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Abstract 

Background:  Appropriate behaviour change with regard to safe water contact practices will facilitate the elimina-
tion of schistosomiasis as a public health concern. Various approaches to effecting this change have been trialled in 
the field but with limited sustainable outcomes. Our case study assessed the effectiveness of a novel theatre-based 
behaviour change technique (BCT), in combination with cohort awareness raising and capacity training intervention 
workshops.

Methodology:  Our study was carried out in four rural communities in the Mwanza region of Tanzania and in the 
semi-urban town of Kemise, Ethiopia. We adapted the Risk, Attitude, Norms, Ability and Self-regulation (RANAS) frame-
work and four phases using a mixed methods approach. Participatory project phase engagement and qualitative 
formative data were used to guide the design of an acceptable, holistic intervention. Initial baseline (BL) data were 
collected using quantitative questionnaire surveys with 804 participants in Tanzania and 617 in Ethiopia, followed by 
the theatre-based BCT and capacity training intervention workshops. A post-intervention (PI) survey was carried out 
after 6 months, with a participant return rate of 65% in Tanzania and 60% in Ethiopia.

Results:  The intervention achieved a significant improvement in the knowledge of schistosomiasis transmission 
being associated with poorly managed sanitation and risky water contact. Participants in Tanzania increased their 
uptake of preventive chemotherapy (males: BL, 56%; PI, 73%, females: BL, 43%; PI, 50%). There was a significant 
increase in the selection of sanitation (Tanzania: BL, 13%; PI, 21%, Ethiopia: BL, 63%; PI, 90%), safe water and avoiding/
minimising contact with infested waters as prevention methods in Tanzania and Ethiopia. Some of the participants in 
Tanzania followed on from the study by building their own latrines.

Conclusions:  This study showed that substantial positive behaviour changes in schistosomiasis control can be 
achieved using theatre-based BCT intervention and disease awareness training. With the appropriate sensitisation, 
education and stakeholder engagement approaches, community members were more open to minimising risk-asso-
ciated contact with contaminated water sources and were mobilised to implement preventive measures.
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Background
Schistosomiasis affects almost 240 million people world-
wide [1], causing 2.5 million disability-adjusted life-years 
[2] and a significantly high global burden of disease [3]. 
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The WHO endorsed the road map for neglected tropi-
cal diseases 2021–2030 [4], with the goal of achieving the 
elimination of schistosomiasis as a public health prob-
lem by 2030, and likewise for other neglected tropical 
diseases (NTDs). Barriers to achieving the elimination 
of schistosomiasis include unsafe behaviours regarding 
domestic, occupational and social water contact practices 
with contaminated sources [5], inadequate water sup-
ply and usage, lack of universal sanitation coverage and 
hygiene practices [6], partial uptake of mass drug admin-
istration (MDA) programmes [7] and lack of uptake of 
personal protective equipment for occupational water 
contact [8]. A behaviour change approach can facilitate 
the desired reduction in contamination of water sources 
through urine and faeces, change attitudes toward avoid-
ing contaminated water contact and thereby reduce 
transmission [9].

Changing human behaviours can be a challenging pro-
cess. It  requires a change in contextual (social, physical 
and personal), environmental and psychosocial factors 
which are associated with the respective behaviour, such 
as attitudes, norms and self-regulation, that are already 
entrenched in an individual or community [10]. Within 
the water, sanitation and hygiene (WASH) sector, human 
psychology serves as the basis for models promot-
ing positive and sustained behaviour change [11–14]. 
The Human-Centred Design process, which includes 
the participation of community members in the pro-
cess of co-designing a schistosomiasis behaviour change 
intervention, was applied in Tanzania [15]. Community 
involvement in designing WASH interventions for NTD 
control was piloted in Tanzania and resulted in increased 
awareness and some behavioural changes [16]. Intense 
health education and training of local volunteers to edu-
cate others has effected meaningful change in Ghana 
[17]. However, even a targeted health education interven-
tion may not guarantee the desired outcome for elimi-
nation, as seen in China, due to inadequate stakeholder 
engagement [18]. Some other behaviour interventions 
have yielded similar mixed outcomes [19–23].

The 2021–2030 WHO NTD Road Map [4] for elimi-
nation emphasises accelerating programmatic action, 
intensifying cross-cutting approaches and chang-
ing operating models and culture to facilitate country 
and local ownership of NTD programmes. The move 
toward achieving this goal will require proxy measures 
outside of MDA. The focus for behaviour change should 
therefore not only be on the individual but rather on 
the whole community. This is because the community 
structure and norms can affect individual health behav-
iours, which are at the core of achieving success in 
eliminating disease [24]. Furthermore, a combination of 
control methods is required for complete elimination of 

schistosomiasis, as in the case of Japan [8]. In combin-
ing behaviour change approaches for WASH and schis-
tosomiasis, the added complexity of the risk of water 
contact behaviour means any intervention should care-
fully consider the contextual, environmental and psy-
chosocial factors.

The aim of this study was to explore immersive theatre 
in combination with community stakeholder awareness 
building as a behaviour change strategy in schistosomia-
sis control. We adapted the Risk, Attitude, Norms, Ability 
and Self-regulation (RANAS) framework [13, 25] because 
it fitted the factors which will affect WASH and water 
contact practices. The RANAS approach to systematic 
behaviour change involves four phases: (i) to identify 
potential behavioural factors; (ii) to measure the behav-
ioural factors identified and determine those steering the 
behaviour; (iii) select corresponding behaviour change 
techniques (BCTs) and develop appropriate behaviour 
change strategies; and (iv) implement and evaluate the 
behaviour change strategies. We incorporated role play, 
specifically using the Acting for Health (AfH) theatre-
based technique as a way of highlighting these contex-
tual, environmental and psychosocial behavioural factors 
by tapping into the concept of storytelling within com-
munity nuances. This was in combination with cohort 
awareness raising and capacity training over a 5-day 
period. Storytelling has been widely used for imbibing 
moral lessons in many African cultures. To our knowl-
edge, a theatre-based BCT intervention with such an 
extensive and immersive stakeholder face-to-face contact 
duration has not been previously applied in the context of 
a schistosomiasis-WASH behaviour change assessment.

Methods
Location
Four rural communities in Tanzania and one semi-urban 
town in Ethiopia were chosen as study locations. The 
four rural communities, Kigongo, Mwakalima, Chole 
and Nyangholongo, are located along the Lake Victoria 
basin of Misungwi District, Mwanza region, northwest-
ern Tanzania. The one semi-urban town, Kemise, is the 
administrative centre of Oromia zone of Amhara region, 
Ethiopia. Kigongo is a village situated on Lake Victoria 
and is a major ferry port; Chole is a fishing village also 
on Lake Victoria; and the villages of Mwakalima and 
Nyangholongo are not situated directly on Lake Victo-
ria but are close to scattered ponds and paddy farming 
activities. Schistosomiasis is not only prevalent in Lake 
Victoria but also in paddy farms and many ponds in the 
Mwanza region. The Ethiopian town of Kemise has a 
river that flows through it, which is a source of human 
water contact.
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Study design
The four phases of the RANAS framework that were 
adapted for this study (Fig.  1) using a theatre-based 
behaviour change intervention and mixed-methods 
approach are described in detail in the following 
sections.

Phase one
Participatory project stakeholder engagement meet-
ings were held, and outcome notes were taken to inter-
pret findings from the sessions. Qualitative formative 
interviews were then carried out. Eight focus group 
discussions (FGDs) and 31 in-depth and key informant 

Fig. 1  Flow diagram of the project phases using the RANAS approach to systematic behaviour change. Abbreviations: FGDs, Focus group 
discussions; KIIs, Key informant interviews; N, number of participants; RANAS, Risk, Attitude, Norms, Ability and Self-regulation
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interviews were conducted in the four communities in 
Tanzania. Eight key informant interviews and two FGDs 
were conducted in the town in Ethiopia. Respondents 
included representative community members, local 
authority workers, regional and national governments, 
and representatives of occupational workers. A senior 
researcher or research assistant led the discussions using 
a simple topic guide (Additional file 1: Text S1), while a 
note taker managed audio recordings and took written 
notes of the meetings. Findings from the community 
meetings and emerging themes identified from the quali-
tative interviews were used to design the quantitative 
questionnaire surveys.

Phase two
Phase two comprised baseline (BL) questionnaire house-
hold surveys. In order to have a 95% level of confidence 
that the sampling for communities were within ± 5% of 
the true value for a given region, a sample size was deter-
mined after adjusting for the cluster sampling design 
and the assumed 97.5% response rate. The size was cal-
culated for each group of adult men and women accord-
ing to the demography. At BL, 804 questionnaires were 
administered in Tanzania (201 in each village) and 617 in 
Ethiopia. Questionnaires were translated into Kiswahili 
(Tanzania) and Amharic (Ethiopia). The survey questions 
and responses provided BL understanding of the knowl-
edge, attitude, practices and perceptions of schistosomia-
sis, treatment-seeking behaviour, WASH and barriers to 
adopting adequate control measures.

Phase three
Behavioural change workshops using AfH theatre inter-
ventions were implemented. The AfH methodology and 
toolsets (detailed in Additional file 1: Text S2) uses crea-
tive theatre techniques for role play, the basis of which is 
an active listening paradigm used to explore issues and 
then to draw out solutions from the workshop partici-
pants. It gives a voice to all community groups by pull-
ing from the lived experience of participants, using the 
different issues and perceptions they have around water 
contact and schistosomiasis, as well as their sense of per-
sonal responsibility, duty and agency to affect their own 
lives.

In Tanzania, two AfH workshops were held, in Mwaka-
lima and Kigongo, respectively, and one workshop was 
held in Kemise, Ethiopia. The cohort of workshop partici-
pants included community representatives, occupation-
ally exposed people (e.g. fishermen, paddy farmers and 
horse cart men), community health workers (CHWs), 
local authority workers, regional and national govern-
ment representatives, mothers from the village, stu-
dents and children (11–17  years old) (Additional file  1: 

Table  S1). The theatre intervention was based around 
five daily sessions, each lasting 3 h, from 9 am to 12 noon 
every morning for 5 days, with 16–20 workshop par-
ticipants for  each location. There were 56 participants 
involved in all three workshops.

Collaborating researchers involved in the study worked 
together with the AfH team to ensure the right messaging 
was conveyed, and translators were used to communi-
cate this in Kiswahili (Tanzania) and Amharic (Ethiopia). 
Prior to the theatre interventions, preliminary findings 
of the BL survey on behavioural factors revealed some 
awareness of symptoms of schistosomiasis. However, the 
survey also revealed gaps in understanding of the trans-
mission routes, snail hosts, life-cycle of schistosomiasis 
and control measures and, consequently, the need for 
increased awareness and education of these topics. This 
informed part of the strategy for the education during the 
theatre intervention workshops and role play rehearsals.

At the end of the workshops, the play was performed 
to the community audience, and was filmed. In Tanza-
nia, the film was shown in the other two communities, 
Chole (the viewing centre) and Nyangholongo (open air 
screening). The film was used as an awareness creation 
intervention in these two communities and as a means of 
measuring the impact of watching a local video produc-
tion compared with watching a live dramatisation sketch 
by known community members or familiar faces. Like-
wise, the potential cost savings on disseminating films 
when compared to live performances. The film could 
also serve as an advocacy tool by stakeholders. Over 
750 people, including children, watched the final perfor-
mances of the play in the three locations, with 122 peo-
ple, including children, watching the film in Chole (37) 
and Nyangholongo (85). Selected images from the inter-
vention workshops are shown in Additional file 2: Figure 
S1. A sample of scenes from a complete drama sketch 
is shown in Additional file  1: Text S2 along with links 
to video recordings of the workshop sessions and films. 
The cohort of workshop participants who were local to 
the community made individual plans for peer and com-
munal dissemination of the information learned at the 
workshops, thereby serving as community champions 
(Additional file 1: Table S1).

Phase four
Phase four consisted of post-intervention (PI) question-
naire household surveys. A gap of 6 months was allowed 
between workshop implementation and the PI survey to 
give the cohort participants enough time for informal 
community health and peer education. This time period 
was considered to be sufficient to give an indication of 
any intervention impacts. It also reduced the likelihood 
of data collection being associated with the intervention 
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in the minds of participants and the associated risk of 
reactivity or respondent bias. In Tanzania, there was a 
participant return rate at the post survey of 83% (669/804 
participants), of whom 65% (522/804) were successfully 
matched to the BL demographic data and ID numbers. In 
Ethiopia, the local security situation hindered the ability 
of data collectors to reach some participants during the 
PI survey. However, there was still a participant return 
rate of 70% (430/617 participants), of whom 369 (60%) 
were successfully matched to the BL data.

Community grouping design
To effectively assess any changes from BL attributed to 
the interventions, community respondents at the post 
survey were divided into four groups in Tanzania. Given 
the nature of a large community setting where people 
were going about different daily activities, and where 
live plays and films were to be aired in public areas to 
the whole village, it was difficult at the planning stage 
to fit respondents into groups. Therefore, there was 
no enforcement on who should belong to which group. 
Rather, the groups were allowed to form organically. The 
questions used to indicate who belonged to which inter-
vention group were included at the end of the question-
naire to reduce the level of bias which could be attributed 
by being asked those questions at the start. The choice of 
measure for behavioural outcomes requires careful atten-
tion as there may be many reasons why self-reporting is 
not a valid measure of actual behaviour [26]. To ensure 
we were not asking leading questions and to avoid the 
participants telling us what they thought we wanted to 
hear, and not the actual truth, we confirmed and vali-
dated survey responses of reporting positive change 
by using an open-ended question to ask how behaviour 
had actually changed. This further allowed for careful 
appraisal of whether the expected cause-effect linkage 
occurred.

Due to security challenges in Kemise, Ethiopia which 
started during the period of the research, detailed fol-
low-up plans involving the select community workshop 
cohort could not take place and, consequently, the group-
ing was not applied. However, the workshop cohort from 
the Health Centre made plans to deliberately include les-
sons learnt around schistosomiasis knowledge and trans-
mission into their general health awareness delivery plan.

Data analysis
Audio recordings from qualitative interviews were tran-
scribed and translated into English. Transcripts were 
entered as a Word document to facilitate text searching, 
coding and analysis. Three researchers used a word-by-
word analysis to identify and categorise explanations 
and classify the overarching themes from transcripts 

into memos [27]. A combination of preset themes identi-
fied from the findings of the participatory project phase 
meetings and emergent categories from the qualitative 
data were used. Two of the researchers reviewed the 
memos and developed a coding framework using an iter-
ative process. One researcher coded the memos to ensure 
relevant themes were discussed and included in the BL 
questionnaire and in the intervention workshops.

Questionnaire responses were entered into Excel 
(Microsoft Corp., Redmond, WA, USA) spreadsheets and 
translated into English. Quantitative data analysis was 
carried out using the statistical software package StataIC 
16.1 (StataCorp LLC, College Station, TX, USA). As 
there was a mix of WASH- and schistosomiasis-related 
water contact behaviours, we applied standard percent-
age change and paired t-tests to evaluate changes from 
BL to PI survey, instead of the regular RANAS doers and 
non-doers evaluation. This modification was more suited 
to the schistosomiasis and wider NTD sector, and more 
practical for the large number of participants involved. 
We applied the Pearson Chi-square test to determine the 
effect of gender, age and educational level on the results 
for Ethiopia and Tanzania. The Pearson Chi-square test 
was also used to assess the impact of participating in the 
different intervention groups in Tanzania.

Results
Participatory project phase and qualitative formative 
findings
During the participatory sessions, important themes on 
risk awareness, attitude, perceptions and understanding 
began to emerge within the context of their lived expe-
riences. These included problems associated with schis-
tosomiasis misconceptions and stigma; religious and 
traditional reasons for bathing in contaminated rivers; 
distance to accessing health services; schistosomiasis 
being believed to be part of the male adolescent growth 
phase; using alternative traditional medicine; among oth-
ers. There was a general awareness of the symptoms of 
schistosomiasis. However, in both Tanzania and Ethio-
pia there was a gap in participants’ understanding of the 
transmission routes, life-cycle of schistosomiasis and 
control measures.

The qualitative KII and FGD findings further revealed 
that many participants were aware of the existence of 
schistosomiasis in their communities and correctly 
pointed out some schistosomiasis symptoms, such as 
passing blood in urine, in the case of Schistosoma haema-
tobium infection. Generally, the disease was viewed as a 
routine part of their life and a cause for poor health in 
children. Many interviewees also complained about lack-
ing clean water sources in their local settings, not neces-
sarily because of schistosomiasis, but in terms of other 
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waterborne diseases, including cholera, diarrhoea and 
amoebic dysentery. Again, there were gaps in partici-
pant’s awareness and understanding of the disease trans-
mission routes, the life-cycle, the preventive and control 
measures associated with sanitation and risky water con-
tact behaviours with contaminated water bodies. Exam-
ples of responses and narrative quotations are shown in 
Table  1 (more quotations are given in Additional file  1: 
Table S2).

Play versus film audience survey
The audience who watched both the play and film for 
the same drama sketch, learnt several lessons. However, 
the themes mentioned by the interviewees differed in a 

few categories, for example on water contact, as shown 
in Table 2. This might be attributed to the roles of some 
characters being played by community members, which 
shifts the attention more to particular themes.

Quantitative BL versus PI questionnaire survey
The demographic characteristics of participants at BL 
and PI are shown in Table  3. The information captured 
gender, age and educational level of participants.

Complete results of the BL and PI surveys are given 
in Additional file  1: Table  S3 (Tanzania) and Additional 
file  1: Table  S4 (Ethiopia) and are summarised below 
using the adapted RANAS framework factors.

Table 1  Emergent themes and narrative quotations from focus group discussions used to explore schistosomiasis knowledge, 
attitude and perception of risks, transmission and control measures

FGDs Focus group discussions, UTI urinary tract infection

Themes Narrative quotations

Attitude and perceptions on risks and severity Female FGD: “The most common health problem which disturbs our community is bilharzia, children 
several times pass blood during urination.”; “We can rank malaria, there is typhoid and UTI and bilharzia 
disease followed.”
Male FGD: “I suffered from this disease when I was in standard one until I reached standard five. I was 
suffering from stomach pain and discharging blood in the urine, also pain during urination.”; “I was very 
sick but by the time when I was 15 years the disease stopped, and I was not urinating blood anymore.”; 
“I know at the time I was at school we were taught that water from the rivers is safe because they are 
flowing water because they flow with the bacteria in it. We were taught that any flowing water is safe.”

Knowledge on transmission Female FGD: “For us women, when we urinate, we use to squat so when an infected person has urinated 
and another goes to squat and urinate there, she may acquire bilharzia because the bacteria have 
steam which enables them to come up to you and can be transmitted that way.”; “Bilharzias can be 
caused by sexual intercourse. If one partner has it, he/she can transmit to the other.”
Male FGD: “In the past schistosomiasis was spreading through clans.”; “If I have schistosomiasis and I have 
a wife, when I give birth to children, they will surely have it, that’s how it was. When you give birth to 
the children, after they have grown up they will start urinating blood because I had it. If the father has 
it then even the children must have.”; “You would find someone is eating food with too much salt, then 
you would find he is acquiring that disease.”

Treatment-seeking behaviour Female FGD: “Many people don’t know that bilharzia can be treated in the hospital so they use tradi-
tional medicines.”; “In the programme of distributing medicines at schools, it is until the parents are 
educated about these medicines, because some of the parents refuse and complain that the children 
will die. If they will be educated, the system will be continuous.”
Male FGD: “Some children who have been given tablets without being tested and maybe had allergy 
and the drug severely affected them, while others are losing consciousness, others get this rashes and 
this causes parents to prevent their children to go to school when they hear that pupils will be given 
tablets.”; “Adults are not included in free drugs distribution.”

Control Female FGD: “There isn’t any way for preventing bilharzia so that you won’t acquire it again, only the 
medicine will help prevent that disease. I don’t see any other way simply because if we could have 
done something before then we wouldn’t be suffering from bilharzia.”
Male KII: “I think that the best way is toilets. This way will also protect us from so many things, and it will 
be treatment for curing many diseases affecting the stomach. For that reason, I support this method, in 
fact it would be the first of all from other methods.”; “In order to eliminate schistosomiasis, government 
must construct water infrastructure to reduce the number of people who are going to the lake.”

Self-regulation and responsibility Male FGD: “For the side of farmers, I am asking government to think and look to minimise the price of 
those equipment which protect people from acquiring bilharzia. For example, as I am speaking if you 
come to Moshi and enquire. I should wear long gloves and other things. I went to the agriculture inputs 
shop and found those waterproof gumboots which their size reach here and are tight, and that raincoat 
which is made of plastic to prevent water penetration, and they told me total price is 360,000 shillings. I 
have five youths, including me we are six, how can I afford that cost to protect ourselves from bilharzia.”
Female FGD: “I can contribute 5000 shillings per month for water service.”; “According to my financial 
capacity I can contribute 3000 shillings per month.”
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Risk factors (Knowledge and awareness of the danger 
of schistosomiasis)
Table  4 shows results by respondents in Tanzania and 
Ethiopia on understanding the risks, severity and dan-
ger of schistosomiasis. In Tanzania, at PI, there was an 
increased awareness of the danger of schistosomiasis by 
the male respondents compared to the female respond-
ents (Additional file  1: Table  S3). However, the female 
respondents had a higher baseline awareness of the risk 
factors for the disease. On the other hand, in Ethiopia 
(Additional file  1: Table  S4), the baseline awareness of 
male respondents was higher compared with female 
respondents. Also, the younger the respondent the less 
dangerous they ranked schistosomiasis.

Attitude factors (Treatment‑seeking behaviour)
Table 4 shows that there was an increase, in Tanzania, of 
respondents—or their children—who had been treated 
for schistosomiasis at PI. The significant increase was 
linked to a shift at both the gender (P = 0.0001) and edu-
cational levels (P = 0.003) (Additional file  1: Table  S3). 
Male respondents were more likely than female respond-
ents to seek hospital treatment, with the former who had 
accepted medication increasing from 56% to 73% at PI, 

while female respondents who had accepted medication 
increased from 43 to 50%. Those who had achieved pri-
mary educational level and above showed an increased 
acceptance of medication PI, while acceptance did not 
increase among those with no education at all. In Ethio-
pia, the older the respondent the more likely they would 
seek treatment in a drug store instead of a medical centre.

Norm and contextual factors (Community control 
and prevention of schistosomiasis)
Selected prevention or control measures at BI and PI are 
shown in Fig.  2. In Tanzania (Fig.  2a; Additional file  1: 
Table  S3), educational level had a significant effect on 
responses. The lower the educational level, the less likely 
the respondent was to suggest the provision of safe water 
sources (BL: P = 0.011; PI: P = 0.0001); a similar response 
was seen for minimising water contact (BL: P = 0.0001; 
PI: P = 0.0001). Regarding MDA, those with no education 
and those with the first-cycle primary level rated it higher 
than those with second-cycle primary level and above 
(P = 0.0001). Critically, the realisation of transmission 
being linked to sanitation resulted in more respondents 
taking responsibility and paying for building their latrines 
(BL: 10%, PI: 41%). In Ethiopia, at baseline, MDA was 

Table 3  Demographic characteristics of survey respondents in Ethiopia and Tanzania

Values in table are given as the number (n) with the percentage in square brackets
a Education variables for both countries are based on the accepted national standards

Demographic characteristics Ethiopia Tanzania

Baseline, N = 617
n [%]

Post intervention, 
N = 426
n [%]

Baseline, N = 804
n [%]

Post 
intervention, 
N = 669
n [%]

Gender

 Male 329 [53] 224 [53] 379 [47] 322 [48]

 Female 288 [47] 202 [47] 425 [53] 347 [52]

Age, years

 15–24 139 [23] 43 [10] 83 [10] 77 [12]

 25–34 231 [37] 112 [27] 229 [29] 137 [20]

 35–44 116 [19] 118 [28] 210 [26] 146 [22]

 45–54 80 [13] 86 [20] 220 [27] 177 [26]

 55+ 51 [8] 61 [14] 62 [8] 132 [20]

No response recorded – 6 [1] – –

Educational levela

Unable to read & write 161 [26] 129 [30] 140 [17] 140 [21]

Only able to read and write 47 [8] 59 [14] – –

1st cycle primary (grade 1–4) 49 [8] 30 [7] 108 [13] 87 [13]

2nd cycle primary (grade 5–7) 164 [26] 77 [18] 461 [58] 368 [55]

Secondary education (grade 1–6) 128 [21] 50 [12] 87 [11] 69 [10]

Preparatory education 24 [4] 30 [7% – –

University degree 44 [7] 21 [5] 8 [1] 5 [1]

No response recorded - 30 [7] – –
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considered the preferable option due to the dominance of 
MDA campaigns to date (Fig. 2b). PI, there was a notable 
switch to safe water, minimising water contact and dis-
posal of urine/faeces in toilets.

Ability and contextual factors (Water contact behaviours)
The main reason respondents used infested water sources 
for domestic, recreational and occupational needs in Tan-
zania (Additional file 1: Table S3) was because these were 
the only available sources (BL: 35%; PI: 67%). Respond-
ents in Tanzania (BL: 94% and PI: 94%) and Ethiopia (BL: 
99%, PI: 94%) were willing to avoid/minimise all existing 
contact with contaminated water sources if they had an 
alternative clean source. In Tanzania, age or gender did 
not influence choices, but educational level had some 
influence PI (P = 0.018), with those having a primary-
level education and higher (94–100%) saying yes com-
pared to those not educated at all (86%).

Self‑regulation and contextual factors (Responsibility)
As shown in Additional file  1: Tables S3 and S4, the 
majority of respondents in both Ethiopia and Tanza-
nia supported their respective government overseeing 
the installation of water infrastructure for the control of 
schistosomiasis (Ethiopia, BL: 67%, PI: 76%; Tanzania, 
BL: 71, PI: 72%). In Ethiopia, the intervention increased 
a belief in the potential and need for community-led ini-
tiatives in maintaining installed water infrastructure (BL: 
41%, PI: 59%). At the same time, the percentage of those 

who opted for government to maintain water infrastruc-
ture decreased (BL: 47%, PI: 18%). This switch was pri-
marily driven by male respondents. The opposite trend 
was observed in Tanzania, where PI, there were more 
respondents who supported the government being the 
sole entity responsible for the maintenance of water 
infrastructure (BL: 13%; PI: 57%) and to a lesser extend 
individual users (BL: 4%; PI: 19%).

Effect of intervention groupings on overall attitude 
and behaviour (Tanzania only)
In Tanzania, the composition of the intervention groups 
is shown in Table  5. The intervention groupings were 
allowed to form organically which led to groups with 
different sizes. However, this did not affect the compa-
rability of results between those respondents who partic-
ipated in one or more forms of the intervention (groups 
1–3) and those who did not have any form of interven-
tion (group 4, serving as the control group).

At PI, a respondent’s participation in one or more 
forms of the intervention (groups 1–3) had a higher 
positive impact compared to those who did not have any 
form of intervention (group 4), as shown in Additional 
file  1: Table  S3. Those who participated in groups 1–3 
were more likely to mention water contact as a mode of 
transmission (96–100%) compared to those in group 4 
(91%) (P = 0.023). Participants in groups 1–3 were more 
likely to seek hospital treatment and accept medication 
(61–76%) compared to those in group 4 (58%), although 

Table 4  Summary of questionnaire survey results at baseline and post intervention for risks and treatment seeking

a Values in table are given as the percentage of baseline respondents
b Values are given as percentage of post-intervention survey respondents
c Paired t-test, P value

Questionnaire survey questions Tanzania (N = 522) Ethiopia (N = 369)

Yes, as selected 
optiona

BL [%]

Yes, as selected 
optionb

PI [%]

 P valuec Yes, as selected 
optiona

BL [%]

Yes, as selected 
optionb

PI [%]

P valuec

Schistosomiasis affects both children & adults? 88 95 0.0003 75 83 0.0048

Do you think schistosomiasis is dangerous? 0.0002 0.0219

 Very dangerous 46 51 50 66

 Dangerous 43 45 44 27

 Slightly dangerous 9 4 4 3

 Not dangerous 2 0 2 4

Where is the right place to seek treatment? 0.0006 0.0195

 Health facility/centre/hospital 95 99 95 98

 Drug shop 3 1 4 2

 Traditional healer 1 0 1 0

 Other 1 0 0 0

Have you or your child ever been treated for schisto-
somiasis before?

49 61 0.0000 27 – –
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the difference was not significant (P = 0.167). Safe water 
was mentioned by 78–85% of those in groups 1–3 and 
by 68% of those in group 4 (P = 0.037). Similarly, those in 
groups 1–3 were more likely to mention sanitation com-
pared to those in group 4 (p = 0.044). Furthermore, those 
in groups 1–3 were more likely to say their behaviour, 
attitude or understanding of schistosomiasis, transmis-
sion and prevention had changed (83–92%) compared to 
those in group 4 (61%) (P = 0.0004), as shown in Table 6.

Age, gender and educational level did not have any sig-
nificant effect on the responses of the groups. However, 
it should be noted that the 61% in group 4 represents 30 

out of the 49 respondents who responded to the question, 
from among the total of 382 participants in the group. 
The 249 participants in groups 1–4 who answered yes to 
changing behaviours were further asked to explain the 
one or two ways in which their behaviour had changed; of 
those asked, 80% provided open-ended responses to back 
their claim (Table 6). Interestingly, 20% mentioned they 
had learnt much without saying anything specific, and we 
can possibly assume they had not actually changed their 
behaviour, or they could not think of what to say when 
put on the spot. The evaluations in this respect therefore 
accounted for active psychological, social and physical 

Fig. 2  Responses on schistosomiasis control and prevention measures at BL and PI and percentage of respondents (y-axis). a Tanzania, b Ethiopia. 
Abbreviations: BL, Baseline; PI, post-intervention survey
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environmental changes associated with the intervention 
[26].

Discussion
We observed some differences between gender and edu-
cational levels in the study outcomes. For example, at 
the PI survey in the Mwanza (Tanzania) villages, males 
were more likely to seek hospital treatment, and the 
number of those who had accepted and taken medica-
tion had increased significantly compared to females. 
This observation is not unique to this study as similar 
outcomes have been observed in previous MDA pro-
grammes [28–30]. Our results indicate a direct relation-
ship between educational level and awareness of control 
and prevention of schistosomiasis, topics which were 

discussed during the interventions. Overall, the interven-
tion increased the awareness of schistosomiasis risks and 
addressed some of the issues needed to reduce its trans-
mission. However, there is still the need for a concerted 
effort within the NTD community to improve under-
standing of the gender gap and to design interventions 
which specifically reach women as well as those with no 
education.

Effective stakeholder involvement of community 
groups in behaviour approaches can provide a sustained 
and resilient system [31]. Participatory learning by the 
selected cohort in Mwanza and their subsequent com-
mitment to be community champions of the interven-
tions ensured that the learnings and gains from  the 
workshops were sustained and maintained amongst the 

Table 5  Breakdown of intervention groups in Tanzania

a Groups 1–3 included respondents who participated in one or more forms of the intervention; group 4 included respondents who did not have any form of 
intervention (control group)

Groupingsa Description Village/Number of respondents at post intervention

Kigongo Mwakalima Chole Nyangholongo Total

Group 1 Those who viewed the play (drama/film) and have had some follow-up dis-
cussions with either the community health workers, other workshop cohort 
or through attending a community group meeting

44 51 5 4 104

Group 2 Those who viewed the play but have not had any follow-up discussions 0 5 2 6 13

Group 3 Those that did not view the play but have had some follow-up discussions 
on schistosomiasis with either the community health workers, other work-
shop cohort or through attending a community group meeting

72 43 20 35 170

Group 4 (control) Those that did not view the play and have not had any follow up discussions 
(which served as control group)

50 84 132 116 382

Total 166 183 159 161 669

Table 6  Summary of results on reported changed behaviour

Values in table are given as the percentage of respondents, with the number in parentheses
a Nothing specific was mentioned and, therefore, no change was assumed

Group 1 Group 2 Group 3 Group 4 Total

Has your behaviour and attitude changed as a result of this interventions? Response = Yes 
(P value = 0.0004)

84% (71) 92% (12) 83% (136) 61% (30) 80% (249)

How has your behaviour changed? (Taken from open-ended responses)

I have built a latrine and use it and I no longer openly defecate or urinate 38% (27) 58% (7) 30% (41) 27% (8) 33% (83)

I now use clean water from closed well, tube well, rainwater harvesting 56% (40) 42% (5) 49% (67) 60% (18) 52% (130)

I am no longer bathing or swimming in lake or pond 14% (10) 25% (3) 15% (20) 30% (9) 17% (42)

I have stopped my children from playing or swimming in lake or pond 11% (8) 8% (1) 9% (12) 17% (5) 10% (26)

I now take medication 6% (4) 0 (0) 4% (5) 0 (0) 4% (9)

I have learnt mucha 17% (12) 8% (1) 24% (32) 20% (6) 20% (51)

I use gumboots 1% (1) 8% (1) 3% (4) 3% (1) 11% (7)

Has your behaviour and attitude changed as a result of this interventions? Response = No 16% (14) 8% (1) 17% (28) 39% (19) 20% (62)

Any reason why your behaviour has not changed? (From open-ended responses)

I have not changed because we still have the same contaminated water source 79% (11) 100% (1) 89% (25) 26% (5) 68% (42)

I have not changed because of my work 0 (0) 0 (0) 11% (3) 0 (0) 5% (3)
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participants. The planned educational strategy using 
peer learning was successful in the community. The par-
ticipants reinforced and put into practice the knowledge 
gained during the intervention workshops, for example 
by distributing flyers (Additional file 2: Figure S2), form-
ing school health clubs and raising awareness during vil-
lage meetings. A high number of respondents from the 
intervention groups were recorded in the PI survey, and 
these respondents also showed a better understanding of 
the disease. Both outcomes are a testament to the volun-
tary work carried out by the cohort community cham-
pions and their commitment, as well as a legacy of our 
interventions, which were a first step in facilitating this 
community change. Similarly, in Kemise, many respond-
ents had heard about the transmission of schistosomia-
sis from the health centre, another indication that the 
cohort participants from the community health centre 
had applied the inclusive teaching they had pledged dur-
ing the intervention workshops.

Using community champions is one strategy for finding 
strengths and building capacities for improvement [32]. 
However, behaviour change can only be effective when all 
infrastructure for change is in place. Safe water provision 
was not an issue for Kemise respondents in terms of per-
ceived problems, or water being a barrier to control and 
eradication. This was most likely because the majority of 
this semi-urban town (approx. 80%) already have pipe-
borne water. On the other hand, safe water was a huge 
barrier for the rural Mwanza villages. These communi-
ties had no water infrastructure in place at the time of the 
survey and this situation has not changed; consequently, 
we cannot determine some of the changes in behaviour 
that could or would have taken place. Nevertheless, the 
positivity in making some informed changes by the com-
munity demonstrated an intention and willingness to 
change [13]. For example, the numerous observed and 
reported numbers of household latrines recently built, 
the increased uptake of preventive chemotherapy and the 
willingness to learn about the transmission and preven-
tion of schistosomiasis, are all positive steps.

During the intervention, we were mindful of socio-
cultural, religious, economic and/or historical reasons 
for having contact with contaminated river, lake or pond 
water, and we consciously avoided any blame game. In 
Kemise for example, the spiritual cleansing with river 
water during the thirteenth month of “Pagume” could 
have influenced why some respondents would still not 
avoid infested waters, especially since the PI question-
naires were completed near the time of the celebrations. 
Therefore, for behaviour to change, people’s mind-
sets must first change [25]. When knowledge is acti-
vated in the mind, beliefs and emotions rise to the fore, 
and an intention to perform a particular behaviour 

emerges, eventually resulting in observable behaviour 
[25]. Individual behaviour can also be encouraged or 
constrained by the community norms and behaviour of 
families, social groups, communities, organisations and 
policy-makers [24]. For the global NTD-WASH sector 
to achieve the desired behaviour changes, a total systems 
approach and multisectoral coordination are needed. 
These initiatives will involve a country’s national, local 
and community leaders in order to be able to tackle all 
socio-economic and other barriers to change, as shown 
in the WHO Road Map [4].

The intervention contributed to a large extent in chang-
ing  awareness and attitudes toward infrastructural and 
behavioural actions which serve as preventive measures 
for schistosomiasis. In the case study villages in Mwanza, 
there was a shift toward holding the government respon-
sible for the provision of water infrastructure. In this 
respect, our study has raised the awareness of citizens 
and mobilised them to recognise their basic human right 
to free access to clean water from the state. Perhaps this 
is what is needed now for NTD-WASH and would set a 
precedent for transformative investments in safe water by 
low- and middle-income countries (LMIC) states toward 
using utility-scale service models [33]. Water provision 
for the poor should be seen as a service. For too long, it 
has often been treated as a product, resulting in many 
low-cost household water treatment measures, if used 
at all or even if used correctly, still failing to reach meas-
urable human health benefits [33–35]. Moreover, schis-
tosomiasis requires safe water for complete household 
domestic use and not just for drinking water. Providing 
centralised or decentralised state-subsidised utility-scale 
water service is expensive, but a price ultimately worth 
paying. Historically, universal access to water has only 
been possible with utility services [33], and this looks 
like the most suitable option for ensuring sustained water 
contact behaviour change toward eliminating schistoso-
miasis as a public health concern.

Limitations
At the PI survey, the return rate for responses could have 
been better and would have been improved with more 
rigour in ascertaining the BI participants. The use of ethi-
cal biometric data capture could be one way forward for 
BI and PI or endline survey studies.

There were a few misunderstandings in knowledge 
which cut across all participants regardless of whether 
they participated in an intervention or not. For exam-
ple, many participants mentioned water contact as well 
as drinking dirty water causing schistosomiasis, prob-
ably because they were still informed not to drink dirty 
water. Nevertheless, the knowledge that skin contact 
causes the disease had increased. Again, we assumed the 



Page 13 of 15Sule et al. Parasites & Vectors          (2022) 15:301 	

notable switch on selecting preventive chemotherapy as 
a control measure reflected participants’ understand-
ing of the importance of other integrated control meas-
ures, but this may not be so. The importance of MDA in 
decreasing morbidity and excreted eggs should always be 
emphasised as a benefit to decrease transmission. There 
is still scope for fine-tuning interventions to ensure deliv-
ery of the right knowledge messaging and ensuring this 
filters down correctly. The interventions are best viewed 
as an iterative process, with each iteration drilling down 
further into the root drivers of behaviour, and each one 
building on the previous.

A survey and observation of the community-based 
cohort participants at 16  weeks showed that 90% were 
still involved in disseminating what they had learned at 
the workshops. These community champions had faced 
a few challenges in educating peers, especially in terms of 
having the right answers to posed questions. This could 
have been avoided with a better planned follow-up train-
ing process and printed materials in place.

Conclusions
The AfH theatre BCT and capacity training interven-
tion workshops described in the present study were 
successful in building relationships with the local com-
munity and for engagement with people in Tanzania 
and Ethiopia. This study demonstrated that a theatre-
based BCT can be an effective tool for communicat-
ing sustainable behavioural change messages, creating 
dialogue, bridging the gap and untangling the issues of 
mistrust and misconceptions. Participants were able to 
rethink problems from a different viewpoint in an inter-
active, immersive and non-prescriptive way, and were 
given a voice to share their lived experiences. There was 
a significant increase in the awareness of the transmis-
sion of schistosomiasis amongst participants, leading to 
positive community changes and commitments. With 
appropriate sensitisation, mobilisation, education and 
engagement approaches, people were more open to 
minimising risk-associated contact with contaminated 
water sources, using alternative, improved water sup-
plies and practicing adequate sanitation and hygiene 
and, thereby, creating lasting behaviour change needed 
to ensure long-term sustainability. Our study contrib-
utes to the existing body of literature on behaviour 
change interventions in sustaining positive health out-
comes. Our recommendation is for all NTD interven-
tions using preventive chemotherapy and/or WASH 
to include raising awareness and knowledge around 
transmission, prevention and long-term morbidity. The 
COVID-19 pandemic has highlighted the importance of 

individuals understanding how to minimise risk of 
exposure, just  as much so understanding the symp-
toms and medical treatments available post-infection; 
and the same is certainly true for schistosomiasis.

Abbreviations
AfH: Acting for health; BCC: Behavioural change communication; BCT: 
Behaviour change technique; BL: Baseline; CHWs: Community health workers; 
FGDs: Focus group discussions; KIIs: Key informant interviews; LMIC: Low- and 
middle-income countries; MDA: Mass drug administration; NTDs: Neglected 
tropical diseases; PI: Post intervention; RANAS: Risk, Attitude, Norms, Ability 
and Self-regulation; WASH: Water, sanitation and hygiene.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s13071-​022-​05421-5.

Additional file 1: Text S1. Qualitative interviews and focus group discus-
sions topic guide and questions. Text S2. Acting for Health methodology. 
Table S1. Intervention workshop cohort and drama and film audience 
survey responses. Table S2. Emergent themes and narrative quotations 
from formative qualitative findings. Table S3. Quantitative questionnaire 
survey results for baseline and post intervention for Tanzania. Table S4. 
Quantitative questionnaire survey results for baseline and post interven-
tion for Ethiopia. 

Additional file 2: Figure S1. Some selected images from intervention 
workshops. Figure S2. Flyer with life cycle, transmission and control in 
Tanzania

Acknowledgements
We acknowledge the support of: National Institute for Medical Research NIMR 
Mwanza Centre and Africa Centre of Excellence for Water Management, Addis 
Ababa University for planning and logistics; the local authorities of Kemise 
and Misungwi district, Mwanza for permission to conduct the study in their 
communities; translators (Dr. Jane Maganga in Tanzania and Tsion Molla in 
Ethiopia); AfH technical assistants (Abdullah Aziz Bhatti and James Burton); 
other Water Infrastructure for schistosomiasis Endemic Region (WISER) project 
team members, data collectors from Tanzania and Ethiopia, village leaders 
and individual community members for cooperation during the intervention 
and data collection. We acknowledge the support of GCRF Water Security and 
Sustainable Development Hub, for the time provided during paper write-up 
by the first author.

Author contributions
MNS: conceptualisation, data curation, formal analysis, investigation, meth-
odology, validation, writing—original draft, writing—review and editing. JM: 
conceptualisation, data curation, investigation, methodology, writing—review 
and editing. TES: conceptualisation, data curation, investigation, methodology, 
writing—review and editing. SMK: conceptualisation, funding acquisition, 
supervision, writing—review and editing. CS: formal analysis, validation, writ-
ing—review and editing. KR: methodology, writing—review & editing. AD: 
methodology, writing—review & editing. MC: methodology, writing—review 
& editing. EB: data curation, writing—review & editing. TA: methodology, data 
curation, writing—review & editing. FZB: funding acquisition, supervision, 
writing—review and editing. MRT: conceptualisation, funding acquisition, 
methodology, supervision, writing—review & editing. All authors read and 
approved the final manuscript.

Funding
This research is funded by the Engineering and Physical Sciences Research 
Council (EPSRC) Global Challenges Research Fund (GCRF) via grant reference 
EP/P028519 (MNS, JM, TI, SMK, CS, EB, TA, FZB, MRT). The funders had no role in 
study design, data collection and analysis, decision to publish, or preparation 
of the manuscript.

https://doi.org/10.1186/s13071-022-05421-5
https://doi.org/10.1186/s13071-022-05421-5


Page 14 of 15Sule et al. Parasites & Vectors          (2022) 15:301 

 Availability of data and materials
The authors confirm that all data underlying the findings are fully available 
within ethical considerations. All relevant data are within the paper and its 
supplementary information files.

Declarations

Ethics approval and consent to participate
Ethical approval for the study was granted by Imperial College Research 
Ethics Committee (ICREC/SETREC No 18IC4814), Tanzania Ministry of Health, 
Community Development, Gender, Elderly and Children (reference NIMR/
HQ/R.8a/Vol.IX/2610) and the College of Natural and Computational Science 
Institutional Review Board committee of Addis Ababa University Ethiopia (No. 
IRB/033/2018). Permission was obtained from Mwisingwi District Council, 
Tanzania, Oromia Zone in Amhara Region, Ethiopia, and community leaders. 
Informed consent was obtained from each participant. For the role play, 
before consent and permission were obtained, it was explained to all partici-
pants that the local and national authority could use recorded film clips as 
an advocacy tool. Each participant was informed of their right to withdraw at 
any time without any reason or warning. Participants for questionnaire survey, 
key informant interviews and focus group discussions were provided with a 
unique identifying number, and the data were anonymised.

Consent for publication
Consent was obtained for publication from each participant.

Competing interests
Acting for Health (AfH) was founded by Kamran Rafiq, Alex Dower and Mari-
anne Comparet. They developed the ‘Acting for Health’ methodology used in 
the study and consequently reviewed the draft of the manuscript to ensure 
correct reflection of their methods. AfH had no role in data collection and 
analysis, or decision to publish.

Author details
1 Department of Civil and Environmental Engineering, Imperial College Lon-
don, London, UK. 2 Cranfield Water Science Institute, School of Water, Energy 
and Environment, Cranfield University, Bedford, UK. 3 School of Geography 
and the Environment, University of Oxford, Oxford, UK. 4 National Institute 
for Medical Research, Mwanza Centre, Mwanza, Tanzania. 5 Africa Centre 
of Excellence for Water Management, College of Natural and Computational 
Sciences, Addis Ababa University, Addis Ababa, Ethiopia. 6 Acting for Health, 
London, UK. 

Received: 4 March 2022   Accepted: 29 July 2022

References
	1.	 WHO. Schistosomiasis fact sheet. 2022. https://​www.​who.​int/​news-​room/​

fact-​sheets/​detail/​schis​tosom​iasis. Accessed 21 Jul 2022.
	2.	 Hay SI, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F, et al. 

Global, regional, and national disability-adjusted life-years (DALYs) for 333 
diseases and injuries and healthy life expectancy (HALE) for 195 countries 
and territories, 1990–2016: a systematic analysis for the Global Burden of 
Disease Study 2016. Lancet. 2017;390:10100.

	3.	 Vos T, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F, et al. 
Global, regional, and national incidence, prevalence, and years lived with 
disability for 328 diseases and injuries for 195 countries, 1990–2016: a 
systematic analysis for the Global Burden of Disease Study 2016. Lancet. 
2017;390:10100.

	4.	 WHO. Ending the neglect to attain the Sustainable Development Goals: a 
road map for neglected tropical diseases 2021–2030. 2020. https://​apps.​
who.​int/​iris/​bitst​ream/​handle/​10665/​332094/​WHO-​UCN-​NTD-​2020.​01-​
eng.​pdf?​ua=1. Accessed 12 Jun 2020.

	5.	 Person B, Ali SM, A’Kadir FM, Ali JN, Mohammed UA, Mohammed KA, et al. 
Community knowledge, perceptions, and practices associated with uro-
genital schistosomiasis among school-aged children in Zanzibar, United 
Republic of Tanzania. PLOS Negl Trop Dis. 2016;10:e0004814.

	6.	 Grimes JE, Croll D, Harrison WE, Utzinger J, Freeman MC, Templeton MR. 
The roles of water, sanitation and hygiene in reducing schistosomiasis: a 
review. Parasit Vectors. 2015;8:1–16.

	7.	 Kittur N, Binder S, Campbell CH, King CH, Kinung’hi S, Olsen A, et al. Defin-
ing persistent hotspots: areas that fail to decrease meaningfully in preva-
lence after multiple years of mass drug administration with praziquantel 
for control of schistosomiasis. Am J Trop Med Hyg. 2017;97:1810.

	8.	 Tanaka H, Tsuji M. From discovery to eradication of schistosomiasis in 
Japan: 1847–1996. Int J Parasitol. 1997;27:1465–80.

	9.	 Adenowo AF, Oyinloye BE, Ogunyinka BI, Kappo AP. Impact of human 
schistosomiasis in sub-Saharan Africa. Braz J Infect Dis. 2015;19:196–205.

	10.	 Huber AC, Mosler H-J. Determining behavioral factors for interventions 
to increase safe water consumption: a cross-sectional field study in rural 
Ethiopia. Int J Environ Health Res. 2013;23:96–107.

	11.	 Mosler H-J, Slekiene J. Characterizing the last latrine nonowners in rural 
Malawi. Am J Trop Med Hyg. 2018;98:295.

	12.	 Aunger R, Curtis V. A guide to behavior centered design. London: 
Hygiene Centre London School of Hygiene and Tropical Medicine; 2015. 
https://​www.​lshtm.​ac.​uk/​sites/​defau​lt/​files/​2017-​03/​BCD%​20Gui​de.​pdf.

	13.	 Mosler H-J. A systematic approach to behavior change interven-
tions for the water and sanitation sector in developing countries: a 
conceptual model, a review, and a guideline. Int J Environ Health Res. 
2012;22:431–49.

	14.	 Devine J. Introducing SaniFOAM: A framework to analyse sanitation 
behaviours to design effective sanitation programs. 2009. http://​www.​
wsp.​org/​sites/​wsp.​org/​files/​publi​catio​ns/​GSP_​sanif​oam.​pdf. Accessed 14 
Jul 2018.

	15.	 Person B, Knopp S, Ali SM, A’kadir FM, Khamis AN, Ali JN, et al. Commu-
nity co-designed schistosomiasis control interventions for school-aged 
children in Zanzibar. J Biosoc Sci. 2016;48:S56–73.

	16.	 Madon S, Malecela MN, Mashoto K, Donohue R, Mubyazi G, Michael E. 
The role of community participation for sustainable integrated neglected 
tropical diseases and water, sanitation and hygiene intervention pro-
grams: a pilot project in Tanzania. Soc Sci Med. 2018;202:28–37.

	17.	 Nsowah-Nuamah NN, Bentil G, Wagatsuma Y, Aryeetey ME, Mensah G. 
Urinary schistosomiasis in southern Ghana: a logistic regression approach 
to data from a community-based integrated control program. Am J Trop 
Med Hyg. 2001;65:484–90.

	18.	 Wang S, Carlton EJ, Chen L, Liu Y, Spear RC. Evaluation of an educational 
intervention on villagers’ knowledge, attitude and behaviour regarding 
transmission of Schistosoma japonicum in Sichuan province, China. Acta 
Trop. 2013;127:226–35.

	19.	 Gazzinelli MF, Lobato L, Andrade G, Matoso LF, Diemert DJ, Gazzinelli A. 
Improving the understanding of schistosomiasis among adolescents in 
endemic areas in Brazil: a comparison of educational methods. Patient 
Educ Couns. 2016;99:1657–62.

	20.	 Mwanga JR, Kaatano GM, Siza JE, Chang SY, Ko Y, Kullaya CM, et al. 
Improved perceptions and practices related to schistosomiasis and 
intestinal worm infections following PHAST intervention on Kome Island, 
North-Western Tanzania. Korean J Parasitol. 2015;53:561.

	21.	 Mwanga JR, Lwambo NJS. Pre- and post-intervention perceptions and 
water contact behaviour related to schistosomiasis in north-western 
Tanzania. Acta Trop. 2013;128:391–8.

	22.	 Sow S, Vlas SJ, Mbaye A, Polman K, Gryseels B. Low awareness of intestinal 
schistosomiasis in northern Senegal after 7 years of health education 
as part of intense control and research activities. Trop Med Int Health. 
2003;8:44–749.

	23.	 Stothard J, Mook P, Mgeni A, Khamis I, Khamis A, Rollinson D. Control of 
urinary schistosomiasis on Zanzibar (Unguja Island): a pilot evaluation of 
the educational impact of the Juma na Kichocho health booklet within 
primary schools. Mem Inst Oswaldo Cruz. 2006;101:119–24.

	24.	 Sallis JF, Owen N, Fisher EB. Ecological models of health behavior. In: 
Glanz K, Rimer BK, Viswanath K, editors. Health behavior and health edu-
cation: theory, research, and practice. San Francisco: Jossey-Bass; 2008. p. 
465–85.

	25.	 Mosler H-J, Contzen N. Systematic behavior change in water sanita-
tion and hygiene—a practical guide using the RANAS approach; 2016. 
Dübendorf: Swiss Agency for Development and Cooperation. https://​
www.​susana.​org/_​resou​rces/​docum​ents/​defau​lt/3-​4623-7-​16412​99974.​
pdf. Accessed 20 Dec 2021.

https://www.who.int/news-room/fact-sheets/detail/schistosomiasis
https://www.who.int/news-room/fact-sheets/detail/schistosomiasis
https://apps.who.int/iris/bitstream/handle/10665/332094/WHO-UCN-NTD-2020.01-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/332094/WHO-UCN-NTD-2020.01-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/332094/WHO-UCN-NTD-2020.01-eng.pdf?ua=1
https://www.lshtm.ac.uk/sites/default/files/2017-03/BCD%20Guide.pdf
http://www.wsp.org/sites/wsp.org/files/publications/GSP_sanifoam.pdf
http://www.wsp.org/sites/wsp.org/files/publications/GSP_sanifoam.pdf
https://www.susana.org/_resources/documents/default/3-4623-7-1641299974.pdf
https://www.susana.org/_resources/documents/default/3-4623-7-1641299974.pdf
https://www.susana.org/_resources/documents/default/3-4623-7-1641299974.pdf


Page 15 of 15Sule et al. Parasites & Vectors          (2022) 15:301 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	26.	 Aunger R, Curtis V. Behaviour centred design: towards an applied science 
of behaviour change. Health Psychol Rev. 2016;10:425–46.

	27.	 Taylor-Powell E, Renner M. Analyzing qualitative data. 2003. https://​delta​
state.​edu/​docs/​irp/​Analy​zing%​20Qua​litat​ive%​20Data.​pdf. Accessed 20 
May 2018.

	28.	 Ozano K, Dean L, Yoshimura M, MacPherson E, Linou N, Otmani del Barrio 
M, et al. A call to action for universal health coverage: Why we need to 
address gender inequities in the neglected tropical diseases community. 
PLOS Negl Trop Dis. 2020;14:e0007786.

	29.	 Cohn DA, Kelly MP, Bhandari K, Zoerhoff KL, Batcho WE, Drabo F, et al. 
Gender equity in mass drug administration for neglected tropical dis-
eases: data from 16 countries. Int Health. 2019;11:370–8.

	30.	 Kjetland EF, Leutscher PDC, Ndhlovu PD. A review of female genital schis-
tosomiasis. Trends Parasitol. 2012;28:58–65.

	31.	 Zautra A, Hall J, Murray K. Community development and community 
resilience: an integrative approach. Community Dev. 2008;39:130–47.

	32.	 Lindsay J, Rogers BC, Church E, Gunn A, Hammer K, Dean AJ, et al. The 
role of community champions in long-term sustainable urban water 
planning. Water. 2019;11:476.

	33.	 Ray I, Smith KR. Towards safe drinking water and clean cooking for all. 
Lancet Glob Health. 2021;9:e361–5.

	34.	 Brown J, Clasen T. High adherence is necessary to realize health gains 
from water quality interventions. PLoS ONE. 2012;7:e36735.

	35.	 Schmidt W-P, Cairncross S. Household water treatment in poor popula-
tions: is there enough evidence for scaling up now? Environ Sci Technol. 
2009;43:986–92.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://deltastate.edu/docs/irp/Analyzing%20Qualitative%20Data.pdf
https://deltastate.edu/docs/irp/Analyzing%20Qualitative%20Data.pdf

	A novel theatre-based behaviour change approach for influencing community uptake of schistosomiasis control measures
	Abstract 
	Background: 
	Methodology: 
	Results: 
	Conclusions: 

	Background
	Methods
	Location
	Study design
	Phase one
	Phase two
	Phase three
	Phase four

	Community grouping design
	Data analysis

	Results
	Participatory project phase and qualitative formative findings
	Play versus film audience survey
	Quantitative BL versus PI questionnaire survey
	Risk factors (Knowledge and awareness of the danger of schistosomiasis)
	Attitude factors (Treatment-seeking behaviour)
	Norm and contextual factors (Community control and prevention of schistosomiasis)
	Ability and contextual factors (Water contact behaviours)
	Self-regulation and contextual factors (Responsibility)
	Effect of intervention groupings on overall attitude and behaviour (Tanzania only)


	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References




