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Abstract: Literature doesn‘t empirically posit it very clear whether attitude associates to, correlates or cause certain health behaviours. Yet; 

little that is known is limited to associating attitudes with health behaviour in the context which did not take into account the interaction of 

humans, animals and the environment. A cross sectional study was conducted in Morogoro urban and Mvomero districts in Tanzania , 

aiming at:- (i)assessing attitudes over health behaviour under the interface of humans, animals and the environment; and, (ii) analyzing  
associations, correlations and causality existing between attitudes on health behaviour and health impairing habits/practices under One 

Health Approach. The sample comprised of 240 respondents obtained through a multistage sampling procedure. Data was collected through 

a structured questionnaire using a Computer Assisted Personal Interviewing (CAPI) electronic platform. Associations between attitude and 

health behavior were modest at p value=<0.001, correlation coefficient was significant with r = .235 and p-value = <0.01, and no evidence 
of having attitudes directly causing certain behaviours was established. In logit regression analysis, health literacy was found to predict 

health behaviours too. Individual behaviors performed in a particular context tend to be influenced not only by general attitudes but by a 

wide range of additional factors. 
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1. Introduction 

  

1.1 Background Information and Problem Statement 

It is apparent that health behaviours can be influenced by 

numerous biological, psychological, and social factors 

(e.g., [1],[2],[3],[4],[5]. Attitude towards health related 

behavior being among such factors. Despite the fact that 

attitude is reported to have relationship with health 

behavior existing literature doesn‘t empirically posit it very 

clear whether attitude associates to, correlates or cause 

certain health behaviours or vice versa. Very little is known 

about the precise relations between attitude and the health 

behaviours e.g., [6]. Yet; little that is known is limited to 

associating attitudes with health behaviour in the context 

which did not take into account the interaction of humans, 

animals and the environment. It is obvious that for optimal 

health of humans, animals and the environment to be 

attained One Health Approach has to be taken into account. 

Some literature reported poor correlations between attitude 

and behavior e.g., [7][8][9], some ([10];[1] suggested that 

relations between attitudes and behavior would be stronger 

if attitudes and behaviours will be measured with the same 

level of specificity, others  e.g., [11] posit that attitudes 

have predictive priority over behavior, there is a claim that 

behavior causes attitude [12], while [13] asserts that 

attitudes and behavior influence each other reciprocally and 

others declare that the influence of attitude on behavior 

depends strongly on moderator variables, such as individual 

differences, in the accessibility of attitudes or beliefs from 

memory [14],[15] or in personality characteristics e.g., 

[16]. Other studies confirmed that specific, relevant 

attitudes do predict behaviour ([17], 

[18],[19],[20],[21],[22],[23],[24]. There is a claim that a 

general attitude is likely to predict a behavioural domain 

and not a specific behavior [25]. It is not then very clear 

whether attitude and health behavior are associated, 

correlated, or causing each other.  Much as literature does 

not document empirically the relationship that exists 

between attitudes and health behaviour. It is very clear that 

correlation implies association, but not causation. 

Conversely, causation implies association, but not 

correlation [25]. This paper contributes to the ongoing 

discussion on whether there is causation, correlation or 

association that exists between attitudes and health 

behaviour using a data set from a study conducted in 

Morogoro and Mvomero districts in Tanzania. Due to 

increased interactions between humans, animals and the 

environment the world is definitely registering a number of 

observations on how such interactions are affecting health 

of each other for this reason then need for assessment of 

attitudes and its relationship with health behavior in the 

context of the interface of humans, animals and the 

environment.  
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2. Theoretical Approaches to the study 

 

2.1 Definitions of Key concepts 

 

2.1.1  Attitudes  

Attitude refers to beliefs and feelings related to a person or 

event and the resulting behaviour. Taken together, 

favourable or unfavourable evaluative reactions— whether 

exhibited in beliefs, feelings, or inclinations to act—define 

a person‘s attitude toward something [26]. It is definitely 

that in the course of responding quickly to something, how 

we feel about it can guide how we react [27],[28], [29]. In 

assessing attitudes three dimensions can be looked into: 

affect (feelings), behaviour (intention), and cognition 

(thoughts). 

 

2.1.2  Health Behaviours 

Health behavior signifies any act that may affect an 

individual‘s physical health or any habit that an individual 

believes may affect their physical health. In this article 

health behaviors are defined as any activities undertaken 

for the purpose of preventing or detecting disease or for 

improving health and well being. Health behaviours are 

classified as health enhancing and health impairing [30],[4] 

 

2.1.3  One Health Approach  

One Health approach recognizes that numerous disciplines 

across many sectors are required to solve the complex 

problems facing public health. It takes a holistic approach 

to address issues towards attaining optimal health for 

human, animal, and ecosystem. It emphasizes multi-sector, 

transdisciplinary action across health related professions 

(i.e medical doctors, veterinarians) and other related 

disciplines (i.e environmentalists) to ensure well-being 

within human, animal, and ecosystem interfaces 

[31],[32],[33]. One of the major issue in control of 

infections transmissible to man and animals is the lack of or 

limited joint approach to improve the situation.  

 

2.2 Theoretical Framework 

There are a number of theories and approaches that address 

issues on attitudes and health behaviours; this paper 

benefited from the following theories and approaches.   

 

2.2.1  Theory of Planned Behaviour (TPB 

The theory of planned behaviour underline the fact that 

behavioural intentions are the outcome of a combination of 

several beliefs .The theory hypothesizes that a certain 

behaviour is determined by the strength of the person‘s 

intention to perform that behaviour and the amount of 

actual control that the person has over performing the 

behaviour [34]; [35],[36]. According to [37], intention is 

‗the cognitive representation of a person‘s readiness to 

perform a given behavior, and … is considered to be the 

immediate antecedent of behavior‘, and actual behavioural 

control ‗refers to the extent to which a person has the skills, 

resources and other prerequisites needed to perform a given 

behavior‘. The theory proposes that intentions should be 

conceptualized as ‗plans of action in pursuit of behavioural 

goals‘ [36], and that the strength of a person‘s intention is 

determined by three factors (composite beliefs): 

 

 

a) Attitude towards a behaviour 

– It is composed of a positive or negative evaluation of 

a particular behaviour, and beliefs about the outcome 

of the behaviour. This signifies their overall evaluation 

of performing the behaviour.  

 

b) Subjective norm 

– This represents the beliefs of important others about 

the behaviour, and the individual‘s motivation to 

comply with such beliefs. These are people who are 

important to an individual about to perform a certain 

behaviour will they approve if one does something; 

simply this individual needs their approval. It had to do 

with the extent to which they think that important 

others would want them to perform it. 

 

c) Perceived behavioural control 

 – It comprises of a belief that an individual can carry 

out a particular behaviour based on a consideration of 

internal control factors (e.g. skills, abilities, 

information) and external control factors (e.g. 

obstacles, opportunities) – both of which are related to 

past behaviour.  

 

Why TPB? 

(a) TPB has one composite belief which addresses  issues 

on attitude towards a behaviour, (b) it is a general theory; 

(c) the constructs are clearly defined and the causal 

relationships between the constructs clearly specified; (d) 

the theory has been widely used to study health behaviours 

[38] and other types of behaviours. From the theory this 

paper is informed that a positive or negative evaluation of a 

particular behaviour and beliefs about the outcome of the 

behaviour is what directs behaviours and behavioural 

intentions are the outcome of a combination of several 

beliefs. This theory therefore tells us attitude is linked to 

behaviour. It is against this assumption that this paper 

assessed the association, correlation and causality that 

exists between Attitudes and Health Behaviour under One 

Health Approach. As it is further suggested [39], [40] that 

one of the reasons individuals continue to practice 

unhealthy behaviours is their inaccurate perceptions of risk 

and susceptibility. 

 

2.2.2  Principle of Aggregation (PoA)  

It is argued [24] that a general attitude will predict a 

behavioural domain, but not a specific behaviour. A 

behavioural domain is a set of related behaviours. This 

approach calls for identification of behaviours which could 

be taken as behavioural domain and the approach insists on 

having specific behaviours be distinguished from 

behavioural domain. It hypothesizes that many null 

findings in behavioral development (found to be unrelated 

due to repeated failures to obtain substantial correlations) 

simply on failures to aggregate. The principle of 

aggregation states that the sum of a set of multiple 

measurements is a more stable and representative estimator 

than any single measurement. This greater representation 

occurs because there is inevitably some error associated 

with measurement. By combining numerous exemplars, 

such errors of measurement are averaged out, leaving a 

clearer view of underlying relationships. 
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Why PoA? 

This approach has been found to be useful in various major 

areas of developmental research including:- (i) attitude–

behavior relationship, (ii) personality–behavior 

relationship, and; (iii) role-taking/altruism relationship 

[72]. PoA insists on identification of a set of behaviors 

broadly representative of the same behavioral domain. This 

increases the reliability of the behavioral measure and also 

ensure that the behavioral criterion has construct validity. 

 

2.2.3  The Principle of Compatibility (PoC) 

The principle of compatibility [35],[41] requires that 

measures of attitude and behavior involve exactly the same 

action, target, context, and time elements, whether defined 

at a very specific or at a more general level. According to 

[42], the principle of compatibility [35], [24] offers insight 

into when attitudes should be most strongly associated with 

behavior. This tenet states that measuring the attitude and 

the behavior at the same level of specificity can maximize 

the predictive power of attitudes.  

 

Why PoC? 

This principle is most useful in the sense that it reminds on 

the need to measures o attitude and behavior exactly based 

on the same action, target, context, and time elements. 

 

3. Materials and Methods 

This study was conducted in Morogoro municipality and 

Mvomero districts both found in Morogoro region in 

Tanzania. Morogoro municipality and Mvomero districts 

have a population of 315,866 and 312,109 people 

respectively distributed in 19 and 17 administrative units 

namely as wards according to 2012 Population Census 

[43]. Morogoro urban and Mvomero districts in Morogoro 

region in Tanzania were chosen for this study due to the 

fact that these areas are providing good incidences of 

interfaces of humans and animals plus very diverse socio-

cultural and economical backgrounds of the inhabitants in 

the area. It is a home to a pastoral community of Maasai 

origin; the area is as well bordered by Mikumi National 

Park, hence at a higher risk due to possibility of prevalence 

of certain health behaviours and a higher level of 

interaction between human and animals. Previous study 

[44] has also identified health risks presence in the area.  A 

cross-sectional design was employed whereby both 

qualitative and quantitative data were collected at a single 

point in time. The design was chosen because of being 

economical in terms of time, financial resources and nature 

of the study objectives [45]. The study had three (3) 

sampling units, namely: - the household; focus group 

discussants and key informants. Multi stage sampling 

procedure was used, which included four (4) stages that 

were for the choice of districts, wards, villages/streets, and 

HHs. Purposive sampling was employed to identify wards 

and villages based on the criteria of presence of animal 

keeping and related activities plus evidence of selling 

livestock products to Morogoro Urban (for Mvomero 

district) and livestock products markets from Mvomero (for 

Morogoro district). Simple random sampling was applied to 

select respondents.The sampling frame (list of households 

in each study area) was drawn using local leaders. Two 

hundred and forty (240) HHs were selected from four (4) 

purposively selected wards, two (2) wards from each 

district, two (2) villages/streets from four (4) wards and 30 

respondents from each village/street, hence a sample of 240 

respondents .The sample size on each village/street is 

justified by [46] who argues that a sub sample of 30 

respondents is regarded as the bare minimum for studies in 

which statistical data analysis is to be done regardless of 

the population size. A structured questionnaire guide 

administered through a Computer Assisted Personal 

Interviewing (CAPI) electronic platform was used to 

collect primary data from HHs. Secondary data involved 

literature review from various official documents. 

Descriptive and inferential statistics were used to analyse 

quantitative data, whereby frequencies, chi-square, mean, 

maximum scores and coefficients correlation were 

computed. Quantitative data were analyzed using IBM-

SPSS version 20 and Gretl software. All statistical tests 

were considered significant at p-value = <0.05. An index 

was developed to measure Health behavior while Likert 

scale assessed Attitudes of respondents on health impairing 

behavior/practices. 

 

4. Identifying, Defining and Measuring of 

Attitudes and Health Behaviours 

In any study on the determinants of health behaviour, it is 

important to define the behaviour of interest as clearly as 

possible [1],[47]. According to [1], behaviours can be 

defined in terms of four components: action, target, time 

and context. The action component is an obligatory element 

of the definition of any behaviour. The target component is 

usually necessary, depending on circumstances. Time and 

context are optional; only for specificity on a particular 

definition of behaviour. In this study, individuals were 

asked ―In the past three (3) months have you ever i.e 

consumed raw meat‖?. Here, ‗consume ‘ is the action, ‗raw 

meat ‘ is the target and ‗in the past three months‘ is the 

time component. No context was specified in this study.  

Literature[48],[49],[50],[51],[52],[53],[54],[55],[56],[57],[5

], [59],[60],[61],[62],[63],[64],[65],[66],[67],[68],[69],[70], 

[64] were reviewed to identify Health Behaviors and 

practices under the interface of humans, animals and the 

environment. For purpose of this study these behaviors 

were summarized and categorized into health enhancing 

and health impairing behaviours.  Identified behaviours 

were measured as dichotomies: With a ―Yes/No response.‖ 

This implies that the person had a choice between two 

mutually exclusive and exhaustive alternatives: performing 

the behaviour or not performing it. This approach has been 

supported by [71]. An index of score was constructed to 

measure behaviours were all ―No and Yes‖ responses were 

given values of 1 and 2 respectively. A total of 38 Health 

impairing practices/habits were presented and respondents 

were supposed to indicate if they had involved themselves 

or not in such practices by saying ―Yes or No‖. Given the 

fact that the presented practices/ behaviours were health 

impairing, hence the higher the score the lower engagement 

in health enhancing behaviours and vice versa.  Attitudes of 

individuals towards HIB was gauged using the same 38 

Health impairing practices/habits (identified through 

literature review). The same health impairing 

practices/habits were subjected to attitudinal tests as 

Principle of Aggregation insists on identification of a set of 

behaviors broadly representative of the same behavioral 

domain. A behavioural domain is a set of related 



International Journal of Advanced Research and Publications (IJARP) 
 

85 

Volume 1 Issue 3, Sep 2017 

www.ijarp.org 

behaviours [24],[72].  A Likert scale was used to measure 

attitudes of respondents towards health impairing 

behaviours in which thirty eighty (38) statements were 

administered, whereby half of the statements had negative 

connotation while the other half had positive connotation. 

For each statement, the respondents were asked to indicate 

whether they strongly disagree, disagree, undecided, agree, 

or strongly agree with the statement. For all positive 

statements the response ―Strongly Agree‖ was given a 

weight of 5, while ―Agree‖ was given weight of 4, 

―Undecided‖ was given weight of 3 and ―Strongly 

Disagree‖ was given weight of 2 and ―Disagree‖ was given 

weight of 1. For all the negative statements the response 

―Strongly Agree‖ was given a weight of 1, while ―Agree‖ 

was given weight of 2, ―Undecided‖ was given weight of 3 

and ―Strongly Disagree‖ was given weight of 4 and 

―Disagree‖ was given weight of 5. Based on the statements 

provided, an index for each respondent was constructed as 

measure of their attitude towards health behaviour. 

 

5. Results and Discussion 

 

5.1 Socio-Demographic Characteristics of the 

Respondents 
Information on some socio-demographic characteristics 

namely age, sex, education level, marital status and 

household size were obtained. Socio-demographic 

characteristics of the respondents are found to be very 

important variables in most behavioural and attitudinal 

studies. The summary on the socio-demographic 

characteristics of the respondents is provided in Table 1.  

The results reveal that 42.1% of the interviewed 

respondents were aged between 21 to 39 years, 26.3% were 

between 40 to 49 years while 17.1% were between 50-59 

years, 10.7% were between 60-69 years and 3.8% were 

above 70 years. The average age was 43.7 years, and the 

highest age and the lowest age were 21 and 72 respectively. 

The sample of the respondents interviewed comprised of 

47.9% men and 52.1 % women. Slightly more than one-

third (39.2%) of the respondents had not gone to school at 

all, 2.5 had Universal adult education , where as 30.0% 

completed primary school education, 8.8 % had attained 

secondary education, 10.4% had Post-secondary/vocational 

education and 9.2% had graduated from universities. Of the 

interviewed respondents, about 57.5% of the respondents 

were married, while only 1.7% were separated, 30.4% were 

never married/single. Others were 5.4 %, 2.5%, 0.8% and 

1.7% who were widow, widower, ccohabitating and too 

young to marry. In terms of household size (total number of 

household members) the mean household size was 5 

members with lowest household size (minimum) with 1 

member and the highest household size (maximum) with 10 

members.  

 

 

 

 

 

 

 

 

 

Table 1: Socio-demographic characteristics of the 

respondents (n=240) 

 
Variable Categories  Percentage  

Age in years 21-39 

40-49 

50-59 
60-69 

    

42.1 

26.3 

17.1 
10.7 

3.8 

 

Level of 

Education 

Not gone to school at all 
Universal adult education  

Primary school 

Secondary school 

Post-secondary /vocational 
University     

39.2 
2.5 

30.0 

8.8 

10.4 
9.2 

 

Sex Male    
Female   

47.9 
52.1 

 

Marital status Never married/Single 

Married   
Separated  

Widow  

Widower 

Cohabitating  
Too young to marry   

30.4 

57.5 
1.7 

5.4 

2.5 

0.8 
1.7 

 

Household size 1-3     

4-7     

   

21.7 

65.9 
12.4 

 

5.2 Attitudes towards Health Behaviour under One 

Health Approach 

Statements on Knowledge, Attitudes and Practices on 

health behaviours were subjected to attitudinal 

measurement using Likert scale. The summary of results 

for total attitudinal scores are presented in Table 2, 

whereby the mean score was 114.5250, the minimum score 

was 103 while the maximum score was 131 with the Std. 

Deviation of 6.79646.  

 

Table 2 Total Attitudinal Scores 

 
Scores Frequency Percent 

 

103.00 12 5.0 

105.00 12 5.0 

106.00 12 5.0 

107.00 6 2.5 

108.00 6 2.5 

110.00 18 7.5 

111.00 6 2.5 

112.00 24 10.0 

113.00 6 2.5 

114.00 36 15.0 

115.00 12 5.0 

116.00 6 2.5 

117.00 12 5.0 

118.00 18 7.5 

119.00 6 2.5 

121.00 12 5.0 

122.00 6 2.5 

123.00 6 2.5 
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125.00 12 5.0 

131.00 12 5.0 

Total 240 100.0 

 

Using SPSS (v20) the scores were cut into 3 equal groups 

to represent group of attitudes towards health behaviours, 

into unfavourable (negative), neutral (undecided) and 

favourable (positive) attitudes. The scores which were 

below 112 represented respondents who had unfavourable 

(negative) attitude towards health behaviours, whereas 

scores ranging 112 to 117 represented neutral (undecided) 

attitudes and the score above 117 represented respondents 

who had positive attitudes towards health behaviours. The 

overall results for attitudinal scores after being categorized 

into three (3) categories are presented in Table 3, whereas 

30% of respondents had negative (unfavourable) attitude 

towards health behaviours, 35% of the respondents had 

positive (favourable) attitude and 35% were undecided 

hence neutral attitude towards health behaviours.  

 

Table 3 Attitudes towards Health Behaviours (n= 240) 

 
 Frequency Percent (%) 

Favourable (positive)  

attitude (Above 117)  
 

Neutral (undecided)  

attitude (Between 112-117) 

 
Unfavourable (negative) attitude 

(Below 112) 

 

Total  

  84 

 
 

84 

 

 
 

72 

 

240 

35.0 

 
 

35.0 

 

 
 

30.0 

 

100.0 

 

5.3 Measurement of Health Behaviour  

A respondent was asked whether in the past 3 months has 

ever involved himself in habits/practices which could 

impair ones health. To determine the overall level of health 

behaviour an index was developed using 38 health 

behaviour variables which reflected habits/practices that 

could impair health. These were variables which were 

obtained from a review of literature. For each variable , 

every ―Yes‖ response was coded 1, , while a ―No‖ response 

was coded 0 That means a Yes response on a variable 

signifies and individuals involvement in health impairing 

behaviour , every No response represented non 

involvement in health impairing behaviour hence Health 

Enhancing behavior. The scores were computed after 

transforming all Yes responses from value of 1 to 2 and all 

No responses from value of 0 to 1. Mean score was 

computed and all the scores below the mean value signified 

low level of involvement in health impairing practices 

hence exhibiting a health enhancing behaviours, while all 

those scores above the mean signified high level of 

involvement in health impairing practices hence exhibiting 

health impairing behaviours. The mean score was 23.4500; 

the minimum score was 12 while the maximum score was 

30 with the Std. Deviation of 4.64947. Table 4 presents 

categories of Health Behaviours. 

 

 

 

 

 

Table 4: Categories of Health Behaviours (n=240) 

 
Category of behavior      Frequency Percent 

 

Health Enhancing Behaviours  
(Low Impairing practices) 

 

96 40.0 

Health Impairing Behaviours  

(Low Health Enhancing practices) 
144 60.0 

Total 240 100.0 

 

The results in Table 4 reveal that 60% of the respondents 

interviewed had exhibited health impairing behaviours 

while 40% had health impairing behaviours. Summary of 

scores is presented in Table 5. 

 

Table 5: Health behaviours scores (n=240) 

 
Scores Frequency Percent 

 

12.00 6 2.5 

13.00 6 2.5 

14.00 6 2.5 

16.00 6 2.5 

19.00 24 10.0 

20.00 24 10.0 

21.00 12 5.0 

22.00 6 2.5 

23.00 6 2.5 

24.00 18 7.5 

25.00 36 15.0 

26.00 12 5.0 

27.00 30 12.5 

28.00 18 7.5 

29.00 18 7.5 

30.00 12 5.0 

Total 240 100.0 

 

5.4  Association of Attitudes and Health behaviour  

The association of Attitudes and Health behaviour was 

determined using cross-tabulation and chi-square analysis. 

Cross tabulation results are presented in Table 6. The 

results indicate that health impairing behaviours (Low 

Health Enhancing practices) were higher among those with 

favourable attitudes towards health impairing behaviours 

constituting 27.5% while health enhancing behaviours were 

higher among respondents with unfavourable attitudes 

towards health impairing behaviours constituting 22.5%. 

The results indicate an association between attitudes and 

health behaviours, much as Low Health Enhancing 

practices were found with people who also had favourable 

attitudes towards such health impairing practices/habits and 

vice versa.  These findings conform to findings from other 

studies ([10], [1] which also indicated an association 

between attitudes and health. In this study however the 

differences between various attitudinal categories on health 

impairing practices/ habits was very marginal to the extent 

that the claim that attitudes have predictive priority over 

behavior [6] seems not to be valid in this context. The 

details are presented in Table 6.  
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Table 6:  Association between Attitudes and Health 

Behaviours (n=240) 

 
Groups of attitude Health Behaviours 

Categories 

Total 

HEB  
(Low 

Health 

Impairing 

practices) 

HIB 
(Low  

Health  

Enhancing  

practices) 

 

Favourable (positive) 

attitude 
7.5 (18) 27.5 (66) 35 (84) 

Neutral (undecided) attitude 10.0 (24) 25.0 (60) 35 (84) 

Unfavourable (negative) 
attitude 

22.5 (54 7.5 (18) 30 (72) 

Total 40 (96) 60 (144) 240 

 

The results from a Chi-square tests indicated a significant 

association between attitudes and health behaviours at 

household level with p-value= 0.001. Previous studies [24], 

[10],[1],[6],[11],[12] also acknowledge an existence of an 

association between attitudes and health behaviour.  

 

 

Figure 1: Association of Attitudes and Health Behaviour 

 

5.5 Magnitude of relationship between attitudes and 

health behaviours 

Correlation coefficient was measured to establish the 

robustness of the relationship between attitudes and health 

behaviours. Pearson's correlation coefficient is one of the 

most commonly used correlation coefficients and measures 

the linear relationship between two variables. The value of 

the correlation coefficient, denoted as r, ranges from -1 to 

+1, which gives the strength of the relationship and whether 

the relationship is negative or positive. When the value of r 

is greater than zero, (a positive relationship as one 

increases, the other will increase); and less than zero, (a 

negative relationship if one variable increases, the other 

decreases). A value of zero indicates that there is no linear 

relationship between the two variables; it is possible that 

the variables have a strong curvilinear relationship. The 

results from a statistical measure of relationship between 

attitudes and health behaviours indicated a significant 

correlation, with r= .235, and p< 0.01.  Observations from a 

regression model indicate that health behavior depends 

strongly on other moderator variables including Health 

Literacy Levels which was found to be significant 

correlated at −2.50793 and p-value at <0.0001. This finding 

is in line with other studies ([13] [14] [15] who declare that 

the influence of attitude on behavior also depends strongly 

on moderator variables. 

 

Model 2: Ordered Logit, using observations 1-240 

Dependent variable: Health Behaviour Categories QML 

standard errors 

 
  Coefficient Std. Error z p-value  

Age 0.0027013

6 

0.015356

7 

0.1759 0.8604  

Sex −0.022007

5 

0.416155 −0.05288 0.9578  

Marital Status −0.120635 0.153115 −0.7879 0.4308  

Highest 

education~ 

−0.165825 0.100859 −1.644 0.1001  

Occupation 0.0562359 0.106803 0.5265 0.5985  

Household Size −0.085612

5 

0.108079 −0.7921 0.4283  

One Health 

Concern 

−0.354922 0.244600 −1.451 0.1468  

Health Literacy 

Levels 

−2.50793 0.458932 −5.465 <0.000

1 

**

* 

Info Seeking −0.087897

3 

0.373156 −0.2356 0.8138  

Discussion on 

Health Related 

aspects 

−0.379713 0.359879 −1.055 0.2914  

Interaction with 
Medical Personnel 

0.545106 0.340970 1.599 0.1099  

Group Attitude −1.97263 0.471813 −4.181 <0.000

1 

**

* 

 

cut1 −11.1313 2.67992 −4.154 <0.000

1 

**

* 

 

6. Ethical Considerations 

Researcher clarified the purpose of the study to the local 

government and village leaders also obtained written 

informed consent from the participants. Participants were 

assured of their anonymity in that none of information from 

them will be attributed to their names. 

 

7. Conclusion  
It is now understood that attitudes can predict behavior, but 

only if the measure of behavior is broadly representative of 

the attitude domain. Individual behaviors performed in a 

particular context tend to be influenced not only by general 

attitudes but by a wide range of additional factors. It is 

difficult to determine any one variable or explanation 

which accurately answers why attitude does not always 

predict behaviour rather it is a combination of factors that 

lead to attitude-behaviour inconsistency. Attitude is 

complex and relates to behaviour in many ways rather than 

having a direct connection and is affected by both internal 

and external influences.  
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