying themselves, people 
usually take it seriously “. Obstetrician I.
“…a video should use a person who can explain 
to the women and understand. That person can 
explain the benefits of swallowing the medicine for 
malaria prevention, and the consequences of not 
swallowing the medicines. And that person should 
be serious to show what happens if you swallow or 
not swallow the medicine”. FGD lady 18-24yrs.

Messaging or providing information in the video
When asked about the key messages that can be included 
or provided in the video, respondents mentioned that 
the information should include the benefits of taking and 
risks of not taking malaria preventive therapy in preg-
nancy, and instructions of taking the therapy.

Including information on the benefits of taking and the risks 
of not taking malaria preventive therapy in pregnancy
Respondents mentioned that the video should have infor-
mation emphasizing the purpose and benefits of malaria 
preventive therapy in pregnancy, and the risks of not tak-
ing the therapy.

“The video should show the real importance of tak-
ing these medicines because we always communicate 
the risks of not taking the medicine and forget to 
emphasize the purpose and benefits”. midwife I.

However, respondents mentioned that the purpose and 
benefits should be more emphasized than risks of not 
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taking the therapy. This is because over emphasizing the 
potential risks of not taking IPTp-SP or co-trimoxazole 
can cause fear in women and deter them from following 
instructions. Additionally, over focusing on the potential 
risks of not taking malaria preventive therapy can some-
times be interpreted as coercion or forcing women to 
take the drugs. Therefore, the video should be directed 
towards motivating women to take the drugs.

“….and include information that motivates or 
encourages them to take the drugs. For example, 
giving them assurance about protection of both the 
woman and the unborn baby, and being healthier 
for both the woman and the unborn baby”, Obstetri-
cian II. However, some respondents recommended 
that adequate information on the potential risks of 
not taking the drugs should be included as well.
“We can also include adverse effects of malaria in 
pregnancy such as severe anemia, miscarriage, fetal 
death, and low birth weight”, midwife IV.
“Let us also include problems like getting miscar-
riages, babies dying in womb, and mother herself 
dying. If a woman hears such problems, she can say; 
let me go and get drugs so that I don’t get problems”. 
FGD_18–24 years.

Including information on the instructions of taking malaria 
preventive therapy
Respondents mentioned that the instructions and sched-
ules of taking these medicines should be included in the 
video.

“The video should include the drugs to use, how to 
use them, and their benefits, and then the effects 
of not taking the drugs”. FGD woman aged _25-
49years.

Delivery of the message of malaria preventive therapy in 
the video
Respondents proposed practices that can be used in 
delivering the developed video to the target population. 
They mentioned the appropriate stage when pregnant 
women should start watching the video, the appropri-
ate time of watching the video, channels of watching the 
video, and places where to watch the video from.

The stage at which a pregnant woman can start watching the 
video
Many of the respondents recommended watching such 
educational videos right from preconception or early 
pregnancy and through the entire pregnancy period.

“These women should be educated about malaria 
preventive therapy right before they become preg-
nant (preconception). And the information should 
be given to them continuously on a regular basis 
throughout pregnancy”, midwife III.
“As early as we get in touch with the pregnant 
woman, we should provide them with malaria pre-
vention messages. Even if someone has not reached 
the time of starting IPTp-SP, they can be looking 
forward to that time. And remember for co-trimox-
azole, it should be started as soon as one becomes 
pregnant”. Obstetrician I.

The appropriate time, channels, and places of watching the 
video
Respondents also suggested various channels through 
which the video should be delivered. Respondents men-
tioned watching the video on television screens dur-
ing antenatal care clinics or at home and watching the 
video on phones (smart phones). However, respondents 
emphasized that the video should be aired out at all 
points where pregnant women are found especially the 
ANC and reproductive health clinics.

“Using media like the televisions, this is the infor-
mation someone can watch for example before the 
news or favorable programs, for example, women 
like soaps. You know that we have a bigger audi-
ence before the news, before the soaps and on peak of 
some programs”. Obstetrician II.

There were no noticeable differences regarding prefer-
ences to watch the video between women living with HIV 
and those without.

“I prefer watching the video on television screen at 
home because when I come to the health facility, I 
can be busy looking for health workers to work on 
me. I may not concentrate to watch the video. But 
when I am at home, I can even rewind the video sev-
eral times so that I get to understand the message”. 
FGD lady aged_18–24 years.
…. “You realize that someone can sit somewhere pick 
up their phone and watch the videos that they have 
on their phones. And if there is a TV, for example in 
the clinic or at home, people will watch it. MoH offi-
cial II.

Discussion
In this study, we aimed to obtain client and stakeholder 
opinions, attitudes, and perceptions to develop and 
design an educative video to improve knowledge and 
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uptake of malaria preventive therapy in pregnancy. This 
study revealed that strategies and actions are needed to 
improve knowledge of malaria preventive therapy among 
pregnant women such as engaging of male sexual part-
ners or treatment supporters and providing effective 
regular health education talks; pregnant women and 
key stakeholders were positive towards developing and 
designing a video-based intervention to educate women 
on malaria preventive therapy in pregnancy; a need for 
proper packaging and framing of the message of malaria 
preventive therapy in the video such as having a video 
that is short, edutaining, and focused on both benefits 
of taking and risks of not taking the malaria preventive 
therapy in pregnancy; and a need for effective means 
of delivering the video to pregnant women such as use 
of television sets to display the video at the clinic or at 
home, use of smart phones and social media, and ensur-
ing that pregnant women access or watch the video as 
soon as possible after conception. The implications of 
these findings are as below.

Strategies and actions are needed to improve knowledge 
of malaria preventive therapy among pregnant women
The current study suggests a need for engaging male sex-
ual partners and treatment supporters when educating 
women about malaria preventive therapy. This is because 
these can support the women in understanding the pur-
pose and the benefits of the therapy. The male partner 
and treatment supporter can also remind the women to 
take their medicine and, hence increasing adherence. 
Previous studies have also proposed this strategy [43, 
44]. It’s reported that male partner involvement in ANC 
services is associated with better utilization of maternal 
health service, decreased delays in making the decision to 
seek medical attention, improves material, emotion, and 
physical support, and increased likelihood of adherence 
to medical care advice [45, 46]. Therefore, more efforts 
are needed to involve male partners or treatment sup-
porters in maternal and child health services.

Provision of effective regular health education talks. 
The study revealed that there is a need for more edu-
cation talks and these talks should be effective. Many 
women don’t understand the purpose and the benefits of 
taking malaria preventive therapy, and don’t understand 
the associated risks of not taking the therapy. Other 
women may forget what they learnt previously, and poli-
cies and guidelines change overtime. Therefore, there is a 
need to have regular education talks concerning malaria 
preventive therapy during pregnancy. The importance 
of regular education talks to pregnant women has been 
reported previously [47, 48]. However, there is a need to 
ensure that these talks are effective for all categories of 
pregnant women. In LRS like Uganda, education talks 
may be ineffective due to low ratio of health workers 

to patients [28]. This study revealed that the low health 
worker to patient ratio results in inadequate sensitization 
and education of pregnant women on malaria preventive 
therapy during ANC visits; and therefore, more scalable, 
and cost-effective interventions may be needed.

Positive reactions towards developing and designing a 
video-based intervention to educate women on malaria 
preventive therapy in pregnancy
This study revealed that pregnant women and key stake-
holders were positive about the video based educational 
strategy in increasing knowledge and uptake of malaria 
preventive therapy in pregnancy. The strategy was seen 
as an innovation in the field of maternal and child health 
services. This finding was consistent with a study done 
in Ghana which showed that video job-aids were wel-
comed and effectively supported the delivery of seasonal 
malaria chemoprevention [49]. In this Ghanaian study, 
the conveyed videos enhanced learning and information 
retention. The videos also reinforced messages due to the 
fact that they could be viewed at any time and repeat-
edly [49]. Kim et al. also reported that brief video-based 
educational interventions are promising approaches in 
improving health related knowledge among the target 
population [29].

Proper packaging and framing of the message of malaria 
preventive therapy in the video
The current study emphasized a short, concise, and 
focused educative video. The study in Ghana also utilized 
short videos, which were found to be easily distributed 
on social media and thus reached many people in a short 
period of time [49]. Therefore, the current study showed 
that a short video of about 5 min maybe appropriate to 
improve knowledge and uptake of malaria preventive 
therapy in pregnancy.

Regarding the contents of the video, the current study 
showed that the video should emphasize the purpose and 
benefits of malaria preventive therapy in pregnancy and 
be edutaining. This was similar to the study conducted 
in Guinea which showed that positive messaging of the 
video content is a consensus of good practice and suc-
cessful video-based education as reflected in the WHO 
and national guidelines on malaria prevention [50, 51]. 
However, the current study also revealed that the risks of 
not taking malaria preventive therapy should equally be 
emphasized. It was mentioned that pregnant should also 
be informed about the adverse effect of malaria in preg-
nancy including miscarriage, low birth weight babies, 
and maternal or fetal death. A study among diabetic 
patients showed that patients who received negatively 
framed message showed significantly more favorable 
attitudes and perceived control toward diabetes self-care 
than those who viewed the positively framed message 
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[52]. Therefore, the video may have both the information 
about the benefits of taking malaria preventive therapy 
and information about the risks of not taking the therapy.

The study revealed that the video should consistently 
and address concerns relevant to malaria etiology and 
prevention measures. This was similar to the recommen-
dations from the Ugandan national health survey [53]. 
Relatedly, studies have also shown that highlighting and 
identifying the correct health messages in a consistent 
and repetitive manner boosts audience knowledge and 
malaria intervention uptake [49, 54].

Delivering the video-based information to pregnant 
women
The study revealed that all women of reproductive age 
should be a target for this video-based education. This 
was consistent with previous reports and World Health 
Organization recommendations [55, 56]. However, 
the findings of the current study emphasized women 
to receive this video-based education as soon as they 
become pregnant and throughout pregnancy. This was 
because malaria preventive medication like cotrimoxa-
zole needs to be taken as soon as one becomes pregnant 
and throughout the pregnancy. Additionally, all women 
should know what they are supposed to do such as tak-
ing IPTp-SP even if they are not yet in 2nd trimester. 
This strategy has been previously recommended [57, 
58]. Therefore, women may be provided with the video-
based education for malaria prevention as soon as they 
conceive.

The study revealed that the video-based education may 
be provided on television sets in maternal and childcare 
clinics as well as sexual and reproductive health clinics. 
A previous study showed that planning health messag-
ing and delivery systematically offers the chance to ful-
fill people’s actual informational demands in addition to 
creating effective communication tactics [59]. It was also 
revealed that the video can also be viewed at home on 
a television set or anywhere on smart phone. A system-
atic review showed that short video education messages 
can be repeatedly watched from anywhere [49]. There-
fore, the educative video for malaria preventive therapy 
in pregnancy may be designed to be viewed on television 
sets at clinics and home and on smart phones.

Strengths and limitations
Our study strengths include using iterative client cen-
tered processes to tailor and develop a video to improve 
knowledge on malaria prevention therapy among preg-
nant women. The study obtained data through a par-
ticipatory process from pregnant women and key 
stakeholders in maternal and child health which ensured 
triangulation and complementation of information from 
the respondents. The study included HIV negative and 

HIV-positive women as well as women of different age 
groups, which enabled us to obtain varied responses 
and representation from various categories of pregnant 
women. Our study was conducted in an urban setting 
therefore, the findings are limited to the urban popula-
tion and may not be generalized to rural communities.

Conclusions
In conclusion, pregnant women, health care workers, and 
ministry of health officials were enthusiastic and positive 
about developing and designing an educative video for 
malaria preventive therapy during pregnancy. However, 
they suggested a short edutaining video with properly 
packaged and framed information focused on both ben-
efits of taking and risks of not taking the malaria preven-
tive therapy in pregnancy. They also suggested delivering 
the video to pregnant women as soon as they conceive 
through television sets at maternal and reproductive 
health clinics and through smart phones. Data from 
this study was used to develop and design and educative 
video for malaria preventive therapy in pregnancy.
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