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1.0 INTRODUCTICHN

How do individuals and/or houssholds nake decisions on health care when
confronted with illness?. What factors influence these decisions?. Studies in
social medicine have in recent vears attempted to address this issue. Broadly,
the factors which have been identified as influencing illness behaviour
(health-seeking behaviour) have been social, cultural, economic and political.
In anthropology and medical anthropology in particular, the major factors
associated with illness behaviour have heen aetiological heliefs (ethnomedical
peliefs) and world views (using explanatory models of illness).

Most of the research on ethnomedical systains has Tocused on issues of
classificatory characteristics of medical phenomena, the meaning of i1llress
and how ethnomedical knowledge influences illness behavicur (Rubel and Hass,
1990; Wellin, 1978; Fabrega, 1977; Good, 1$87; fabrega and Manning, 1979).
This abproach aims to understand how a group or a society’s system of medicine
functions, and attempts to delineate diffarent systems of medicine. This wiew
of disease holds that notions of disesase causation, dynamics and treatment are
always elements of the individual culture {Fabregs and Manning, 1979). Within
this approach, medical telief systems arve viewed as sets of premises and ideas
that enable people to organise their perceptions and sxperiences of medical
avents and organise thelr interventicns for affecting and cortrelling these
events (Young, 1983:1205). The ethnomedical approach focuses on understanding
how illress is constructed within a specific culltural milieu.

JThere is a general consensus among ethrnomedicologiste that illness
aetiologies define diagnostic procedures and therapeutic cholces (Foster and
Anderson, 1978; Scrimshaw and Hurtado 58 Rubel and Hass,1990). Many
anthropological studies have tended to emphasise the importance of
ethnoclassifications and illness behaviour {(Janzen, 1978; Yoder, 1982: 1981;
Sargent, 1%82). From ihese studies, it has been observed that illness thought
to he dus to supsr-natural agents is treated with traditional medicine.

This approach places particular emphasis on the "meaning cortexts of

illness” that is, health, disease and illness are interpreted in light of the

mary waye these terwms are parcelved by patlients, families, practitioners and
communities. According to Good, in the ethromedical approach, episodes of

...l,._



IDS/WP No.498

sickness are interpreted in terms of Explanatory Models (EMs) that are used by
practitionars in all health care systems (Good,1987). Thus, Kleinman’s
Explanatory Models of illness, function as guides for action in that they
orient therapeutic choice and illness managemert (Kleinman,1980).

More recent studies in anthropology have criticised this approach
(Morsy, 1980; 1981; Onoge, 1975 and Gallagher, 1989). It iz argued that
gthnomedical .accounts only provide superficial descriptions of beliefs and
practices from a relativistic perspective which stresses their functional
utility while ignoring the basis of their existence and perpetuation (Morsy,
1980). Onoge has termed the failure of ethnomedical studies to locate beliefs
and meaning systems within the existing social stiructures - "socioculturism”
(Omoge, 1%75). Sinmilarly, Morsy has pointed out the need for ethnomedical
studies to recognise the dialectical relationship between the beliefs people
hold and the social conditions undsr which they live (Morsy, 1981; 1990).
Other studies have emphasised that verbalised categories, explanatory models
and cther krnowledge may not be predictive of consequent behaviour (Rubel and
Hass, 1990). Thus, any discussion on illness behavicur of necessity neads to
take into account other factors rather than beliefs alons.

In medical sociology and medical geogiraghy, studies on illness behaviowr
flave focused on enabling and predisposing factors. These are factors that
facilitate the use of particular health services such as geographical
accessibility, guality of health care and cost. Also individual
characteristics such as scciceconomic status, occupation and education. The
gssumptior in this model is that utilisation of health resources is a function
of both personal attributes and organisational structures (anderson 1968).
This model has been basically used in studies conducted in Western societies,
narticularly in the United States (Suchman, 1965; Rosenstock, 1966; Wan and
Soifer,1974; Mechanic and Aiken, 198%). However, more recent sociclogical
studies have used this conceptual framework with varying outcomes in
devaloping courtries (Subedi, 1989; Fosu, 1989; Rauyajin,1991).

Tn this model, utilisation of health services is viewed as a result of
nredisposing factors such as age, sex, fTamily size and composition, education

and social class. It is held that people with some of these dispositions are
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nora likely to use hezalth services even though the characteristics are not

directly regponsible for their use of health services. The argument is that

52}

although individuals may be predisposed to use health care resources some
means or enabling factors must be available to them if they are to utiliss
these resources (Rauvajin, 19%1). Thus, enabling factors such as geographical
accessibility, communicsation between healers and patients, guality of care and
cost are necessary for health-sseking behaviour 1o occur.

While in the ethnomedical approach, the underutilisation of medical

resgurces has been attributed to asticlogical beliefs of pecples in non-

("J

Wastern soclieties, studies using the sociomedical approach, and these informed
by the political economy approach show structural factors to be more important
(Young and Garro, 1982; Young, 1981; Morsy, 1980; Schulpen et al. 1980;
zsler, 1979).
Drawing from the above theoretical perspectives, this paper discusses
thae factors which inTluence household illness behaviour in the event of
malaria and visceral leishmaniasis (also Known as Kala~azar)l, This is

gL

important because it is a well known fact that for effective dissase control
neasures to be implemented, there is nead to understand peoples perceptions of
illness, patterns of treatment, 1llness behaviour and the manner in which
ecisions on efficaciousness of treatments are made (Qaks, et al. 1991).

In order to adequately discuss 1llnaess behaviour for these two diseases,

o
or
3
be
T
4
Q.
fry
@&
&
L
@
i
=
C
3
O
—h
@
\)-\
G
pay
[
e
(41]
4]
&
o
{d
e

s necessary

1.1 Malaria

Malaria is one of the most widespread infectious diseases in the world.

3

@
Anproximately 2.6 billion people are at "risk” of malaria world-wide. OF

seagsa results in 100 willion clinical

i
[l

thase, 500 million are in Africa. Th

i
cases and about orne million fatalitiss per year (Mevill, 1990).

The taerm ks

le~arar 1s ussd in this study to refer to this
di%?aca b@ca

s although 1t is a Hindl word meaning

"black fever", many people in Marigat use this term in
referencs to the dissase
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Malaria is an infectious dis=ase caused by protozoal parasites of the
gerls Plasmodium. The four Plasmodium strainz responsible for malaria in
humans are: Plasmodium falciparum, Plasmodium vivax, Plasmodium ovale and
Plasmodium malairias. Transmission cccurs whan sexual parasiie forms are
ingested by Temsle mosquitoes of the genus Anopheles. The incubation period
of malaria (the time betwesin the infection and the first appearance of
clinical signs) is shortest for P.falciparum (17 dave) and longest for
P.malariae [averags 28 dava). Clinical symptoms generally develop within
aight to thirty days of inoculation of infective parasites.

The symotomns of P.falciparum include: neadsche, malaise, nausea,

yvomiting and gensralised joint pains. Also present may be sequential chills,

fever and sweating. These attacks colncide with parasite multiplication in red

blocd cells. #as the parasite population in the blood increases, the symptons
intensify. On physical axamination, the liver and spleen may be enlarged and
tender. Some extrene consaguences of this diseazse are gastro-irtestil
complications, cerebral nalaria, renal fallure and severs anaemia (World
Health Orgarization [WHO], 1984). It iz this form of malaria that is endemic
in Baringo

Prompt diagnosis and sarly treatme are essantial 1n the event of
malaria and delay in chemotherapy ssrves to increase mortality and morbidity.
The orly proof (diagnosis) of infection is finding malaria parasites in
peripheral blood. Howsver, since this procedure is expensive and/or often
unavailable in most developing countries, clinical diagrnosis and presumptive
treatment is used. Chemoprephylaxis has been used to provide the best
protection against malaria. Chloroguine, the most common drug of cholce
treatment of malaria, is widsly used although parasite resistance has been
chserved (Litsios, 1993). Comtrol of the mosguito vector with chemical
insecticides and larvicides, larviparcus fish and biological control agents
and through envivonnertal measures aimed at eliminating mosguitoes, arg the
most commonly used methods. Unfortunately, these methods have not been very
successtul in the control of the disease over the last four decades (Miller

and Warrel, 1990; Litsios, 1993).
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1.2 V¥isceral lLeishmaniasis (Kala-azar)

leishmaniasis are infections caused by nrotozoan parasites of the genus
Lteishmania. This disease is probably the least known, most misundersiood and
least studied of the major parasitic diseases (Walton, 1988:1). In 1979, the
World Mealth Organisation astimated that thaers wers about 400,000 new casas of
the disease every yaar. However, Walton estimates thal there may be as many as
1.5 to 2 million cases. Leishmanigl infections are caused by intracellular
protozoan parasites transmitted by over 50 specisgs of Temale sandflies of the
genara Phlebotomus {for 0ld world forms of the diseass) and Wutzomyia {(for new
world forms). The leishmaniasis affect human beings in three different forms:
Mucocutaneous leishmanlasis affects the nucous membranes, cutaneous
leishmanissis which mainly affects the skin. and visceral leishmaniasis which
affacts the liver and spleen.

The onset of kala-azar is gradual after contact with an infected
sandfly. Its incubation period varies from 10 days to ovar a year (WHO, 1990).
The breeding and resting sites of sandflies arz diverse and widespread. They

neludge: termite hills, ftree trunks, and rodant burrows ameng others. The

4

symptoms of Kala-azar are, recurrent fever, malaise, weight loss, wasting,

enlargement of the liver and spleen, anaemia and in sone cases diarrhoea.

Kala-azar is not orly a debilitating disease hut mortality has been shown o

be over 90% in untreated cases (Southgate, 1981). If not treated kala-arar

could lead to an average number of 100-200 dayve of disabllity per case per
year (Walsh, 1984). In addition, kala-azar is a threat to survival and the
n sparsely populated-underdeveloped areas where it

develonment of children
9z 89 Kaendi, 1986).

i
occurs (UNICEF, 198%, 19
In Kenya, the Tirslt cases of the dissase were documented in the 1940s
(Cole, Cosgrove and Robinson 1942; Anderson, 1943). 11t is believed to have
baert introduced to the country from the neighbouring countries of Ethiopia and
Sudar during the Second wWorld War. The above authors reported that African
zeldiars had become infected while camping MNorth of Lake Rudolf (Now Lake
Turkana). Heisch (1954) noted that sirnce 1941, kala-azar cases were being

TN

reported in rea Jocalities of Saricho on the Uaso Nyiro river, in the Rift
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valley; Ngomeni betwaen Kitui and the Tana River and Machakos district. Kala-
azar has continued to show rapid spread in Kenva since the 1940s (Mutinga et
al., 1989). The gecgraphical distribution of the disease shows that it is
prevalent in economically marginal semi-arid areas. These areas are
characterised by hot and dry climate with rainfall, vegetation and
temperatures varyving from year to year. The five major focli for the disease
in Kenya are: Kitui, Meru, Machakos. Baringo and West Pokot districts.

This study investigated both malaria and kala~azar as they tend to
exist in similar geographical areas of the country. These two diseases
present, similar symptoms and depending on the stage of illness the diseases
may be confused with one another (Wyler et al. 1990). As Southgate has
correctly pointed out: "Kala-azar infection gives rise to a slowly progressive
disease which resemples a long~drawn-out episode of malaria” (Southgate,
1981). There have alsoc been suggestions that the treatment of malaria or kala-
azar msy, while achieving their aim, complicate a superimposed infection or
cause & recrudescence of a latent one (Cox, 1987). In a preliminary survey
conducted in Baringo in 1929, we fuirid that some of the people we interviewed
tended to "confuse” the two diseases. Indesd, Kala-azar was percelved by some
as an advanced stage of malaria. However, it should be pointed out that while
the respondents thought of kala-azar to be advanced stage of malaria, the two
diseases are still recognised as being different through their different names
and aetiologies. Given this backdrop, we simultanecusly studied both diseases
with the aim of identifying how households manage the treatment of these
rather "similar’ diseases.

1.3  Study Setting

Marigat division was the area of study. Marigat is one of seven
divisions in Baringc district, the others being: Kabarnet, Kabartonjo,
Nginyang, Eldama Ravine, Mogotio and Tenges. There are four locations 1n
Marigat division where this research was carried out. These locations are:
lobol, Mukutani, Marigat and Njemps. These locations are in turn sub-divided
into sub-locations and villages. There are 86 villages in the division and the

population in 1989 was estimsted to be between 20,000~35,000, with
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approximately 3,409 households.

Marigat is one of the marginal dry semi-arid parts of Baringo district.
In terms of social services, such as schools, heslth facilities and reoads the
division had by 1988 73 sacondary schools out of=37 in the district {Republic
of Kenya, 1989%b). The division is seirved by one health centre; five
dispensaries and one catholic run ¢linic. The district hospital, which is a
referral unit, is located 40 kilometres from Marigat. Like most semi-arid
regions, unfavourable climatic conditions complicate the lives of the pecple
of Marigat.

Marigat was chosen. as the area of study bhecause of the coexistence of
malaria and kala-azar in the division. This gave us an opportunity to study
hoth dissases simulitaneously with the aim of understanding illness behaviour
of people in an endemic area. Equally important was the fact that Marigat has

an irrigation scheme with a high incidence of malaria and kala-azar.

2.0 RESEARCH DESIGN

In collebting_information on household iliness behaviour, qualitative
ethnographic and quantitative methods were used. The advantages of combining
these methods in medical anthropology have been noted by 3crimshaw and Hurtado
(1987): pelto and Pelto, (1990) and Bernard, (1980). Figure 1 gives a summary

of the research design used in this study.
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fFigure 1: Summary_ of Research Desidan

Research Method Sample Size Types of Data Collected

Serasning Survey N=5653 ~ Illness experience

~ If household had a case of
malaria or kala-azar during
the time of interview or in
Lhe past

(intervienw schedule) belief factors and illpess
behaviour npatteirns for

Structured questionnaire M-608 Predisposing, enabling and "
malaria and kala—axar

Ethnogravhic interviews N=32 - In—-depth interviews
(unstructursd intervisws, - Individual and household
convorsations e.€t.c.) experience with malaria and
kala-azar

Observations In all houssholds Dhaervation were made in all
households visited but more
specifically in the 32
houszholds and in health
facilitigse. Observed were:

. ~ Housshold illness behaviour
and interactions at health
facilities,

~ fmpbience &.t.¢

2.1 Samzling
Since this study focusen on households that have had malaria and/or
Kala~azar and the management of thase illnesses, the household was the unit of

analysis. The use of the household was important because.studies on illness
behaviour show the household to be the Key decision-making unit {(Pelto and
Pelto 1990:; Arcury, 1984; abg

asigkong, 1981; Litman, 1974). Given the problens
ralated to obtaining satisfactory sampling Frames in many rural areas, a

<

multi-stage cluster-stratified procedure was used to select the st
population (Peil, 1982; Babbie, 1992; Bailey, 1987). & total of 403
households were interviewed. In order to sllow for randomnsess and to cover a
lerge geographical area, the division was stratifised into the existing four
locations. In each location, a list of the sub-locations was made (there were
four sub-locations in each location with the aption of Mukutani, where
there are 3) and 2 sub-locations randomly selected in each making a total of 8

sub-locations. In the eight sub-locations, a list of all villages was drawn

-8-
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and consequently a random sample of two villages (in each sub-~location) was

drawn, thus a total of 146 villages.

112
-

Te select the study population in eaq of the 14 villages, households

were randomly visited using the screening guestionnaire, upte 38 households
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par village were visited to find out 1f anvhody had suffs

eholds  interviewad using a

and/or Kala-azar. The total number of hous

structurad guestionnaire was &08 (that iz, 38 households per willage in 16
villages). Thess six hundred and sight included households wit

hoth diszasas. The study used ar unlimited recall pericd for both dissases
although the problems related to data based on recall periods have besn noted
(Vosti, 1990; Kroegsr, 1985}, tne unlimited recall pariod approach was

prafaerred because it is not culturally restricltive. The use of this metnod was
i 7

[
w3
~4

baszad on findings elsewhers (Mchinda, 71 which show that people tend to

anenber major 1llness episodes which necessitate the uss of health rescurces

irvrespective of the ftime psriod whils minor ones are unlikely to be reporited.
Internal to the 608 households, a purgosive sub-sample of 32 housseholds

with at least one member {(durding the research period) suffering from
malaria/Kala-azar or both diseases were selectad. This amounted to #
households per village. This allowed for in-depth ethnographic interviesws and
also ¢nabled us to ohserve the behaviour of household members when relating to
the sick Individuals. Tdeally, this sub-sample should have heen used as a
basis to gather background information for developing comprehensive interview

schadules. Howsver, this had peen done through the preliminary survey carried

out. in 1989, This sub-samnle (of 32 househclds) allowed Tor indepth

ethincgraphic work to understand tha complexities involived in illness

benaviour.

2.2 Data Colliection

The data collected were based on interviews with hsads of houssholds,
some of the sick individuals and on observaltions. The data were collectad by
the principal investigator assisted by four research assistants who were

Tluernt in Tugen and Ilchamus languages.
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2.2.1 Scresning Questionnair

households
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4 screening guestionnaire, thne aim of which was
that had malaria and/or of kala-gzar, was used. This guestionnaire was brief
and censistad only five guestions, It comprised an introduction te the study

onderts/informants 1If anybody in thelr household had
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spffersd from one or both of these dissasss. Since the aim of the study was to

interyiaw houssholds that had experienced either of the dissases, 1T no

wae thanked the respondent and
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household reported malaria or K

moved to the next randomly selected nousshold.

2.2.2 Structured Questionnaire
In addition to the scresning guestilionnaire, the study ralisd more on
structured quastionnaires which were adininisterad to 608 households. The aim

to gauge information on lssues related to malaria

2
e
=
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of tnis guestionng
and Kala-azar., The information gathered from the 608 houssholds was bhased o
salf~diagneais, recall and proxy-reporting on sick household menbers by heads
of households. The major issues raised in this interview schedule included:
household dencgraphic characterisiics, astioclogical beliefs on tha two

diseasss, enabling and predisposing Tactors in relation to illness behaviour.

2.2.3 Unstructured Interview Schedule

Other data collecticn technigues used were: unstructured interview
schedulas with a selected sub-sample of 32 nouseholds. Thase ethnographic

interviews discussead issues relating to illnsss in the household, decision-
making on health care for sick persons, iypes of home treatmants used (if any)
and the interaction of household menbers with sick individuels. Whenever
possible, conversstions wers held with ths sick individuals. The unstructured

interviews proved to be very ode 1s experienced in a
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similar way elther by the sick individual or household members. also, the

nuances that were missed in the structured interview schedule were minimisecd

since there was more spontaneity and pecple were more willing to ask cuestions

and in discussing their predicament .



7.2.4 CThservations

Obsarvations were mnade during the research period. OFf pariticular
interest wera: household characteristics, experiences in health faclilities,
distances from househnlds to health facilitizs and modes of transportatil
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32 cases, coservaltions were nade on the

D

aspecially on their interaction with other household membars, what activities

it any. they were involved in during the 1liness episodes and genaral aspecis
of illnsss exparience. This form of data collection allowed us 1o observe
salient hehaviour patterns in relation fto sick incdividuals and unlike the

interview schadules, it allowed Ffor Tlexibility as thiz procedure was nomn-

-0 RESULTS

3
3.1 Socio-demcgraphic Characteristics

-

ne ressarch was carried out between January and.Qctober 1292 1n

‘Marigat. OF the 60% households interviewsd, thirty twoe of these were revisited

for in-desth ethnographic interviews. Interviewsd ware heads of households

g,U

although other adult members were also interviewsd whenever the head of
household was not availabla. Since this is a patrilineal society, the husband

I

was corslderad the "head of the household”. In the absence ¢f the husband
wives were interviewed and since demographic informaticon ont them and thailr

households was collected, they were treated a

@

heads of households for the
ourposes of analysis
The inclusion of other members of the household as resnondants was based

on our definition of the household which included other household memnbers-

especially unmarried sons and deughters. This definition was bageé on the
assumption that since 1llness iz experienced in the naxus of the household,
most adult membars were likely to bhe knowladgeable on most of the major
illnaesses suffered within this context. OF all the respondents, 40 per cent
wzire male while 40 percent were famale {(Table 1), OF the 408 houssholds in our

of

study sample, 51 percent of those imterviswed considered themzelves head

161]

household while 49

pe
b

arcent did not. OF the 49 percent. 40 parcent wars

wives, 5 parcent daughiers, 3.8 percent sons and 0.2 percant other relatives.
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The average number of housshold menbers was 6 parsons
This was because the extznded family, although it plays an important role in
nealth and social matters, it is nevertheless not included in the definition
of a kapich or enkang (household) by the Tugen and Dlchamus. Host of the
information on illness episodes and  their management was through proxy
reporting hy the respondents axcept in the 37 cases, and in instances where

the respondant was sick.

Table 1: Socio~-demographic Characteristles OF Study Population

{Households)
== = = e
Demogiraphics Households

N %

Sex of Respondent

HMale 743 40.0
Female 365 £0.0

age of Respondents (years)

18~35 313 5Z.0
Bf-45 201 33.4
454 83 14.5

Formal education

Nons (no education) 3435 56.7
-8 years 228 37.2
Over 8 years 27 5.8

Marital status

Married 484 79,8

Un=marrisd 58 9.5

Ot her 5% Q.0 |
Housaholds Reporting Illness

Malaria 443 76.2

Kala-azar 383 3.0
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The informants werse aged betwesn 18 and 65 ye with the mean age bheing

m

vears. The age structure shows that there were very fTew young or old "heads
of households” while less than 5 percent were over 55 years. Although averags
educational lavels in Kenya have increasad substantially ower the last
several decades, a majority of those interviewsd (57 per cent), did not hawe
any Tormal education as portraved by table 1 sbove. Thare were howevar age
gifferences and the younger the respondent, the more schooling (formal
education) they had. Similarly, there was a close relationship between gendar
and educaticn with g majority of those with no =ducation beaing female.
However, vounger females and males tended to be more advantaged in terms of

education than their older counterparts.

3.2 Socio-Economic Status of Households
The following indicators were used as a measurs of household socic
economis status: education, occupation {that is what the respondent dces to

sarn a living), ownership of property such as a radio, bicycle, livestocok

<

(cattle, goats and sheep), housing condition (for example material used for
walle and roofing) and area of Farmed land. Many of these indicators have been
found to bhe appropriate in msasuring social and =conomic status of rural

communities (Cortinovis et al. 1993),

3.2.1 Occupation and Income

Since many of those interviewed did not have a salaried employment, thay
ware asked what they did to szrn a living (occupation). Thirty seven percent
ware subzistence farmers who earned their living from selling farm produce.
Fifty five percent said they reared and sonetimes sold livestock for an income

and were not in & position to calculate thelr monthly incoms as it varied

depending on their sales. Five percent were casual labourers (with an
ol

3.
hailr payments depended on the availability of work).

[
+

unsheady income a

Twenty eight percent of the households had at least a household nenber who was

enploved. Thase included: 6% percent of the husbands, 24 percent of scns, 7
percent brothers and 3 peroent wives. Twenty six percent of the houssholds

_13...
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ware assisted financially by =smployed membare of the family who earned

approximately 400 Kenya Shillings per month.

EFducation was closely related to other soclo-economic factors such as,
occupation and income. Of the farmers engaged in crop farming, 40 percent had
no education while among those with over eight years of education only 2
percent. were farmers. Sixty five percent of those without education sold
livestock while only 32 percent of those with betwean one and =ight ysars of
education sold livestock. Thus, the higher the level of education, the less
likely the respondents were to be involved in farm and livestock activities

with the majority having salaried employment.

3.2.2 Housing Conditions

The 1lmportance of housing on health has been noted in several studiss
(Mutinga et al. 1992; Castro and Mokate, 1988). Housing is not only an
indication of social status but can also lead to exposure to dissase vectors.
Sixty FTour percent of the households in this study had houses whose walls of
the main living structure waere made of "adobe” while 29 percent they were
made. of sticks. These types of housing could be considerad "poor quality” in
that thay leave gaps which allow for the free novement of mosquitoes and
sancdflies during the day and at night. The "adobe” walls also act as good
resting sites for thase vectors. Eighty seven percent ¢f the roofs were
thatched with grass while 13 percent had used iron sheets. In 95 percent of
the households, the floor was earth. This type of floor was common in houses
constructed of sticks or “adobe". The quality of housing was closely related
to aducation, salaried smplovment and partly to occupation in that those with
an education, salaried employment and whose ogcupation had monetary income had

N

slightly better guality housing.

3.2.3 land and Livestock Ownership
Ningty six percent of the households estimated the land they were living
on to be betwsen .45 and 2.25 hectares. Unlike many parts of the country, land

has yet to be adjudicated in Marigat and not surprisingly & large proportion

..14-.
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{(65%) of the households indicated the land they were living on to be
“communal” . cst of the land is used for livestock-~rearing with little
suhsistence farming. Marigat being a semi-arid area offers better opportunity
for livestock rearing than crop farming. The ownership of large numbers of
livestock was important in gauging household sacio—economic status. For
example, many of the large stock owners indicated that they ware able o ssll
and sometimes buy more livestock. Observations showed that theilr households

had better "living standards”

3.2.4 Property Ouwnership

Household ownership of property other than livestock was also noted
during the study. Fifty four percent of the households owned a radio while 41
percent owned a hicycle. The owrership of these items was used at one lavel as
& proxy measure Tor "w=alth”. When household ownerehip of a radio was cross
tahulated with educsation, 72 percent of those with over 8 years of education
owned-a radio. There was a significant relationship between education and
cwnership of a radio (P*.001).

From the above brief discussion it can bhe argued that, the pecple of
Marigat are farmers who also keep and sell livestock and generally have low
levels of education and income. However, those households whose head has
formal educstion tend o be advantaged in several aspects: they have better
housing, income and own property. It is within this background that illness

behaviour takes place in Marigat.

4.0  HOUSEHOLD TLLNESS BEHAVIOUR(HEALTH-SEEKING BEHAVIOUR) FOR KALA-AZAR
4.1 Patterns of Resort to Therapy

The process of seeking health care in the event of kala-azar is very
complex. What seams to be a hierarchical pattern, on closer obsarvation shows
that various health systems are used alternatively or simultaneously and
sometimes successTully. When asked for their first source oFf care in the
treatment of kala-azar, 54 nercent of the households - indicated the use of
public health facilities, while 27 percent had used ouwkg, private or mission

health facilities. The remaining 9 percent had used medicinal plants (Table

-..15_
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2). Due to persistence of the illness, 40 percent had used private facilities
as their sacond source of care, while 53 percent had used 1t as a third
alternative. Similarly, the numbar of households using medicinal plants
ingcreased for second and third choices of care suggesting a reliance on
indigenous medications when Waestern biomedicine was perceived to have Talled

in tha treatment of the dis=sass,

Takle 2: Patterns of Resort to Thsrapy in the svent of Kala-azar

Ty of Resoures First source Second Tource Third Source
N % N % N %
Government, bealth 196 52.8 41 23.6 17 22.4
cEntre, dispensary
Mission/private 136 37.4 104 53.8 &40 52.6
rMedicinal plants 32 3.3 2S 16.6 19 25,0
Total JEd 180.0 174 10G.0 76 10,0

The increasing use of indigenocus medications in the tresatment of kala-
azar, suggeste a "top - bottom pattern” that is, moving from the "best
aquipned” Wastern bassd health facilitiss to reliance on indigencus medicinal
plants. As can ba seen from Table 2, while the nunbzr of households using
public health facilities declined, those using medicinal plante and privats
institutions as a second and third alternative increased. The observaticns
made on the reliance on culture- specific indigenous treatment as "last

he

)

rescrt” js resting as the reversa trend has baen reported in studies

L

alsewhere where home remedies and harbal medications are used as the Tirst
line of treatment (Subedi, J1989).

Several factors may explain this high reliance on medicinal plants.
The unavailability of medications for treating kala-arzar in the health centres
and dispensaries may have made households resort to indigenous forms of
treatnents which although they do not effect cure, they are said to offer
reprieve to the sick. The use of these forms of treatments, in our view, is an

aexpression of a desperate need for efficient and effective ways to treating

..16..



tha sease. In the treatment of Kala-azar, the madicinal plant mostly used
was ngwedere (Ajuga rescoila Senih. ). Cheervations suggest that, in many of the
houss=holds with kKala-azar, this form of treatmsnt had besn used at some point
during the illness episods.

altheugh it was not widsly reporited, some respondents acknowledged
purchasing owhs medications for the trzatment of Kala-azar. The medications

mostly used were chlorogquing and analgesics. Unfortunately, the use of

aspirin-based nedications can complicate Kala—-azar (Anonymous, 1923 Chunge et
al., 1990). Ethrnographic intervisws revealed that, once the household

"diagnosed” the disease as kala—arzar, there was less Likelihood of using ks
medications. Thus, the use of these medications may be as a result of the

confusion” presanted by the initial symptoms of Kala-azar and malaria.

nraes

Data from this study shows that, in the management of kala-azar,
nouseholds use different forms of therapiss which involvas moving back and
forth betwsen different health resources. #s the following case shows, the
management of kala-azar can bhe conplex and costly to the household. One mother
expiainad about the management of her daughter“s 1lness:

Whan Janae’s 1llness et rted in Aoril we thought 1t was gses
{malaria), a0 we bouant some majﬁracmurw*and aspirin tablets from
the wufs and gave her. after six days, Jane became very sick with
stomach achs and was unable to walk. We gave her rgwandsre

( Gjvoa remois) and mogwo but there was ag improvemant in her
condition. In mid-May we took her to the mission clinic in Warigat
where she was given some nadicaticn. Upon taking the medicing Jans
bacome wary 111 and had to abandon the prescription all together.
By the end of May, Jane was takan to a privatz2 hospital in Eldema
Ravine hy her =lder brother and was given a prescription to go and
buy medicing from MNakuru (some 150 Kilometres away Trom her home).
A few days later, Jane and her brother made the journey to buy the
medicine which she took upto Iqu #litnough the medications

of fered reprieve, they did not cure the digease. Since July, Jane
nas been taking ngwendere again. I estimate the whole treatment to

have cost approximately -Ksh. 2100 (US$ 300, .. ... Although we
would like to take Jane to the hospital, we have no money as most

of our meagre income is going to the educatlﬂn of our son who is
i high school. ...

The axchange rate usad in this
Shillings (Ksh.) 70 in 1993.
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This household’s experience with illness shows the complexity of the
dynamics behind seeking health care and the use of different therapies in the
event of Kalawazar. The use of multiple sources of care does not necessarily

mean choosing between different health care systens,-but also, choice within

the same aystem. In search for effective cure, Jane’s family had utilised
diffarant health care alternatives. This illness behaviour is consistent with
observations by Meggenhcugen (1980} that., in severs and prolonged ailments,

individuals tend to sesk alternative health services when the opticns

previously used Tail.

The majority (98%) of the households reporting kala-arar had sought some
form of health care. No therapy was sought in 2 percent of the cases. The

that tha illness was not

c’r
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majcr reason why no treatment had been w
savere. Other reasons advanced for not using therapy included: imorovement of

the 1llness and reluctance on tne parlt of the sick person fo go to a health

facility. There was a total consansus among the respondents that kala-azar is

a fats)l disease, especially when not treated. .

£.2 Determinants of Illness Behaviour for ¥ala-azar
Various Tactors have been identified as influencing illness behaviour.
relation o kalawazar, the following factors emerged as the major
dzterminants of usehold illness behaviour: accessipility, sfficacy of care,
aost, lncoms, severity of 1llness, referral
factors) and predisposing faclors such as education angd occupation. Thess
factors and their relevance to illness behaviour are discussed in the

following sections.

4.2.1 fAetiology and Illness Beheaviour

The ethnomedical approsch in anthropology largely focusss on peoples

show that the najority of the respondents (83 percent) did not assoclate the

diseass with the Known biclogical wector. Only 1 r

disease with a "fly from termite hills" ( interpreted to mean the sandfly).
d

Rut none of the respondents attributed the dissase to "super-natural causes' .
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Interestingly. atliological beliefs did not seen to be directly relatsd
to illness bhehaviour as many of the hcouseholds used public health faclilities
as their first major source of care irrespective of astinlogical beliefs. This
behaviocur is consistent with cbservations made elsewhere that people may
choose  therapeutic modalities from one healing tradition while using

-aeticlogical schemes from a different tradition (NGOWKEY... .vww o o

4.2.2 fAccessibility and Illness Behaviour for Kala-azar
OFf the households with kala-azar, 282 (heing 74 pearcent) considerad
cexisting public health care resources to be accessible to their households |
“while 26 parcert did not. Chi-souare anslysis showed that, utilisation of
“health resources was closely related to perceived accessibiility (p<.05). The
13

~Rore accessibls health facilities were pzarceived, the more households utilised

Ceethem 1n the traatment of Kala—azair. . . - he e

4.2.3 Perceived Efficacy of Treatment and Illness Behaviocur for Kala-azar
Although accessibility was a major determinant in the initial use of
health facilitiss, efficacy of treatment influencad not only declsions on the
haalth resources to be wuwtilised but continued utilisation was based on
perceptions of afficacy. Past exparience with health care rescurces had &
pearing on percaptions of efficacy. For example, the use of public hesalth
resources for initial care was very high (Table 21, Howsaver, -when the illness

persictad, many households abandoned their use and searched elsewhers for

Private health facllities were considered the most efficacious in the
treatment of kals-azar. The maln reascon for identifying these facilities as
being efficacious was that they had "effectively cured the disease’ . In
sddition, the sefficacy of private health rescources was asscciated with the
availlabhility and guality of medications. aAmong the respondents who answarsd
the question on efficacy, many exnlained that their utilisation of private
health resources was influenced by the existence of "effective” nedications.
Clearly, perceived efficacy explains the patterns of utilisation which zmerged

earlier (Table ?) where for a second and third source of care, households were

_19_
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mora anclined to use private facilities. There was less likelihood of

i
households utilising public facilities more than once (Table 3).

Table 3: Hultiple Utilisaticn of the same Resource in the Treatment of

Kala-azar X

W‘

Typa oF Resources

Number of Times Utilised Private Public Indigenous
N % N % M %
Onge 161 73.8 161 24.5 20 100.0
Twice 52 2%.9 27 12.0 - -
Thras » = 2.3 8 3.5 - -
i Total 18 | 100.0
x Poes pot sboy the order in hich the rescurces were utilised

While not many households used any one health rescource nore than oncea,
ethnographic interviews, revesled that such decisions in regard to privaie
health facilities ware constrained by firnancial resources than percelved

efficacy of the services offered in these facilities.

4.2.4 Cost of Health Care and Illness Behaviour Tor Kala-azar

The use of multiple forms of tharapies necezsitates financial costs both
for the purchass of services, medications and transport. Of the 238 houssholds
with kala—azar and who had paid for treatment, 181 (74 percent) had pald over

Ksh.203% (LSS 3). Thare was a significart relationzhin between illness in the
household and treatment costs (F<.01) suggesting that a large number of
households with kala~azar ware having to pay for health care. The
unavailability of medications in government heslth facilities may in part
explain this additional cosl due to the reliance on private health care and
nadicinal plants.

Of those whe had soent over Xeh. 203 on treatment, 33 per cent had paid
for medicinal plants, sugassting that despite the use of indigencus resources,

of treatments as well. Gilven the perceived

“n

househclds do pay for these type
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fatality of kala-azar, 1t would appear that households are willing o pay Tor
any form of treatment as lorg as the care is deemed better than the one
previously used. Cost was one of the mzjor detsrrents to the use of "effective
care . In addition to the factors mentioned abova, other determinants of
housabold 1liness behavicur included: referval by medical psrsornnel (20
parcernt ) ang severity of illness (29 percent ). The use of healih resources
pasad on referral by nedical parsonnel was very comnen in the mansgenment of
Kala-azar bzcause post of those who sought care at dispensariss and the health
cettra (public) suspecting kKala-arzar, ware referred to the district hospital
or private facilities since The dispensaries do not have the necassary

medications.

4.2.5 Socio-DRemographic Factors and Illness Behaviour
Some of thne predisposing factors such as occupation, sducation, incoms
and property ownership had a baaring on household illness behavicur Tor kala-

azar. & higher proportion of those engaged in crop faraing (83 parcent)

indicated the aercent of those

involved in rearing and selling
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livestock (large stock ownars) ssemsd nore inclined and ablae to use private
institutions (23 percent as opposed to 3 percent of the cron farmers).
Education also had an influence on illness behavicur. Those with more than 8
years of schooling (29 parcent) utilised private health resourcss compared to
31 percent of those without an education. Howevar, since many of the
households (even those without an education) had utilised private nealth
rezources, the obsarved relationshin was not very signi it . Qunershio of
property also influenced illness behaviour in that, those who owned proparty
tendad to utilise private health rescurces more often.

In the search for cure. houssholds with kala-azar tended to utilise many
of the health resources avallable to them. Clzarly, the problem wes not one of
awarenass of tha appropriate form of treatment, rather, the inability to
purchase tha trestment. We cbserved ithat, private health rescurces had baan

utiliszd in many cases of severe illness or extendsd morbidity. Unfortunately,

_.21..
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utilisation of these facilities had besn discontinued due to lack of Financial
resources in many households.

Although enabling and predisposing factors influence household illness
bahaviour in relation to kala-azar. age, gender and marital status of the head
of hodssehold were not significantly related to illness behaviour. Although
more females, younger perscns and married respondsnts reported seeking health

care, there no significant relationship betwean

wWwas

charasteristica and household illness behavicour.

5.0
5.1

HOUSEHOLD TLLMNESS

BEHAVIOQUR FOR MALARIA
Haiaria and the Szarch For Therapy
Tha health~seeki

1«

involving several stages (Cleary. et al. 1932). Thes

Cleary oo

In Ma

s concurrently and ars complex and diffic

. "o "o.
e malaria thad heen Tdiagnosed’ |

rigat,

identification), various health resolrces

~

the diseasa. The majority of households with malaria

utilised some Porm of care during the period ¢
nadicated that no treatment had besn sought. The reas

the fact that the

from the househo

analudsd: was not

d, the person
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sevarae,
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these Individual
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tragtmant
(96%) ried having
four percent
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ONS Why no Lragtme Was

the health facllity
ill to

thae sick individual to the health facility. Obssrvations in zome of the
housaholds who renorted that "no tresatmert’ was socught, revsalad the use of

medicinal plants,
S

form of traatmant
Tnitial cars for salaria was sought in public
41, However, despite the large numbsr of households

thers was

a strady decline among those who utilised
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Table 4: patterns of Health Resource Utilisation In The
Treatment of Malaria

= L ——————
Firat Souice Secont Source Third Source
-Type- of Resource ) , .- S

N % i % M %
Heath Centra/Dispensary 325 73.5 41 3L.8 & 12.7
Mission/Private 465 14,7771 7781 40,8 © 3% 57.1

Duks medication 21 4.8 20 0.4 10 15.9

The "fres” medical care provided in public health facilitiss (durlng the
3t

S P

time of this study) may account for the high utilisa

ion of these facllities
egpecially anong poor rural hnoussholds. Similar observations hava been nade by

dencs in the

e Y

Mwaci and Mwangl (1986). WHile hoUssnolds seen 16 Nave cont

&

efficacy of medications and treatment at the public facilities, when used ov

D

i

£

a pericd of time without effacting cure, nany szensd to abandon them for oth

]

r
alternative forms of treatment (Table 4). Cbhbsservations made in houssholds
suggest that the use of medizinal plants may be more widespread than was
reported by the respondents.
Many of the households tended to utilise the different forms of therapy
T

only once (Tabls $). hus, while there was multiple use of therapies, if one

form of tireatment failed, other foirms appear tc have been preferred.
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Resourcse Utilised
(Humbar of Timas)

Use Health Rescurces in The Treatment 'of Malaris®

Mumber of

icusehnolds Reporting Utilisation

N

%

PUBLIC MC
Onee e 57.4
Twice 44 1208
Three Tiass > 0 0.0
Jatal 200,00
PRIVATE
Onece 13n g4 L4 l
Twice T 15%.0
Three Timss > 1 0.6
Total 154 100.0
MEDTICTHNAL PLANTS
Qe 7l 98.6
Twloe 1 1.4
Thres Timses > 0 0.0
Total 72 100.0
DR A
nce
Twlce
Thras Timnes >
Total
* This table does not indicate the order in fiich these respurces yere itilised.

malarie have

malarial dr

used only 1

Ettling, 1%

Thase st

dlagnosis, self-
usad for initial cay

wes ) and

n sevarea
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noted a
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medicatio
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this study are importent in that othzr studies

INiR

on

trand which shows se mediication (basically anti

home remedies being predominant, with health centres being

connlex cases of the dizcase (Fungladda and Sormani, 19853
sky et.oal. 1992: Jayawardensa, 1993).
show a pattern of malaria treatment in which self-

i with homs and/or anti~-malaria drugs are

2 with health faci used only after the failure
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of these treatments. Howsver, the reverse was true in thiz study. Households
in Marigat tended to use First the "free” government (public)
facilities, only fturning to other scurces atier these fall to effect cure

{Table 4).

5.2 Determinants OF Yllness Behaviour For Malaria
Many reascns have begen advanced for housshol

baehaviour (Lasker, 1987; sesler, 1979; Stock: 1983). #e was the case with

Kala~azar, enabling Tactors ware important in households’™ decision on where to

saek care in the event of mslaria.

@

5.2.1 seticlogical Beliefs and Tllness Behaviour

Beliefs on multinle causality of malaria are not uncommon {Danguilan,
1993; Ongore st &l. 1989; Rauyajin, 19%1; Ruebush st.gl, 1992: Agyepong,
19923, T this study, S9 percent of the respondents impllcated the mosquito as

the cause of malaria. Twenty two percent believad the disease to he caused by

1

gy
cating wild vegetables and fresh milk, while 11 percemt implicated "rain” and
ort,

I:

s aeticlogical beliets which are
1, 1992).

]
drinking dirty water. & study in Ganmbia rep

vary sinilar to findings in this study (alkins et.

jai]

Unlike in the case of kala-azar. thers was consistency between astlology
T

=
anc hesl care utilisation with the majority of those using the health
centre or dispensary, implicating the mosquitc as the causative vector for
malaria . However, despite the use of public health facilities, the cbhserved
relmtlonshjp between aeticlogical beliefs and illness behaviour was not
signifticent.. This may partly be bacauss those who 1moliceted the mosguito also
nertioned other causative agenis. Additicnally, a large nercentage of those
who implicated other causative agents and not the nosauito, also utilised
public health Tacilities. Thus, as argusd later in this study. other factors

such as the correct jdentification of disease (symptoms), accessibility and

0
{d
@
-
pp
ot
<
O
'_h
'.__l
et
3
]
4
i
@
oy
M
=
O
]
D
P
=
T
[@]
-3
ct
om
3
ct
b
put )
D
>
e
f_.l
3
Hd
3
&
e
—
—t
=
o
Ul
o
o
6]
=0
{9
<l
e
8]
=
3



1 ﬁfWD Nu 498

Accessinility of Health Facilities and Household Illness Bshaviour

Accessibility of health facilities was an ilmportant deterainant of

1llness behaviour among houssholds with malaria. OF the hcussholds with the

disease, 74 percent definsed the existing health faciliti as acgcsszible to

(6]

theilr households. The public health rescurces were considersd most accessible
by many of the households reporting malaria. This may partly explain why many

housaholds utilised these facilities as a first source of care (Table 4).

5.2.3 Perceived Efficacy and Illness Beshaviour for Malarias

Whan asked from thelr experiences the forms of trestments consideren

8]

fficaciocus for malaria, 56 percent indicated public health facilities. To be

nore specific, these were the district hospital, the health centre and
dispansaries. fs 3 result. many of tham had utilised these same facilities in

the treatnent of the disease. The major resscn bahind this nerceived efficacy
was that these sourcas had effected cure. another possible reason might be

that. since most hcouseholds had utilised the Marigat health centre where

D

laboratory tests are performed and treatment begun only in cases of pesitive

rasulis, 1he prescribed treatment may have been more disease spacific. It was

alse noted during the ressarch period that wmost of the public health
facilities tended to have adagusts stocks of chloroquine both in tablet form

and syrun for children. Thare wers also adequate stocks of analgssics.

5.2.4 Cost of Treatment and Illness Behaviour for Malaria

Given that many of the houssholds had utilised public health facilities
for the treatment of malaria, the costs of care wers minimal as services
offerad al thess nzalth facilities (during the time of this study) were
"free" . Over Rl percent indicated that they had paid less than Ksh. 100 (US$
2.9), many of them had paid much lass than Ksh. 100. Similarly, since many of
the sick parsons had walked to theze facilities, the cost of transportation
was also low. Thus, 1t would appear that the low costs involved in the use of
oublic health rescurces was an important factor in household 1llness

fenaviou.
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Although user fees had not been introduced at public hsalth Tacilities
when this study was carried out, households currently seeking health care at
the haalth centre have to pay for laboratory tests and for madications
recajved. It would be interesting to find out the effects of user Tees on
ttilisation as studies elsawhere have reported a decline of outpatient
consultations for malaria with the introduction of user fees {(Waddington and

Enyimayew, 1989).

5.2.5 Demographic Factors and Illness Behaviour for Halaria

The differences in occupation and access to money ware clearly depicted
in where houssholds sought care for malaria. To be sure, many of the
households utilised public health resources however, a higher number of largs
stock owners (who rearad and sold livestock) consulted private health
rescurces, that is, 23 percent of large stock owners reportedly wutilised
private care comparsed to 13 percent of the farmers.

gmong those without any education, 79 percent utilised public health

resources Wnils 69 percent of those with some education used the same

3

Tfacilities. Thare was a higher use of private institutions among the educated

<

~
7
~

(53}

percent) as opposed to 18 percent of those who did not have an education.

Fanhd

This may partly be explained by the fact that the consultation of private
clinics entails payment for services and medications which many of those with
ne education or income may be unable to pay. The more sducated persons may
alsc prefer private care where the services offered may be of higher quality,
1

@38 waiting time and more cordial.

4.0 DISCUSSICH
6.1 fetiological Beliefs and 1llness Behaviour

To be sure, beliefs on disease aetiologies in many developing countries
differ from those of Western biomedicine. Data from this study shows that for
both malaria and kala-azar, there was no cliear asscciation of these diseascs
with kKnown blological vectors. Even in the case of Malaria, where a nmajority
of the respondents implicated the mosquito, other causative agents were

mentionad. However, as analyses from previous sections show, astiological
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beliefs did not influence 1llness behaviour for melaria and kala-azar. While
the ethnomedical approach to illness assumes that astioclogical belisfs are
consistent with 1llness hehaviour (Janzen, 1978; Yoder, 1981, 1982: Nookwey,
1984, 1988}, data from ihis study does not support this widely held
assumption. The findings show that irrespective of their aeticlogical beliefs,

many ¢T the households reporting malaria and Kale-azar tended 1o wtilise more

=

estern based health facilities than others (Table 2 and 4). Even for those

using madicinal plants,

¥

this sesned to be influsnced more by beliefs on the
afficacy of these medications or their availability, than on aeticlogy. The
households using rgwaders in the treatment of kala-azar seemed to use it out

of necessity as they could notl afford the appronriate form of treatment and

o

ot because of their astiological belisfs. Similar findings have been repcrted
in Buinea (Glik at al. 1989).

in this study, symptom identification was more important in determining
therapy ontions than aetiological beliefs. Indsed, for both dissases,
housshold choice of treateent was for the symptomatic relief of malaria ang
kala~azar. Qur observations suggest that earller experiencs witn 1llness and
kinowledge ahout the symptoms of npalaria or kala-azar influsnced illness
hehaviour. The correct identificaticon of disease symptoms was important in
delineating health care options as the following case shows. In explaining the
catirse of treatment for her i1llness cne young woman had this to say:

..... When the disesse started we thought it was malariz..l had
headache, fever and felt weak... I bought some malaraguineg Trop
the cufa...but did not get better. I want to the catholic ¢linic
and was given some aspirin and aslaraquiong. .. ..

Howaver, the course of illness management ssemed to change when the
=

3

arsistence of the symptoms led to tne disease being "diagnosed” as kala-azar.

B

he continued:

. ..after several months of not fesling well my sister (who she
was living with) thought the discasze was kala-azar..S5o she bought
some nowHders which 1 have besen taking since. ...

This change in trzatment based on symptom definition far from baing
unigue, was very common in the treaitment of kala-azar. In many houssholds,

once the signs (symbtoms) led to the disease being "diagnosed” the treatment

_’28_
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embarked uvpon (whether Indigenous or Western) was specific for this disease.
The situation was complex in the treatment of kala-azar whose early symptoms
were frequently confused with malaria. This similarity in symptomatclogy led
to "inanpropriate” (from the perspective of the respondents) treatment for the
diseass. But the situation seemed to be remedied by & redefinition of the

The findings that aeticlogical bzliefs were not directly related to

2Ct
illness behaviour for malaria and kala-azar doss not mean that the
ethnomadical approach is not relevant to the study of dizease and illness.
Rather. it calls into question the overemphasis in this approach of cultural
and belief factors to tha neglect of sccial and structural factors in health
care. Other studiss in anthropology which have combined the ethnomedical snd
structural factors in studying decisiorn-making ang illngss behavicur, have
shown how structural factors are important in the use of health rescurces
{Yourg and Garro, 1982; Young, 1981; Neibel, 1991). Thus, the predominancs of
studies in anthiropolegy indicating that world views and nosologies are the
major determinants ¢f illnsss behaviour {Janzen, 1987; Yodar, 1981, 1982) nsed

to be crifically examined.

6.2 Hultiple Therapeutic Use in the Treatment of Malaria and Kela-azar
Multiple usa of tharapies emerged in the treatmant of Malaria and Kala-
azar. In an attempt to.cop= with these two diseases, houssholds consulted a
wide range of health rescurces. The decision to usg mora than one health
provider fhealth resource) seems tc have besn largely due to the failurs of an

2arlier treatment to effect cure, and the perceptiocn that the resource used as

¢

an alternative may be able to cure the disease. In the Lreatment of Kala-azar,
for example, the inadequacy (unavailapility of medications) of public health
facilities and the costs of treatment, seams to have left households in
Marigat with no alternative but to use medicinal plants.

The mgjority of the households indicated the use of public health
facilities as their first source of care. Howevar, the numbers using them as a
second and third alternative steadily declined while the uge of private, ke

and medicinal plants, increased. Obhservations suggest that the use of

-29_
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¥

medicinal plants may have been more widsspread than the respondents admitted.

edications has besn noted in other

=

Under-reporting in the use of indigencous
parts of Kenya (Schulpen, et al. 1980; Snow et al. 1992). Howsver, this
apparant. under-reporting does not mean that the use of public health
facilities was rot wide spread. It is more likely that these two health
resourcas were utilised simultansously or secuentially during a single illness
2pisods .

Ther use of various therapies during & single illness episode is widely
reported in the anthronclogical literature (Nyamwava, 1982: 1987; Fieraman,
1975: Chen, 1975: Durkin-longley, 19843 Fosu, 1981). In the treatment of
malaria «nd kala~azar, the utilisation of different therapeutic alternatives
appearad to be complementary rether than contradictory. The complementarity of
thess was also extended to the sale of medicinal plants and cwis medications.
We observed in some instances that the sale of medicinal planis was

juxtaposed with that of duty nedications. This means consuners have the onticn

B

of purchasing different types of treatments within the same setiing. #s such,

if one Fform of care fails, households can pragmatically turn to the other
soutrcee o1 wse them simuliansously. Though the respondents did not cbvicusly
polnt ot this complementarity, their use of diffserent thsrapies concurrently
or altesrnatively, suggests that there was no percelved conflict. The
complemsntarity betwsen the different medical systems has been attributed to
their rel ative efficacy in combining the weakness in one medical system with

areas oF strangth in another (Hgwokey, 1984).

5.3 Structural Factaors and Illness Beshaviour
in medical anthropology, sociomedical

& 3’)

Unli.ike the focus om belief system

Nnoividual patient characteristics an

theoriss of 1llness have emnhasis

jo

(r,
[

h2alth swstem factors. This secticon discusses the relevance of hsalth systen

factars (structural factors) in household 1llness bghaviour.

.1 Acccessibility and Use of Health Facilities: &n Emic Perspective
Thoomas and Penchansky (1934) have divided access factors intc four

categoriies: avallability. affordability, accessibility and accommodaticon.

_30_
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Other definitions of the concept have also been offered (Mensch, 1993,
Puentes-Markides, 1993). The peonle of Marigat, at cne level, defined
accessibility by distance {(physical accessibkility). Although most of the

households lived shout & kilometres from a health facility, as many as 71

percent considered these health facilities accessible. Why, one mnay ask, would
a distance of about 16 kilometres [km)] (round trip) be considered accsssible?,

1
Obsarvations suggest that emic definitions of distance may account for this
finding. among the Tugen for example, disiance is divided into three
categories: yuf a distance of approximately 15 kKin.(one way), sglef! a distance
of about 30 Km (onz way) and eacn!! any distance heyond this. Conversations
with some of the respondents revealed that in many households, the distance to
the health facilities was cateqorised as wyu!.
This ohservation on tihe definition of distance and accessibility was

By

Ffurther supported by the finding that ¢1 percent of the housenolds, considersad

the health facilitiss to be accessible hecause they wara "near my home' .
2imilarly. 10 percent attributed their accessibility to being "within a
walking distance”. OF the 29 percent who considered the hsalth facilities to
be "far', unavailability of transport ang actual distance were cited as the
major problem.

Ethnographic data show that accessibility was not only defined in terms
or distancea. but also tha mode of transportation was also important. Many of
the households indicated that they walked to health facilities (87 %) and this
may explain why the closer the hzalth facility is, the more accsssibhle it is
considared to be, For those who lived salo from hzalth facilitiss, the
unavailiability of motorised transport meant that the health facilities were
inaceessible. The use of time consuming modss of transportation such as
bicycles and walking appeared to influsnce household illness hehaviour. And
whanever illneas was not considered severe. houssholds tended to delay seeking
any type of care which would involve going to distant heslth facilities. Study
results show that the existing Western based heslth facilities are acceptable
to the people of Marigat however, their utilisation is constrained by their

inaccessibility ancg/for unavailability of motorised transportation.
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As pointed out earlier. many of the households with malaria and Kala-
azar used public health resocurces as their first source of care becauss they
were accessible. Howaver. if the illness was not cured, accessibility seemsd

to be lass important as a determinant for second or third choice of tharapy

and other factors such as percelived efficacy and auality of the care availahle
waire nore important. Closely related to acecsssibility was the concept of

covenisnce. The usse of public health resources was also influsnced by their

a
convenience (near my home” }. In addition. wany of the households who had used
ks medications Tor initial treatment of illness, explained that they had
usad tnen hacausz they were convenlently located. -Similar findings have bean

reported in other stidias (Tgun, 1987 Snow et al. 1992).

6€.3.2 Efficacy. Quality of Care and Illness Behaviour

Quality o carse has been detined in terms of what happens when ths
]

patient gets Lo the health facility (Mensch, 1993). In addition to quality,
satisfaction with services offered in health facilities has besn noted to be
important in influencing utilisation (Kroeger, &t al. 1988; Mensch,1993;
Claary, &t al. 1982). In Marigat, auality of care was an important factor in

hotsaholds use of health facilities. While many houssholds depended on public

v of drugs

fealth facilities as their major source of care, the unavailabilit

{(noor auality) hindsred the continved uss of thase services especiglly in the

treatnent of kala-azar. The patisrns energing in the ~ch for cure for both
A

.5

2
\;J

saa
aasss werae clearly a ssarch for effective therapy. The use of multiple
2

arlier traatmsent 1o

o

herapies was largely determined by the failure of an

affact cura.

6.3.3 Health Facility Characteristics and Utilisation

Mealth service characterizstics, such as communication betwsen patlents

and providers, privacy and conditions under which consultstions are held have
been ohserved to influsnce utilisation patterns (Fester,199Ll; Kroeger, et al.
1988). Cartain clinical procedurss which patients have to undergo have alsc

haen identified as important (Scrimshaw. 1972; Bruce, 19671, Cur ohservations

at the Marigat healih centre and dispensaries showed certaln practices which
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may discourage patients from using these rasources. For exampls, 1n tha

Marigat hzalth centre. persons going to the clinic suspecting malaria have to
undargo a blood test. However, cbhsarvations ard discussions with some of the
respondsnts suagest that they consider the procedurss used to be cunberscne

and may discourags utilisation. In addition, in all the clin
o < 2

wera held in & room in which the door was always left open or ajar and as such
does not offer orivacy to the patisnts. Also, some of the health Tacllities

had no curtains and one could see as the consultations orogressed. Thare was
very little privacy sspecially whan injections were given. We also observed
that thare was little conversation during medical visifs and most of the
natients were passive recipisnts of information in consultations which lasted
utes. There was a prcoblem with the languags used during
consultations as most of the madical staff could not speak the indigenous
languages and convarsations were hald in Kiswahili., Unfortunataly, most of the

=

1

people using thess facilities ware not fluent in Kiswahili and could niot

c
siglain any meaningful conversation in the language, lst alone undersitand

madical instructions. Conversations with some of the patisnts afttar

consultations suggest that some of tThem did not undsirstand the instructions o
how to use the prescribed medications. Generally, housver, thare was a
reluctance on the part of the patients we spoke with to complain about the
sarvices received for fzar of the repercussions their complaints may have and
many of them indicated satisfaction with the madical consultations. W

not claear from this study is the affect of these clinic environmants and
1

madical encounters on suoseguent utilisation.

4.4  Demographlc Factors and {llness Bshaviour
Studiss on oredisposing factors have focused o individual patient
n

a Soifer, 19743 Marcus and Jeesman, 1981; Marcus and

) tudy, head of houssholg
characteristics ware used as a proxy for illness behaviour of sick houselold

members. Thus, while head of household characteristics wers sxpected to

influgnce 1llnsss hehaviour, it was expacted that a model wsing household

damographic factors would have different outcomss from those based on
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individual initiated bshaviour. ps shown elsewbere in this Etudyv nead of

household characteristiocs such occupatiOﬂ, income (salaried emgloymsnt),

such as
ownershin of property and educaticn were important in influsncing hooshold

Lldness behaviour.

&
o
=

an incoems from the

-~

For both talaria and Kala-azar, houssholds wit
of livestock or emplovment (of head of household) were nore inc
uhilise orivate nealth facilities. although the uss of private hsalth

P L
[

(D
o
=
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=
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=

resollrces may seem like a mute pownt, it couwld b

el

aepacially in sevare cases of illress where failu to et appropriate
treatment could ba fatal. Thus, the Tlexibility in 1llness behaviour affordes

some households due Lo their financial status is very important. In addition,
the ability for households/patisnts to pay Tor haslih care has been shosn Lo
be relatad to utilisation (Wang'ombe and Mwabu, 199%: Meibsl, 1991: Young,
1981 Dutton. 198&; Gkafor, 1983). In Mexico for sxampls, Young has polinted
out that, among the poorsst people, health alilsrnatives invelving subsitantial
costs werse usad only after other avallable msans had failed (voung, 1931). In
Marigat, fTarmsrs (who had low incomess) largely indicated the use of pubrlic

T

health Tacilities. The fTree sarvices offered in these facilitics durinyg the

time of research nay account fc However, 1t is important to
polnt out that wherever such ca

-

of thair financial status) wera

cases of kala-azar), housaholds

9_»

more inclined to tilise private facilities or to rely on Indigainous

Similarly, education had an influence on illness bhahaviouir 1Or DOL

illnesses. In the case of kala-azar, Tor sxample, households whose nead did

~

not have an aducation (&7 psrcent) tendsd to use indigenous Forms o treatment

coimpared to (38 vercent) of those whc had an education. Fornm

al ecucation

artails the inculcation of valuss which may be congruent with the uze of
Western based health facilities. In addition, education was related Lo
salaried ennloveert and income in this study. Those with an education wers in
a hetiter position to pay for health cars 1T the noed arose. The inpostancs of
eniucation in relation to illiness behaviour has been noted in other studlles

(Subedi, 1989: Chernichorvsky and Meesook, 1984; World Bank, 1993).
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Social, financial (cost of cars) and housshold dynamics also influenced
the decisions made on illness nanagemert. For example, many housenclds
fespecially thoss with individuals suffering from Kala-azar) made trade-offs
when deciding the form of care to utilise since treatment entalls enormols
expenses, [n sone sases, parents indicated they would rather use their meagre

I

]
fa)

rescirees towards the education of their children than on sick ones. As

t is better to educate those in school- si Aomam Lich -~ (they

—

parent out it:
can help us in the Tuturs)'. So in the evenl of mani rupis (scarce Tinancial
rasources ), houssholds engage in illress behaviours which seem Jjustifiable
though regrettable. This finding is consistent with observations that

acornomically wall-off families even in rural aress, are betier able to cops

with iliness i Zaidi, 198&: Subedi. 1%689).
Data and observaticons from this study suggest a synerglsm batwes

poverty and illness behaviour. In many of the poor nouseholds, logistical and

[
O
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Y

£
et
-
@
o
&3

]
{x

Financial problems delayed the process of sesking aporopriate

of Mrs James Qnot her real name) depnonstrates

re

s James believed that her two vear old daughter had kKala-azar.
whﬂ had tak@” thae child o the health centre and had beesn advised
to take her to the district hozpital for laboratory tests. She
howsver had not made ths journey as 91: fhad no money and no one Lo
lsave her other maLL children with zincg her husband had
absconded leaving her with Tive small children. The decis
taking the sick <ohild te hospital would have reguired Ier 1o maks
arrangements Tor thg other children to be tsken care of. Since
this was not possible, Mrs. Janes had resorted to using ho
remsdies in treating the sick child. Hrs Jan a W3S &130 afrai

; the district hospital for fear that her daughter
sad (which meant she would also have To stay in hospd
r other children with nobody fto take care of them.

t
1

Thus. in addition to inadequate Tinancial rescources, restrictions on
maternal mobility dus to other young children in the household also affects
illness bshaviour. Since the treatment of kala-azar is beyond the Tinancial
reach of many households with the disease, nany rescrt to what could be termed
as “undesirable” forms of tresateents such as the use of medicinal plants. The

avallanility of cneap and effective medication ould cbvicusly addrass this

(fs

naad.
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Cultural factors and perceptions about praperty and its use in relation
to 1llness can also influence household illness behavicur. Studles elsewhers
have reported the sale of livestock or borrowing money TO pay health care
bills to be important in 1llness behaviour ( abel-Smith, 1993; Jayawardene,
1993: Forsherg, 199%). Given that the eccnomy in Maricat is based on livestock
rearing and selling, we asked some of the small stock cwners {especially those
who had household member/s suffering from kala-azar) if they would consider
selling some of thelr livestock to purchase medications. Many of fthem wers
hesitant. One old man told us:

“...we do not sell our goats to qet money for treatment unless the
parson is 5o sick they have to be “carried’ - neaning the person
iz in critical condition and cannot walk on tneir cwn.

This c¢hservailon was supported by the finding that only 4 percent of the
nouseholds indicated the sale of livestock for medical purposes. This suggests
that sven when selling of livestock for treatment purpcses could be an option,
many households may not consider it a pricrity thus., leading to delays in sick
household menbers seeking care.

In addition to the factors discussed shove, houssholds decisions on
whare to s2eX care were also influenced by perceptions about the illness
aspacially in relation to severity, referral by medical psrsonnel. search Toi
better care and the health resource utilised bezing "the only place available”.

Households wera willing to make grester efforts in searching for care

{D

pscially cases of severe illness.

5.5 Decision-Haking and Iliness Behaviour

The dynamics behind decision-making on where to seaek health care has
been the subject of many studies (abasiekong, 1981; Mwenesi, 1993; Paine st
al. 1989). In many patrilineal : =ties. these dacisions have been cbseirved
o be the prerogative of male heads of households. The existence of extended
families and social networks also influence how such decisicns are made
(Mwenaesi. 1993). according to Mwenesil, consultation of a significant other
espacially with the huskhand, is important in decision making among mothers in

the Miji Kends and Luo communitiss as it is culturally expacted of them.
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on the type of health care to use. Egually important were education,
occupation, and income of the head of household. The congtrains to seekin

1
o

care can be traced to tha structural crganisation of the health care systen
and to some extent to the househelds sspecially the finding tnat, financis
t of

kala-azar., These findings suggest that, since structural and household Ffactors

barrizrs inhibited the purchase of appropriate medicaticns in the treaimen

wers important in influencing household illness bhehaviour, health policy

shoitld address

These Tactors as they are important 1n getlting households to

wtiliss health rescources

ﬁ

7.1 Inprovement in Health Care DBelivery
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gouitable redistribution of healih rescources is imperative. In Kenya, the free
market idsology permsaies and intlusnces the delivery of health care (Rosmar,

1985 lhose with the financial capability and especially thoss living In

Tarn

nrban areas, have access to bether health facilities while the services
sffared in rural areas are poorly developed. In addition, seeking healih care

in areas like Marigat {when using the public health facilities! involves a

raefarragl systean which many rural households may be unable to cope with. In

order 1o encourage utilisation it is important to "take health fto the people”

by improving the existing heslth facilities. In this connection, 1t 1s

important that the Ministry of Health identify ways of ensuring the community

J)

is provided with the recuisite medications for ths tresatment of kala-azar at
an affordahle price. &lthough the cost of tresting a kala-azar patlent is very
high [estinated cost of treatment per adult with goricsian s Ksh. 19,172.50

amarox. USE 277.89), to continue ignoring the problem of kala-arar because it

affects "few isclated populations” iz no longer tenable.



Kanva like many other developing countries facing numercus economic
problens. has recentlv introduced user-fees in public health facilities. Giwven
that Tindings from thiz study show cost to bs an important Tactor in

houzeholds’ decisions on illness behaviour. government policy needs to address

the possible effects of user-fees on compunities suffaring from malaria and

kala~azar (among olher diseases) and how such fees ney affect housshold

illness management. Although the government has reiterated its intention to

satfeguard the genuinely poor and disadvantaged membeirs of socisty so that they

can continue to benefit from "free” health services (Republic of Kenva,

ic
act and avold using

ﬁ

1989a), there is possibility that households may se

>

=

1 1
health facilitiss 1T they have to go through a preocess of having 1o prove that
they are imdigent. Based on data from this study, subsidised medical care for
rural nopulasticons such as the psople of Marigat is desirable, not only in
dispensaries. but also in health centres. The dgovernment should ldentify ways
of ralsing revenue in order to improve the services otfered at thess

facilities and offar than to the pecple st & cost thay can afford.

7.2 Poverty alleviation
Since data from this study shows that the poor are more susceptible 1o

malaria and kala~azar. and face morse difficulties in accessing health
] 1

s

urcas . improving the communityvs’ health will have to

@]

a3
of

forts towards imoroving peoples’ welfare. This means that, in order to
affect sustainable control measures for thess infectious diszases, an

1

understanding of the socisl, economic and political context within which thess
11

ohjective which neans funds- have to be available. However, experience

o,
{"\

seases abound s pertinent. To be sure, goverty alleviation iz a long term

alsewhers has shown thet, approachss which attemnpt to control diseases while
improving peoples living conditions are likely 1o be more effective
(Rajagopelan, et al. 193841, Improving peoples sociel conditions as a way of

controlling dise
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pecnle and gives then

control over their lives.



7.3 Policy on the Indigenous Medical swsiem
hile scknouwledaging the existence of the so callsd 1
medicine” . the Kenva Governmerit has stopoed short of encouraging its

develonmart., It ig howaver Known that many people in urban and rural areas

jei}

1__\
—
x

rely on this sysiem for their basic care (Good, 1987: kKimani, 193
Unfortunately, many neople still believe it is illeqal and obssirvations Tronm

this study showed psople who had used medicinal plants in the treatment of

o)

malaria and kala~azar dig not immediately indicsts its use preferring to
nantion health centres o duks nedications.- Since no phytochanical tests nave
baan conducted on the madicinal plants being used in the treatment of malaria
and Kala-azar. It would he premature For thisz study to suvggest that households
shiould continue wsing them. Howsver, 1o jgnore the fact that mary houssnolds
depend on them 43 a source of care, 1s To do injustice to this community.
Health planners should examine the strangths of this syster and promois them

o that it can benetit the people already relying on it. Government policy

-

towairds this healih svstam snould be one of openness and F@COGﬂitiOﬂ. This
wWill allow for the develoomsnt of this sector and could ultimately complinent
the Western bassd health care systam which, at present, does not address the
nealih care needs of nany Kenvans.

Since kenva has various research instituies which study "traditicnal
medicine”, we reconnand that the medicinal plants being used in the treatment

o he evaluated. Though there has existed & mistrust

of malaria and kala-a
betwesn indigencus herbalists and the research institiutes, the herbalists in

Marigat ware very interssted in sharing their knowledge on the plants used in

the treatment of these two dissases. Howsver, to engender trust, the

herbalists should be fully involwved in arch activities to avoid alienation

re
o Tear that the medicinel plants submitied Tor teats, will be used by the
lit

o 1
sciantists 1o benefit themselwvss, with little or no nowladaoment for the
1

lists 4s is commonly the case.
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