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ABSTRACT
Background: Thalassaemia is a public health burden in
Malaysia and its prevention faces many challenges. In this
study, we aimed to assess the effectiveness of a web-based
educational module in improving knowledge and attitudes
about thalassaemia prevention amongst Malaysian young
adults. 

Methods: We designed an interactive web-based
educational module in the Malay language wherein videos
were combined with text and pictorial visual cues.
Malaysians aged 18-40 years old who underwent the module
had their knowledge and attitudes assessed at baseline,
post-intervention and at 6-month follow-up using a self-
administered validated questionnaire. 

Results: Sixty-five participants: 47 Malays (72.3%), 15
Chinese (23.1%), three Indians (4.6%) underwent the module.
Questionnaires were completed at baseline (n=65), post-
intervention (n=65) and at 6-month follow-up (n=60). Out of a
total knowledge score of 21, significant changes were
recorded across three time-points- median scores were 12 at
pre-intervention, 19 at post-intervention and 16 at 6-month
follow-up (p<0.001). Post-hoc testing comparing pre-
intervention and 6-month follow-up scores showed
significant retention of knowledge (p<0.001). Compared to
baseline, attitudes at 6-month follow-up showed an
increased acceptance for “marriage avoidance between
carriers” (pre-intervention 20%, 6-month follow-up 48.3%,
p<0.001) and “prenatal diagnosis” (pre-intervention 73.8%,
6-month follow-up 86.2%, p=0.008). Acceptance for selective
termination however, remained low without significant
change (pre-intervention 6.2%, 6-month follow-up 16.7%,
p=0.109). 

Conclusion: A web-based educational module appears
effective in improving knowledge and attitudes towards
thalassaemia prevention and its incorporation in
thalassaemia prevention programs is potentially useful in
Malaysia and countries with a high internet penetration rate. 
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INTRODUCTION
Thalassaemia is a recessively inherited disorder of
haemoglobin synthesis characterised by reduced or abnormal
synthesis of the alpha or beta globin chains that form the
adult haemoglobin. Patients affected by the severe forms of
this condition suffer from severe anaemia from an early age
and require lifelong regular red blood cell transfusions for
survival and to maintain a reasonable quality of life. The
blood transfusions however, lead to an iron overload in the
heart, liver and endocrine organs, where chelation therapies
which are burdensome and expensive have to be instituted to
prevent damage to these organs.1

An estimated 1.5% of the global population are carriers of
beta thalassaemia, with about 60,000 symptomatic
individuals born annually, the great majority of whom are in
the developing world.2 In South-east Asia, the prevalence of
alpha-thal-1, beta-thalassaemia and HbE gene is estimated to
be 3-30%, 2-9%, and 10-50%, respectively.3 In Malaysia, the
carrier rate was estimated to be 4.5% for the beta-
thalassaemia gene4 and 3%-40% for HbE trait.5 An estimated
direct cost for the management of one thalassaemia major
patient who survives to the age of 10 to 30 years old in
neighbouring Thailand is between 1.3 to 6.6 million Baht
(USD32,500-185,166)3 and in Malaysia, the cost is about
RM3million (USD720,000) for the first 30 years of their lives.6

Due to the high burden of the disease and limited resources
especially in developing countries, it is essential to have
strategies in place to prevent the birth of children with
thalassaemia major.3 Many countries with a high carrier rate
employ preventive strategies which involved increasing
awareness in their population and screening so as to identify
carriers. Consequently, reproductive options can be offered to
those found to be thalassaemia carriers to avoid giving birth
to an offspring with thalassaemia major. These options may
vary from avoidance of marriage between carriers, avoidance
of pregnancy, adoption, selective termination of affected
pregnancies to pre-implantation genetic diagnosis.

In Malaysia, as part of the National Thalassaemia
Prevention and Control program launched by the Ministry of
Health in year 2004, mass public education campaigns were
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carried out especially in the print and electronic mass media.
Consequently, public awareness about thalassaemia has
increased over the years but knowledge gaps and inadequate
screening uptake were still noted.7-10

Mass communication media including print and broadcast
media, as well as nationwide health campaigns have
traditionally been effective for raising public awareness
about thalassaemia.11 However, due to the unprecedented
spread of the internet, it is now considered the most rapidly
growing source of health information.12 Web-based resources
have been developed across a broad range of health areas
and act as important tools to educate the public, patients and
health care professionals.13,14 To the best of our knowledge so
far, there is no published study on the impact of web-based
education on thalassaemia prevention. 

In this study, we designed a brief web-based educational
module and we aimed to determine its effectiveness in
improving knowledge and attitudes about thalassaemia
prevention amongst young Malaysian adults in the
immediate post-intervention period and six months after the
intervention 

MATERIALS AND METHODS 
Design of the web-based educational intervention
The development of the educational module and its content
was in the Malay language (the national language of
Malaysia) and our team consisted of three clinicians
experienced in thalassaemia. The content included an
explanation about thalassaemia and its complications,
treatment with blood transfusion and chelation agents and
the challenges of achieving cure by transplant. We included
information about its mode of inheritance and prevention
methods, such as avoidance of marriage between carriers
and if married couples are both carriers, options such as
family planning, limiting the number of children and
prenatal diagnosis. These were discussed with a final message
that urged the viewers to screen at the various health
facilities in the countries. Videos of the clinicians explaining
the agreed content were then recorded. Both text and
pictorial visual cues were embedded in the videos to improve
comprehension. 

The edited footage was then embedded into an interface that
was developed using cloud technology. Its webpage used tools
from Weebly for designing the layout with the videos hosted
on YouTube which was then converted into a Chrome
application as a method of delivery. The module allowed
viewers to choose their topics of interest by using a
navigation menu located on the left side of the screen. Figure
1 shows a screenshot of the module. The videos for each topic
ran from one to three minutes and the total duration to view
all the videos consecutively was 19 minutes and 24 seconds.
The cost of creating this module was RM4,900 (about
USD1101) in which the amount was paid to a private
company for professional videography in two locations
(Kuala Lumpur and Johor Bahru) and video editing services.
The remainder of the work to create the educational module
which included incorporation of text and pictorial visual
cues, development of the interface and hosting on a free

webpage were mainly undertaken by a skilled team member.
The experts featured in the video were members of the
research team. 

Questionnaire Design
A structured questionnaire assessing the participants’
knowledge, attitudes and practice about thalassaemia was
designed to be administered pre-intervention, post-
intervention and during follow up six months post-
intervention. Knowledge about thalassaemia was assessed
using 21 true-false questions across four domains: (1) general
aspects of thalassaemia (7 items); (2) thalassaemia major (5
items); (3) thalassaemia minor (5 items) and (4)
thalassaemia prevention (4 items). Participants were given
three options of either “true”, “false” or “don’t know” where
a correct response was given a score of one whereas a wrong
response or “don’t know” response scored as zero. A score of
16 or above in the 21-item knowledge survey was considered
satisfactory and this benchmark was decided by our team
members who had clinical expertise in the field of
thalassaemia.

The 21-item close-ended knowledge questionnaire had good
internal consistency with a Cronbach alpha coefficient of
0.89 in our study. Participants’ attitudes towards preventive
measure were assessed with four questions which utilised a 5-
point Likert scale ranging from “strongly agree” to “strongly
disagree”. Their practice in terms of uptake of preventive
measures such as screening was also evaluated. The
questionnaire was modified from previous publications9,15 and
underwent content validation by our panel of clinicians with
expertise in thalassaemia.

The questionnaire was initially developed in English and
then translated into the Malay. Back translation was
conducted by a different translator and these versions were
reviewed and edited by the principal investigator. The Malay
questionnaire then underwent rigorous pilot testing within a
focus group before it was finalised and modified into an
electronic version. We also included questions to capture the
participants’ characteristics in the pre-intervention version
whereas the post-intervention questionnaire has additional
questions to obtain feedback with regards to the module.

Sample size 
As there were no published reports about web-based
education in thalassaemia, we used findings from a study
which investigated the effectiveness of education workshops
on thalassaemia16 for sample size determination using
GPower software.17 Based on a 20% attrition rate and a power
of 80% with a two-sided alpha of 0.05%, a minimum sample
of 48 participants were needed for our study.

Setting and conduct of study
The study was conducted in year 2015 at the Monash
University Malaysia’s Clinical School located in Johor Bahru,
Johor. Flyers were distributed in a community clinic and a
shopping mall within five kilometres from the study site
inviting members of the public who were Malaysians aged 18
to 40 years old to participate. Those who volunteered were
enrolled if they fulfilled our inclusion criteria which were:
Malaysians aged 18 to 40 years old with basic literacy in
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Malay. We excluded those with thalassaemia disease such as
thalassaemia major or thalassaemia intermedia. A sum of
RM50 (USD12) was given to each participant to cover for
travelling expenses. 

Written informed consent was obtained from each
participant. After completing a self-administered pre-
intervention questionnaire, participants underwent the
educational module delivered via a web-based interface
where they were free to navigate through the topics without
any restriction or compulsion. Their online viewing of each
topic was tracked electronically. Immediately after the
participants have completed the module, they underwent a
post-intervention questionnaire. They were not provided
further access on the educational module. Six months later,
they were requested to fill up an on-line version of the same
questionnaire sent via a link to their email or requested to
return to the research site to complete the survey. All data
was anonymised, and participants were requested to enter a
four-digit identification code of their choice in all their
questionnaires to enable us to link the three versions for
analysis. This interventional study used a single group pre-
post study design and there was no control group involved in
this study.

Statistical Analysis
The distribution of knowledge score was skewed hence non-
parametric tests were used when analysing the scores as a
continuous variable. We compared the total knowledge
scores across the three time periods using Friedman test
followed by post-hoc pairwise comparison using Wilcoxon
Signed-Rank test with a Bonferroni adjusted alpha value. We
used Mann-Whitney-U tests to compare knowledge scores
between different groups at a single test period. We used
McNemar test to compare the proportion accepting the
preventive measures across two time points. Data analysis
was conducted using IBM® SPSS® Statistics 22 and statistical
significance was set at p<0.05.

APPROVAL
This study was approved by the Malaysian Ministry of Health
Research and Ethics Committee (NMRR -14-735-21495).

RESULTS 
Participants’ characteristics
Sixty-five participants underwent the educational module
and completed both the pre-intervention and post-
intervention questionnaires. Their characteristics are
presented in Table I. They were from different ethnicities with
Malays (72.3%) followed by Chinese (23.1%) and Indians
(4.6%). In addition, 73.9% had post-secondary education and
95.4% had internet access spending an average of 5.5 hours
daily on the internet. Thirteen participants (20%) had never
heard of thalassaemia and 53 (81.5%) were never screened
for this condition. The reasons most commonly cited for not
being screened were “uncertainty on where to get tested”
(54.7%), “unsure of reasons for testing” (45.3%) and “beliefs
that the individual risk was low” (32.1%). Of those who were
screened (n=12), ten were not carriers whereas the remaining
two were unsure of their status.

Sixty participants (91%) completed the six-month follow up
questionnaire. The remaining five participants who failed to
respond to our request to complete the follow-up survey were
compared to the sixty participants in terms of their
demographic characteristics and their pre and post-
intervention knowledge scores and attitudes in which we
found no significant differences between these two groups.

Knowledge
Scores across the three time points for the 60 participants who
completed all three sets of questionnaires were compared.
Out of a total score of 21, their median score changed
significantly during the three time points – median scores
were 12 at pre-intervention and increased to 19 post-
intervention and decreased to 16 at 6-month follow-up
(p<0.001) (Figure 2). Post-hoc testing comparing pre-
intervention and 6-month follow-up scores still showed
significant knowledge gain (p<0.001). Converting the 21-
point scores into percentages, scores increased by 33.3% on
average from pre-intervention to post-intervention (p<0.001)
and decrease by 14.3% from post-intervention to 6-month
follow-up (p<0.001) with a net gain of 19% from pre-
intervention to the 6-month follow up period (p<0.001).
Proportion of participants achieving a satisfactory score (16
or above) was 9.2% pre-intervention, 86.2% post-intervention
and 56.7% on follow up.

The scores of participants based on their characteristics were
compared at each time points as shown in Table II. Baseline
knowledge scores was significantly higher amongst
participants who were females and younger than 30 years of
age, and not surprisingly amongst those who have heard of
thalassaemia before. Interestingly, a similar trend was again
noted on re-testing 6 months later despite no differences
between these groups in the immediate post-intervention
period. 

Attitudes and Practice
Table III presents the attitudes pre, post and six months post
-intervention where we have merged the responses of “1”
(strongly agree) and “2” (agree) together as agreement with
the respective measures. Most participants agreed for
screening throughout the study period. Their acceptance
towards avoidance of marriage between carriers and prenatal
diagnosis increased significantly post-intervention and this
change in attitudes was observed on reassessment six months
later. On the other hand, acceptance towards termination of
pregnancies was poor in the three time periods assessed with
no significance difference (p=0.109) despite a slight increase
from 6.2% pre-intervention to 16.7% six months later.
Acceptance towards selective termination at 6 months follow
up was independent of gender (p=0.725), ethnicity (p=0.725),
religious background (p=0.610), household income (p=0.757)
or educational level (p=0.905) using Chi-Square test. The
proportion of participants who had not been screened for
thalassaemia at pre-intervention period (53/65, 81.5%) was
not significantly different at six months follow up (48/60,
80%) (p=1.00).

Usage and Feedback on computer module
On average, the participants spent 22.8 minutes (SD=2.9) to
undergo the educational module. The most popular video
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Table I: Characteristics of Participants (n=65)

Gender Male 27 (41.5%)
Female 38 (58.5%)

Age (years) Mean (SD) 29.4 (5.7)
Range 18–39 

Age (years) ≤30 37 (56.9%)
>30 28 (43.1%)

Marital statusa Single 23 (35.4%)
Married 41 (63.1%)

Number of children Median (IQR) 0 (2)
Range 0–3 

Ethnic background Malay 47 (72.3%)
Chinese 15 (23.1%)
Indian 3 (4.6%)

Religion Muslim 47 (72.3%)
Christian 9 (13.8%)
Buddhist 6 (9.2%)
Hindu 3 (4.6%)

Highest Educational Levels Secondary 17 (26.2%)
Diploma/College 25 (38.5%)
University 23 (35.4%)

Employment Housewife 2 (3.1%)
Student 6 (9.2%)
Unemployed 2 (3.1%)
Part time 1 (1.5%)
Full time 53 (81.5%)

Household income/month (MYR) <3000 22 (33.8%)
3000-5000 25 (38.5%)
>5000 18 (27.7%)

Internet access Yes 62 (95.4%)
No 3 (4.6%)

Internet usage/day (hours) Mean (SD) 5.5 (3.3)
Range 0–16 

Ever Heard of “thalassaemia”a Yes 51 (78.5%)
No 13 (20%)

Screened for thalassaemia Yes 12 (18.5%)
No 53 (81.5%)

aOne participant did not respond to the stated question 

viewed was on the topic “Can thalassaemia be cured?”
Feedback on the module using the 5-point Likert scale was
extremely positive with 98.5% of the participants in
agreement that (1) the information presented was easily
understood, (2) improved their knowledge and (3) increased
their confidence in deciding about screening and prevention
whereas 96.9% found it user-friendly. In addition, 66.2% of
participants found the amount of information presented in
the module to be satisfactory whereas 29.2% and 4.6%
reported too much and too little information respectively. 

DISCUSSION
Our small study showed that web-based education has the
potential to improve knowledge and attitudes even after a
period of time. In fact, various health education programmes
have successfully utilised computer-aided programmes to
disseminate information and change behaviour in a cost-
effective manner.18-20 When a module is tailored to be
delivered web-based, these educational material can reach
out to a huge population, even countries with limited
resources  have experienced a significant increase in
household internet with youths being the relatively most
networked group.21 Similarly in Malaysia, computer literacy
rate for those aged 5-69 years has reached 45% in year 2010
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Table II: Socio-demographic differences in knowledge scores pre-intervention, immediate post-intervention and six-month post-
intervention

Knowledge Scores (total =21)
Pre-Intervention Post- Intervention Six-month post-intervention

(n=65) (n=65) (n=60)
Scores P Scores P Scores P

Total 12 (6) 19 (4) 16 (4)

Gender Male 9 (12) 0.016 18 (4) 0.435 14 (3) <0.001
Female 12.5 (4) 19 (3) 17 (3)

Age (years) ≤30 13 (6) 0.011 19 (4) 0.062 17 (4) 0.022
>30 10 (11) 18 (7) 15 (4)

Marital Status Not married 12 (6) 0.938 19 (5) 0.475 16 (4) 0.756
Married 12 (7) 18 (3) 16.5 (5)

Ethnic Malay 12 (6) 0.248 19 (3) 0.459 16 (5) 0.299
Non-Malay 10 (11) 19 (5) 16 (4)

Highest Education level Secondary school 10 (5) 0.227 16 (2) 0.002 16 (4) 0.384
Diploma/College/
University 12 (7) 19 (3) 17 (5)

Monthly household 
income (RM) <3000 11.5 (6) 0.818 17 (4) 0.218 16 (4) 0.950

>3000 12 (5) 19 (4) 16.5 (6)

Heard of thalassaemia 
before Yes 13(5) <0.001 19(3) 0.129 16.5 (4) 0.010

No 0(4) 18(4) 13 (5)

Screened for 
thalassaemia Yes 14(2) 0.009 19.5 (3) 0.142 17.5 (5) 0.077

No 10.5(6) 18.5 (4) 16 (5)

Scores expressed as Median (±IQR)
p values are based on comparisons between two groups at a single time-point (Mann-Whitney test)

Table III: Agreement for preventive measures pre-intervention, immediate post-intervention and six-month post-intervention
Pre-Intervention Post-Intervention Six-month post-intervention

(n=65) (n=65) (n=60)
n(%) n(%) p n (%) p

The public should undergo premarital screening 57 (87.7) 65 (100) 0.008 58 (96.7) 0.180
for thalassaemia

Couples who are carriers should not marry each other 13 (20.0) 32 (49.2) <0.001 29 (48.3) <0.001

Couples at risk of conceiving a child with thalassaemia 48 (73.8) 61 (93.8) 0.001 56 (86.2) 0.008
major should undergo prenatal diagnosis 

Pregnancy with a foetus affected by thalassaemia 4 (6.2%) 7 (10.8%) 0.453 10 (16.7) 0.109
major should be terminated.

p-value obtained were in comparison to the pre-intervention questionnaire (McNemar test)

and is set to increase further.22 Broadband penetration
demonstrated a similar trend with youths showing a much
higher internet penetration rate at 94.9% compared with the
overall population rate at 65.8%.21 Therefore, any public
health education programmes especially those targeted at
the youths such as thalassaemia awareness should consider
harnessing the  internet as a potentially powerful tool that
can allow widespread dissemination of information in a cost-
effective manner. In addition, the delivery of web-based
education can be tailored to mobile devices such as hand

phones and tablet computers considering the wide usage of
these devices. In Malaysia, hand phone penetration rate
exceeds 100 subscriptions per 100 inhabitants due to multiple
subscriptions23 with users dominated by young adults and
about two-third (63.3%) of users accessed the internet
through their hand phones.24

In Malaysia, thalassaemia screening on a voluntary basis
has been practised for many years where free testing is
available at multiple government health facilities spread
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throughout the country. In year 2016, Malaysia has
embarked on large scale population screening amongst 16-
year old secondary school students.25 With the increased
identification of carriers, our prevention strategy emphasizes
on marriage avoidance between carriers. We note that the
acceptance of this measure appears to improve after
intervention in our study. Whether known carriers in
Malaysia will accept this in actual practice remains
unknown.

Marriage rate amongst carriers varies greatly between
regions depending on the availability of prenatal diagnosis
and multiple socio-cultural and religious aspects.26 Prenatal
diagnosis followed by selective termination in some countries
have resulted in a remarkable reduction in births of children
with thalassaemia.27-29 In Malaysia, despite the agreement for
prenatal diagnosis, termination of affected foetuses remained
generally unacceptable as reflected in the results from our
study and larger studies conducted among the Malaysian
public9,10 and parents of children with thalassaemia.30 Further
studies are needed with regards to the multiple factors that
influence the attitudes and actual decision-making on

reproductive options among thalassaemia carriers in
Malaysia. 

Despite the generally positive feedback we received on our
educational intervention, we are aware that web-based
education has several limitations. Besides needing access to
the internet, the use of online educational material requires
the ability to read text, use information technology and
appraise the content of these tools to make health decisions
and thus requires some amount of literacy skills.31 It has to
continuously evolve to meet the changing needs and
preferences of the society such as improving on its
attractiveness and interactive features. Web-based education
is an efficient way of reaching large numbers of people but
tend to attract a select and self-selected population which is
disproportionately female, well-educated and health
conscious.32 Therefore, it is vital that a comprehensive, multi-
faceted health promotion strategy includes other more
“traditional” channels such as mass media and face-to-face
dissemination of information so that the appropriate
information can be delivered effectively to the target
population.

Fig. 1: Screenshot of web-based interactive educational module.

Fig. 2: Knowledge scores across three time points.
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Our study has its limitations. Although our participants are
from multiple ethnic groups, their educational levels are
somewhat higher than the general population. Having
volunteered to participate in this study, they were likely to be
more motivated to seek and understand the information
delivered compared to the general public. Our findings that
demographic characteristics such as female gender and
younger age group have better knowledge should be
validated by larger studies prior to establishing the target
population who will benefit most from such intervention.
Nevertheless, we have demonstrated the potential of a local
contextualised web-based education in improving knowledge
and attitudes about thalassaemia. Further studies in this area
should cover a larger population and perhaps focus on
unmarried young adults. Their knowledge, attitudes and
more importantly their practices should be studied so that the
multiple factors contributing to birth of children with
thalassaemia could be identified and hopefully addressed in
future prevention programs. 

CONCLUSION
A web-based educational module improves knowledge about
thalassaemia and attitudes towards preventive measures in
Malaysia. As an increasing number of youths in developing
countries are embracing the internet as an important source
of information, health education targeted at them should use
internet-based technologies as it provides unique possibilities
for public health education without the barriers of distance,
time and space in a cost-effective manner. 

FUNDING
This work was supported by the Monash University Malaysia
Seed grant. (Grant No 5140077).
The authors declare that there is no conflict of interest.

ACKNOWLEDGEMENTS
We would like to thank the Director General of Health
Malaysia for the permission granted to publish this article.

REFERENCES
1. Peters M, Heijboer H, Smiers F, Giordano P. Diagnosis and management of

thalassaemia. BMJ 2012;344: e228.
2. Galanello R, Origa R. Beta-thalassaemia. Orphanet J Rare Dis

2010;5(1):11.
3. Fucharoen S, Winichagoon P. Prevention and control of thalassaemia in

Asia. Asian Biomedicine 2007; 1(1): 1-6.
4. George E. Beta-thalassaemia major in Malaysia, an ongoing public health

problem. Med J Malaysia2001; 56(4): 397-400.
5. Weatherall DJ, Clegg JB. Inherited haemoglobin disorders: an increasing

global health problem. Bull World Health Organ 2001; 79(8): 704-12.
6. Sulaiman L. Thalassaemia in Malaysia: Current initiatives and future

strategies. Paper presented at: 7th National Thalassaemia Conference;
2015 Aug 8-9; Kuala Lumpur, Malaysia.

7. Ngim CF, Ibrahim H, Lai NM, Ng CS. A single centre study on birth of
children with transfusion-dependent thalassaemia in Malaysia and
reasons for ineffective prevention. Prenat Diagn 2015; 35(1): 51-9.

8. Kukreja A, Khan A, Xian L, Razley A, Rahim Z. Awareness of thalassaemia
among rural folks in Penang, Malaysia. The Internet Journal of Health
2009; 12(1): 1-8.

9. Wong LP, George E, Tan JA. Public perceptions and attitudes toward
thalassaemia: Influencing factors in a multi-racial population. BMC
Public Health 2011; 11(1): 193.

10. Wong LP, George E, Tan JA. A holistic approach to education programs in
thalassaemia for a multi-ethnic population: consideration of perspectives,
attitudes, and perceived needs. J Community Genet 2011; 2(2): 71-9.

11. Eleftheriou A. Health Education. In: Old J, Angastiniotis M, Eleftheriou A,
Galanello R, Harteveld CL, Petrou M et al., editors. Prevention of
Thalassaemias and Other Haemoglobin Disorders: Volume 1: Principles
2nd ed. Nicosia, Cyprus: Thalassaemia International Federation: 2013: 24-
30.

12. Tu HT, Cohen GR. Striking jump in consumers seeking health care
information. Track Rep 2008; (20): 1-8.

13. Edejer TT. Disseminating health information in developing countries: the
role of the internet. BMJ 2000; 321(7264): 797-800.

14. Horvath KJ, Ecklund AM, Hunt SL, Nelson TF, Toomey TL. Developing
internet-based health interventions: a guide for public health researchers
and practitioners. J Med Internet Res 2015; 17(1): e28.

15. Armeli C, Robbins SJ, Eunpu D. Comparing knowledge of β-thalassaemia
in samples of Italians, Italian-Americans, and non-Italian-Americans. J
Genet Couns 2005; 14(5): 365-76.

16. Sim SC, Zhou XD, Hom LD, Chen C, Sze R. Effectiveness of pre-counseling
genetic education workshops at a large urban community health center
serving low-income Chinese American women. J Genet Couns 2011; 20(6):
593-608.

17. Faul F, Erdfelder E, Lang AG, Buchner A. G* Power 3: A flexible statistical
power analysis program for the social, behavioral, and biomedical
sciences. Behav Res Methods 2007; 39(2): 175-91.

18. Portnoy DB, Scott-Sheldon LA, Johnson BT, Carey MP. Computer-delivered
interventions for health promotion and behavioral risk reduction: a meta-
analysis of 75 randomized controlled trials, 1988–2007. Prev Med 2008;
47(1): 3-16.

19. Russell KM, Champion VL, Monahan PO, Millon-Underwood S, Zhao Q,
Spacey N et al. Randomized trial of a lay health advisor and computer
intervention to increase mammography screening in African American
women. Cancer Epidemiol Biomarkers Prev 2010; 19(1): 201-10.

20. Bussey-Smith KL, Rossen RD. A systematic review of randomized control
trials evaluating the effectiveness of interactive computerized asthma
patient education programs. Ann Allergy Asthma Immunol 2007; 98(6):
507-16.

21. International Telecommunication Union (ITU). Measuring the
Information Society 2013. (cited July 2017). Available
from:https://www.itu.int/en/ITU-D/Statistics/Documents/publications/
mis2013/MIS2013_without_Annex_4.pdf  

22. Department of Statistics, Malaysia. Report on education and social
characteristics of the population. Malaysia 2010. (cited July 2017).
Available from:https://www.statistics.gov.my/images/stories/files/
LatestReleases/population/Summary_Findings_on_Education_%20and_So
cial_Characteristics_of_the_Population_2010.pdf

23. Malaysian Communications and Multimedia Commission. Pocket Book of
Statistics, Q2 2015 (cited July 2017) Available from :
http://skmm.optima.net.my/skmmgovmy/media/General/pdf/CM-Q2-
2015-BI-(pdf).pdf

24. Malaysian Communications and Multimedia Commission. Hand phone
Users Survey 2014.(cited July 2017) Available from :
https://www.mcmc.gov.my/skmmgovmy/media/General/pdf/MCMC-
Hand-Phone-User19112015.pdf

25. Noh, FM.  “14,580 pelajar Tingkatan 4 pembawa penyakit
Thalassaemia”. Berita Harian Online 2016; Nov12.  (cited July 2017)
Available from http://www.bharian.com.my/node/212069

26. Petrou M. Genetic Counselling. In: Old J, Angastiniotis M, Eleftheriou A,
Galanello R Harteveld CL, Petrou M et al., editors. Prevention of
Thalassaemias and Other Haemoglobin Disorders: Volume 1: Principles
2nd ed. Nicosia, Cyprus: Thalassaemia International Federation: 2013: 49-
68. 

27. Angastiniotis MA, Hadjiminas MG. Prevention of thalassaemia in Cyprus.
Lancet 1981; 1(8216): 369-71.

28. Angastiniotis M, Modell B, Englezos P, Boulyjenkov V. Prevention and
control of haemoglobinopathies. Bull World Health Organ 1995; 73(3):
375-86.

29. Karimi M, Jamalian N, Yarmohammadi H, Askarnejad A, Afrasiabi A,
Hashemi A. Premarital screening for β-thalassaemia in Southern Iran:
options for improving the programme. J Med Screen 2007; 14(2): 62-6.

30. Ngim CF, Lai NM, Ibrahim H, Ratnasingam V. Attitudes towards prenatal
diagnosis and abortion in a multi-ethnic country: a survey among parents
of children with thalassaemia major in Malaysia. J Community Genet
2013; 4(2): 215-21.

31. Norman CD, Skinner HA. eHealth literacy: essential skills for consumer
health in a networked world. J Med Internet Res 2006; 8(2): e9.

32. Zbib A, Hodgson C, Calderwood S. Can eHealth tools enable health
organizations to reach their target audience? Healthc Manage Forum
2011; 24(3): 155-9.

6B-A web-based00174R4_3-PRIMARY.qxd  6/14/19  12:56 PM  Page 225




