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Abstract
Background: To measure the public’s awareness of COVID-19 and evaluate the adequacy of public health
communications and health propaganda on the prevention of coronavirus disease in Jiangsu province.

Methods: We made an electronic questionnaire and launched the survey during February 12 to March 12, 2020.
Respondents were randomly selected and recruited from thirteen cities in Jiangsu province. An opportunistic
sampling approach was also used to recruit new participants or members in the same household through
referrals from existing participants. Data was collected through the “Questionnaire Star” system. SPSS24.0
version was used for data statistical analysis.

Result The effective response rate of completing questionnaire was 97.14% (2650/2728). Compared with
traditional media such as TV (51.43%) and newspaper (14.91%), participants were more willing to choose new
media such as websites (71.17%) and social platforms such as We-Chat (73.96%) to obtained health
information. Chi-square test showed that women (54.14% vs. 48.49%), the 20-50 age group (24.22% vs. 22.94%,
32.69% vs. 31.40%, 28.92 vs. 27.77%) and urban residents (61.42% vs. 59.85%) had higher COVID-19 preventive
knowledge level, urban residents had better attitude (60.29% vs. 59.85%), women (53.53% vs. 51.51%), the 30-50
age group (33.14% vs. 31.40%, 29.00% vs. 27.77%)), urban residents (61.50% vs. 59.85%) had good behavior.
Multivariate logistic analysis showed that gender (females vs. males, OR=2.226, OR 95%CI: 1.346-3.682,
P<0.001), age groups (<50 vs. >50 years old: OR=0.689, OR 95%CI: 0.561-0.847, P<0.001), areas (urban vs.
suburban: OR=0.359, OR 95%CI: 0.219-0.588, P<0.001), knowledge level (high vs. low: OR=1.259: OR 95%CI:
1.188-1.335, P<0.001), and attitude (good vs. bad: OR=0.462 OR 95%CI: 0.342-0.626, P<0.001) were associated
with good behaviors. The moderating effect and mediating effect shows that attitude mediates the in�uence of
knowledge on behavior. (The 95% interval does not include the number 0(OR95% CI:0.002-0.013). All means of
health propaganda can modulate the in�uence between knowledge and behavior (P<0.001).

Conclusions: Providing adequacy of health propaganda and public health communications on the prevention of
coronavirus disease makes the public fully understand the knowledge of COVID-19 and lead them to take
preventive actions.

Background
In December 2019, China noti�ed the world health organization of several cases of human respiratory disease,
which had been identi�ed as a new coronavirus [1–2]. The new coronavirus associated infection is now known
as COVID-19. Most infected people show mild symptoms, such as a dry cough, sore throat and fever. Most of the
cases are spontaneous [3–6]. However, some elderly patients with multiple comorbid conditions have developed
a variety of fatal complications, including organ failure, septic shock, pulmonary edema, severe pneumonia, and
acute respiratory distress syndrome (ARDS) [7–16]. On March 11, 2020, China had 80,956 con�rmed cases,
61,567 cured patients, 4,492 severe cases and 3,162 dead cases [16–17]. According to current o�cial reports, the
COVID-19 outbreak is a global pandemic, with more than 118,000 cases and 4,291 deaths in 114 countries,
including China [18–19]. With the number of con�rmed cases, deaths and the number of affected countries and
regions, it was expected to rise further in the coming weeks [20]. Early isolation, diagnosis and treatment are
expected to play an important role in controlling the outbreak. Hand hygiene with face mask were found helpful
as personal protective measures for pandemic In�uenza in non-healthcare settings [21–26]. Credible and timely
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message delivery through appropriate media channels is necessary to ensure the public gets accurate
information on emerging infectious diseases to make informed decisions on protective health behaviors [27–28].
The purpose of this study was to measure the public’s awareness of COVID-19 which refers to knowledge,
attitude and behavior, and evaluate the adequacy of public health communications and health propaganda on
the prevention of coronavirus disease in Jiangsu province. Findings from the study will help health promotion
agencies develop effective communication strategies to mitigate the risk of future pandemics.

Methods
Sample

So far, we have not found similar studies, so it is di�cult to calculate the sample size with the information of
previous studies. In order to avoid insu�cient sample size, we assumed that the population rate π = 0.5, and the
allowable error δ = 0.015, α = 0.05,and based on the standard formula [28], 2,178 participants were required.
Population density varies from city to city in Jiangsu province in order to avoid regional selection bias to the
greatest extent, we distributed 180–200 questionnaires to each city.
 

Study design
In the early stage of the study, we made epidemic maps and trend charts to describe the epidemic severity and
epidemic dynamics in various cities in Jiangsu province(Supplementary material 1, 2). Then a community-based
cross-sectional study was conducted. We made the questionnaire with the help of the questionnaire star
software, formed a link and used it for online research, which is convenient for the collection and statistics of the
later data. At the same time, we released the questionnaire link in the name of General Practitioner Branch of
Jiangsu Medical Doctor Association. We �rst contacted 16 members of the association. The members come
from community health service centers in 13 cities in Jiangsu province, or from general practice or public health
departments in some hospitals. The researchers explain all the necessary information and the meaning of the
research to them by email, phone, text and We-Chat, and assign tasks to the members. They were asked to sent
the questionnaire to the medical staff of the local community health service centers, who could randomly invite
the residents of the jurisdiction to �ll in the questionnaire online. For residents who could not �ll out the electronic
questionnaire, the medical staff read it to them and asked them to complete it. In the introduction of the
questionnaire, we indicate the time (5–10 minutes) needed to �ll in the questionnaire and noted that the study
does not involve any personal privacy of the participants. In order to control the quality of samples, the same IP
address can only be answered once. And the answering time of each questionnaire is automatically monitored in
the background of the network questionnaire, and the answering time less than 100 seconds is regarded as
invalid. Also we set the samples with more than 70% of the same answer as invalid samples.
 

Instrument
A questionnaire with 22 questions (16 single choices, 6 multiple choice) in six parts were used to collect the
information from the participants. Question 1, 2, 3, 4 were used to collect data on the general characteristics of
participants, including sex, age, area and education background. Question 5, 6, 7, 8, 9, 10, 11were asked regarding
public health communication and health propaganda related to COVID- 19 prevention, including the �rst time
focus to the epidemic, access to the information, and concerns, fever screening, sealed management, whether to
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carry out health education, form of health education. Participants could choose more than one preferred
information source. Question 12, 13, 14, 15 were asked regarding knowledge related to COVID-19, including
symptoms, transmission route, susceptible population, medical observation time. Each question was scored as 0
for incorrect answers and 1 for correct answers (total 20 scores). Those who received scores of 0–10 were
classi�ed as having “poor” knowledge, those with scores of 11–15 were classi�ed as “moderate” knowledge, and
those with scores of 16–20 were classi�ed as “good” knowledge. Question 16, 17, 18 were asked regarding
attitudes related to COVID- 19 prevention. Each question is rated on a �ve-point scale ranging from totally agree
to totally disagree. Positive-attitude questions were scored as 1 (i.e., for responses of “Yes, completely”), and
these scores increased based on attitudes, with a score of 5 given for answers conveying disagreement (i.e., for
responses of “Not at all”). Positive-attitude were scored as 1 for responses of, with scores increasing to 5 with
responses of totally disagree. People who scored more than 7 were classi�ed as having a poor attitude, those
who scored 4–6 were classi�ed as having a moderate attitude, and those who scored 3 were classi�ed as having
a good attitude in response to COVID-19. questions were asked regarding preparedness to respond to COVID-19.
These questions assessed behaviors related to preparedness to respond to the occurrence of COVID-19. Question
19, 20, 21 were asked regarding preventive behavior on COVID-19, such as hand washing, surgical mask use, and
avoidance of crowded areas. Positive-action were scored as 1 for responses of (i.e., for responses of “Wash your
hands frequently”), negative-actions were scored as -1(i.e., for responses of “Do nothing”). In question 19, the
score for the �rst item is 3 points, the second is 2 points, the third is 1 point, and the fourth is 0 points. Scores
less than 9 indicated a poor level of preparedness to respond to the outbreak of COVID-19, scores of 10–14
indicated a moderate level of preparedness, and scores of 15–17 indicated a good level of preparedness.
(Supplementary material 3).
 

Data analysis
Data were double-entered and cross-checked using Excel version 2013 (Microsoft Corp.). Statistical analyses
were performed using IBM SPSS Statistics 24.0. All baseline socio-demographics were described as categorical
variables (gender, age group, area, education background). The knowledge, attitude and behavior of COVID-19 in
populations with different characteristic were compared by chi-square test. Multivariable logistic analysis, with
Odds Ratios (OR) reported, were used to determine factors associated with preventive behavior of COVID-19. The
moderating and mediating effects are used to explain the relationship between behavior, knowledge and attitude.
Moderating effects were also used to explain the relationship between behavior, knowledge and different ways of
health communication and propaganda.

Results
Participant’s characteristics

A total of 2,728 questionnaires were collected in the study. Incomplete samples and those �lling time was less
than 100 seconds and the selection rate of the same option was more than 70% were deleted. Finally, 2650
questionnaires were recovered, and the effective response rate was 97.14%. The samples recovered from each
city were distributed evenly. Out of the 2650 respondents, about half surveyed were female (51.51%) in our study
population. The respondents ranged in age from 23 to 87, with 96.3% aged 20 to 60. A higher proportion of
participants live in the urban (59.85%) and majority of respondents had attained at least secondary education
(99.09%) (Supplementary material 4).
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Public health communication and health propaganda source

21.17% of residents have paid attention to the information of the pneumonia outbreak in the end of December
2019. However, the attention rate decreased between January 1st, 2020 and January 10th, 2020. Around January
21, 2020, residents' attention to COVID-19 showed a growing trend, with 29.51% and 29.32% respectively.
Compared with the way of receiving information through traditional media such as TV (51.43%) and newspaper
(14.91%), most residents are more willing to choose new media such as websites (71.17%) and social platforms
such as We-Chat (73.96%) to get the information. Still some residents got the information through community
propaganda, workplaces propaganda. Compared with the information related to the symptoms (62.15%),
diagnosis (53.47%) and treatment (66.75%) of COVID 19, more residents wanted to know the epidemic dynamics
such as the number of con�rmed cases and deaths (96.19%), as well as the information related to the prevention
of infection (82.57%). When asked when to carry out fever screening, or sealed management and epidemiological
investigation and other preventive work in the community, more residents' feedback was from January 21st to
January 31st, 2020 (45.02%, 44.68%). In terms of community protection education, 95.25% of the residents
reported that COVID 19 prevention information was available in the community. The main ways were document
distribution (59.17%), propaganda posters (77.25%), We-Chat, QQ (71.32%), SMS (63.21%), video broadcast
(52.34%), telephone propaganda (53.85%), and community visits (39.62%) (Table 1).
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Table 1
Public health communication and health propaganda source

      Choice Number Percentage
%

Public health
communication

Q5. The �rst time focus on the epidemic before
January 1st
2020

561 21.17

01.01–01.10 488 18.42

01.11–01.20 782 29.51

01.21–01.31 777 29.32

02.01–02.10 42 1.58

Q6. Access to the
COVID-19
information

TV no 1287 48.57

yes 1363 51.43

Websites no 764 28.83

yes 1886 71.17

Newspaper or
Magazine

no 2254 85.06

yes 396 14.94

Social
communication
platform

no 690 26.04

yes 1960 73.96

Community
propaganda

no 1759 66.38

yes 891 33.62

Workplaces
propaganda

no 1745 65.85

yes 905 34.15

By friends or relatives no 1633 61.62

yes 1017 38.38

Q7. Your concerns Update of the
conformed and dead
cases

no 101 3.81

yes 2549 96.19

Symptoms of COVID-
19

no 1003 37.85

yes 1647 62.15

Diagnose of COVID-19 no 1233 46.53

yes 1417 53.47

Treatment of COVID-
19

no 881 33.25

yes 1769 66.75
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      Choice Number Percentage
%

Preventions of COVID-
19

no 462 17.43

yes 2188 82.57

Q8. When did you see fever screening in your
community

before
January 1st
2020

56 2.11

01.01–01.10 166 6.26

01.11–01.20 207 7.81

01.21–01.31 1193 45.02

02.01–02.10 830 31.32

There is no
fever
screening

90 3.4

I don't know 108 4.08

Q9. When did you see the prevention and
control work in your community

01.11–01.20 207 7.81

01.21–01.31 1184 44.68

02.01–02.10 1141 43.06

There is no
fever
screening

7 0.26

I don't know 111 4.19

Health
propaganda

Q10. Is there any information on the prevention
of the 2019-nCoV available in your community?

yes 2524 95.25

no 38 1.43

I don't know 88 3.32

Q11. Access to the
education
information?

Documentation no 1082 40.83

yes 1568 59.17

Bulletin board, poster no 603 22.75

yes 2047 77.25

We-chat, QQ no 760 28.68

yes 1890 71.32

Massages no 975 36.79

yes 1675 63.21

Rebroadcast video no 1263 47.66

yes 1387 52.34
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      Choice Number Percentage
%

Phone education no 1223 46.15

yes 1427 53.85

Community health
workers pay a visit

no 1600 60.38

yes 1050 39.62

total 2650 100

Knowledge, attitude and behavior of prevention of VOVID-19

The knowledge level is different in gender, age group and areas. The proportion of women with high knowledge
level (54.14%) was signi�cantly higher than the average level (48.49%), and the proportion of aged 20–50 years
old was signi�cantly higher than the average level (20–30 years old: 24.22% vs. 22.94%, 30–40 years old:
32.69% vs. 31.40%, 40–50 years old: 28.92% vs. 27.77%). The proportion of urban residents with high level of
knowledge (61.42%) was signi�cantly higher than the average (59.85%). There was no difference in knowledge
level of COVID-19 among residents with different educational backgrounds (Table 2). The proportion of urban
residents with a good attitude (60.29%) was signi�cantly higher than the average (59.85%). However, residents'
attitude did not show the signi�cant difference in gender, age and educational background (Table 2). The
proportion of women with good behavior (53.53%) was signi�cantly higher than the average (51.51%), and the
proportion of residents aged 30–50 with good behavior was signi�cantly higher than the average (30–40 years:
33.14% vs 31.40%, 40–50 years: 29.00% vs 27.77%). The proportion of city dwellers with good behavior (61.50%)
was signi�cantly higher than the average (59.85%). Residents with different educational backgrounds have no
difference in behavior level (Table 2).
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Table 2
Knowledge, attitude and behavior of COVID-19 in populations with different characteristic.

  Items knowledge(%) Total χ² p

Level 1 Level 2 Level 3

Gender M 102(55.74) 490(51.26) 693(45.86) 1285(48.49) 10.948 0.004**

F 81(44.26) 466(48.74) 818(54.14) 1365(51.51)

Total 183 956 1511 2650

Age groups 10 ~ 20 32 15(1.57) 14(0.93) 32(1.21) 63.631 0.000**

20 ~ 30 608 213(22.28) 366(24.22) 608(22.94)

30 ~ 40 832 280(29.29) 494(32.69) 832(31.40)

41 ~ 50 736 257(26.88) 437(28.92) 736(27.77)

51 ~ 60 376 160(16.74) 179(11.85) 376(14.19)

61 ~ 70 55 23(2.41) 20(1.32) 55(2.08)

71 ~ 80 8 7(0.73) 0(0.00) 8(0.30)

81 ~ 90 3 1(0.10) 1(0.07) 3(0.11)

Total 183 956 1511 2650

Area Urban 95(51.91) 563(58.89) 928(61.42) 1586(59.85) 6.706 0.035*

Suburban 88(48.09) 393(41.11) 583(38.58) 1064(40.15)

Total 183 956 1511 2650

Education
background

Primary 2(1.09) 6(0.63) 16(1.06) 24(0.91) 1.839 0.765

Secondary 33(18.03) 196(20.50) 305(20.19) 534(20.15)

Tertiary 148(80.87) 754(78.87) 1190(78.76) 2092(78.94)

Total 183 956 1511 2650

* p < 0.05 ** p < 0.01

  Items attitude(%) χ² p

Level 1 Level 2 Level 3

Gender M 1158(47.85) 121(54.75) 6(66.67) 1285(48.49) 5.054 0.08

F 1262(52.15) 100(45.25) 3(33.33) 1365(51.51)

Total 2420 221 9 2650

Age groups 10 ~ 20 28(1.16) 4(1.81) 0(0.00) 32(1.21) 16.732 0.271

20 ~ 30 558(23.06) 48(21.72) 2(22.22) 608(22.94)

30 ~ 40 772(31.90) 56(25.34) 4(44.44) 832(31.40)
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  Items knowledge(%) Total χ² p

Level 1 Level 2 Level 3

41 ~ 50 677(27.98) 58(26.24) 1(11.11) 736(27.77)

51 ~ 60 328(13.55) 46(20.81) 2(22.22) 376(14.19)

61 ~ 70 47(1.94) 8(3.62) 0(0.00) 55(2.08)

71 ~ 80 7(0.29) 1(0.45) 0(0.00) 8(0.30)

81 ~ 90 3(0.12) 0(0.00) 0(0.00) 3(0.11)

Total 2420 221 9 2650

Area Urban 1459(60.29) 126(57.01) 1(11.11) 1586(59.85) 9.831 0.007**

Suburban 961(39.71) 95(42.99) 8(88.89) 1064(40.15)

Total 2420 221 9 2650

Education
background

Primary 20(0.83) 4(1.81) 0(0.00) 24(0.91) 5.346 0.254

Secondary 498(20.58) 35(15.84) 1(11.11) 534(20.15)

Tertiary 1902(78.60) 182(82.35) 8(88.89) 2092(78.94)

Total 2420 221 9 2650

* p < 0.05 ** p < 0.01

  Items behavior(%) χ² p

Level 1 Level 2 Level 3

Gender M 46(64.79) 364(52.30) 875(46.47) 1285(48.49) 14.675 0.001**

F 25(35.21) 332(47.70) 1008(53.53) 1365(51.51)

Total 71 696 1883 2650

Age groups 10 ~ 20 3(4.23) 7(1.01) 22(1.17) 32(1.21) 48.172 0.000**

20 ~ 30 17(23.94) 189(27.16) 402(21.35) 608(22.94)

30 ~ 40 14(19.72) 194(27.87) 624(33.14) 832(31.40)

41 ~ 50 18(25.35) 172(24.71) 546(29.00) 736(27.77)

51 ~ 60 14(19.72) 116(16.67) 246(13.06) 376(14.19)

61 ~ 70 3(4.23) 16(2.30) 36(1.91) 55(2.08)

71 ~ 80 2(2.82) 1(0.14) 5(0.27) 8(0.30)

81 ~ 90 0(0.00) 1(0.14) 2(0.11) 3(0.11)

Total 71 696 1883 2650

Area Urban 36(50.70) 392(56.32) 1158(61.50) 1586(59.85) 8.204 0.017*
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  Items knowledge(%) Total χ² p

Level 1 Level 2 Level 3

Suburban 35(49.30) 304(43.68) 725(38.50) 1064(40.15)

Total 71 696 1883 2650

Education
background

Primary 0(0.00) 3(0.43) 21(1.12) 24(0.91) 7.488 0.112

Secondary 21(29.58) 144(20.69) 369(19.60) 534(20.15)

Tertiary 50(70.42) 549(78.88) 1493(79.29) 2092(78.94)

Total 71 696 1883 2650

* p < 0.05 ** p < 0.01

Multivariate logistic regression analysis was used to determine the multiple effects on behavior change. The
results showed that female, younger people (≤ 50 years old), urban residents, high level of knowledge and
attitude signi�cantly associated with good behavior, while education background did not have a signi�cant
association with behavior change (Table 3). According to the results of multivariate logistic regression analysis,
high level of knowledge and attitude signi�cantly associated with good behavior. Then we applied the
moderating effect and mediating effect to �nd out whether the in�uence amplitude is signi�cantly different by
adjusting different levels of attitude when knowledge has an impact on behavior. The results showed that low
score (good attitude) or high score (bad attitude) had a signi�cant effect on the regulation of knowledge-
in�uenced behavior, indicating that attitude mediates when knowledge in�uences behavior (Supplementary
material 4). Knowledge �rst affects attitude, and then affects behavior through attitude. Figures 1 illustrate the
relationship more clearly.
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Table 3
Multivariate logistic regression analysis of factors of positive behavior of preventing COVID-19.

Variables Control group B SE z p OR OR95% CI(LL) OR95% CI(UL)

Sex

F M 0.8 0.257 3.117 0.000 2.226 1.346 3.682

Age group

> 50 < 50 -0.372 0.105 -3.549 0.000 0.689 0.561 0.847

Area

Urban Suburban 1.024 0.251 4.077 0.000 0.359 0.219 0.588

Education background

Tertiary Primary -0.038 0.284 -0.133 0.890 0.963 0.552 1.68

Knowledge

Excellent Poor 0.231 0.03 7.777 0.000 1.259 1.188 1.335

Attitude

Better Bad -0.771 0.154 -4.995 0.000 0.462 0.342 0.626

The moderating effect of public health communication and health propaganda.

Similarly, we use the moderating effect to �gure out whether the in�uence amplitude is signi�cantly different by
adjusting with or without public health communication and health propaganda when knowledge has an impact
on behavior. It showed that except for traditional media such as television (P = 0.775, P = 0.625) and newspapers,
other ways public health communication can have a regulating effect on knowledge-in�uenced behavior
(Supplementary material 4), and all means of health publicity can regulate the in�uence between knowledge and
behavior (F value, P < 0.01) (Supplementary material 4).

Discussion
Since the �rst case of novel coronavirus infection was reported in Jiangsu province, the government has actively
taken preventive interventions to control the outbreak [29–30]. For example, the government invested a large
amount of �nancial support and used social forces to raise medical supplies for the protection of residents. To
reduce the risk of cross-infection caused by crowds, schools, businesses, tourist and entertainment sites were
forced to close. Community health service providers set up fever screening points at the entrance and exit of the
community to conduct epidemiological investigation on residents, and timely detect and report suspected cases.
With the help of the media and the Internet, health education was regularly sent to the residents, such as COVID-
19 infection knowledge, how to properly wear masks, cough etiquette, home isolation knowledge, etc. This is
consistent with the community intervention time reported by residents from January 21st to January 31st, 2020
(45.02% and 44.68%). The COVID-19 epidemic in Jiangsu province was under control �nally on February 20th,
2020. By the end of February, there were 631 con�rmed cases of COVID-19 in Jiangsu province, with over 600
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cases cured and 0 deaths. There were no new cases or deaths in the following 2 weeks. Therefore, effective
intervention measures and timely health publicity are conducive to the control of the epidemic.

According to the health communication and health propaganda analysis, 21.17% of residents have paid attention
to the information of the pneumonia outbreak in the end of December 2019. However, from January 1st to
January 10th, 2020, the intensity of public attention on COVID − 19 is reduced, which may be related to the fact
that the Hubei provincial government and relevant departments closed some information during that period.
Around January 21, 2020, residents' attention to COVID-19 showed a growing trend, with 29.51% and 29.32%
respectively, which may be related to the o�cial release of COVID-19. Such studies revealed that in the early
stage of the epidemic, the government and relevant departments should maintain sensitivity to all kinds of news
[30–31], timely con�rm the truth of the news, and then release reliable information to the public, so that the
public can take early preventive measures. On the other hand, according to the residents' access to information
and communication ways, it showed that during the pandemic, new media such as websites, We-Chat, Weibo
play an important role. According to the public concerns during the epidemic, the public pay more attention to the
epidemic dynamics and trends as well as the prevention and control measures. Based on these �ndings,
government and related department can make the promotion plan to improve the e�cacy of propaganda.

The study also showed that female, age group between 20 to 50 years old, city residents have high level of
knowledge and good behavior, which is similar to the other studies [32–34]. The residents' knowledge level and
good behavior has nothing to do with the affected by the degree of education, explain COVID − 19 of information
can be understood by the vast majority of understand and make positive prevention behavior, and even for
residents only accepted the primary education is also not di�cult. Such results may be related to the late
development of the epidemic in our survey period. Most residents have been informed about covid-19 through
various channels, while other studies were conducted in the early stages of the epidemic. On the other hand,
attitudes did not appear to differ by gender, age group or education level. However, a higher proportion of urban
residents had better attitudes than suburban residents, which may be related to more severe urban epidemics.
The relationship between knowledge, attitude and behavior shows that good knowledge can promote the change
of attitude, and the change of attitude leads to the change of behavior of residents. On the other hand, the use of
information exchange and health publicity may promote residents to grasp understanding knowledge and make
behavioral changes.

Unlike other studies, our study showed that residents' level of knowledge and good behavior are independent of
their education background [35–37]. This suggests that health propaganda of COVID-19 can be easily
understood by the majority of residents and lead to active preventive behavior even for residents with only
primary education. Such results may be related to the time of investigation. Most of our respondents have been
informed about COVID-19 through various ways, while other studies were conducted in the early stages of the
epidemic.

There are strengths and limitations to the study. We aimed to assess the public’s awareness of COVID-19 by
measuring the public knowledge, attitude and behavior scores and evaluate the adequacy of public health
communications and health propaganda on the prevention of coronavirus disease in Jiangsu province. The
moderating effect and mediation effect were used to analysis the affect model between knowledge, attitude and
behavior. It informs us to consider the audience fragmentation during future outbreak communication. The
sources of bias include the potential selection bias of the respondents, as the respondents were asked whether
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they were willing to participate in the survey, which led to the bias of the volunteers and may not be truly
represent all residents of Jiangsu province. Second, the research object of this study only covers the residents of
Jiangsu province, which is di�cult to re�ect the whole domestic situation. However, we adopted a large sample
size, randomly recruited participants and avoided selection bias to maintain the reliability of the study. Third, the
questionnaire was only applicable to the speci�c situation, such as the COVID-19 epidemic.

Conclusion
As an economically and culturally developed city, Jiangsu province has made some references for successful
health publicity and risk communication. The results of this study suggest that public health communication and
health propaganda of COVID - 19 is relatively adequate in Jiangsu province. Future health communication
strategies for emerging infectious diseases should consider audience segmentation and the adoption of the
most wide used media for disseminating risk information.
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Figure 1

Model result (mediating effect).
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