
M.A RESEARCH PROPOSAL

10-CULTURAL AND ECONOMIC FACTORS U NDERLYING ANTI-M A L A R I A  HEALTH SEEKIN 

BEHAVIOUR PATTERN IN MARIGAT LOCATION (PERKERRA IRRIGATION SCHEME) BARING

DISTRICT, KENYA,

UNIYEwsrrv b r  * ■ w  :, 
W & L  OF AFRICAN i. i < h u e s  

~ U B R A F V.

BY

FREDRICK MAINGI MWENDWA

UNIVERSITY SUPERVISOR: 

DR. W. OMOKA

INSTITUTE OF AFRICAN STUDIES, 

UNIVER S I T Y  OF NAIROBI.

JULY, 1991.



1.00 INTRODUCTION

1.2 Problem statement. — --- ------- ------ ------------- ----------

1-3 Study objective ------ ------ -------------------------------

1-4 Rationale of the study -------------- ---------- ----— ..-—

1 -  5 Definitions of terms ---------------------------------------

2.00 LITERATURE REVIEW

2 1 Socio-economic changes and disease ---- --------- ----- -

2- 2 Parasitic Tropical diseases --------------------------- -

2 .. 3 Ma 1 a r i a con t ro 1 ------------------ ---- ----------------------

2.4 Past and current malaria control strategies in Kenya

2 - 5 Healt h seeki ng be hav i ou r — --------------------------------

2.6 Disease causation ----------------------------------------- ~~

2.8 Women as health p r o v i d e r s   ----------- --------- -— —

2-9 Focus of the study -------------- --------------------------

2.10 THEORETICAL FRAMEWORKS

2-10.1 Disease theory system --------------- — -------------- ---

2.10.2 Situational Approach theory ----------------------------

3.0 METHODOLOGY ---------------------------------------------------

4.0 BI8LI0GRAPHY ------------------------------------------------------

5.0 APPENDIX --------------------------------------------------------

TABLE OF CONTENTS.

6.0 QUESTIONNAIRE



SOCIO-CULTURAL AND ECONOMIC FACTORS UNDERLYING ANTI-MALARIA SEEKING

BEHAVIOR I N M A R I G A I .DIVISION, B A R I N G O D I S T R I C T ;  KENYA.

1.0 I N T R O D U C T I O N .

The message that health and disease problems in developing 

countries cannot be solved by biomedicine alone is now clear. It 

is widely accepted by planners, health practitioners and scholars 

that cu 1.tura 1 , socia 1 , economic and environmenta 1 variab 1 es exp 1 ain 

patterns of health and disease because what people do and do not 

do to and for themselves is a product of their soc io-cultural 

practices in a certain techno-economic and environmenta 1 se 1 1 i n g .

This implies that nothing short of an holistic integrated approach 

to disease contro 1 pr o b 1 ems can offer su s taInab 1 e s o 1 u t i on s, ye t 

these variables (cultural, social, economic and environmental) have 

been considered much less seriously so far despite the significant 

role which they play. One acceptable way of Integrating these 

variables in a health care system is by involving the community in 

the planning of health issues. However, this requires that their- 

cultural and religious beliefs and practices be understood from all 

views points within their context so that their integration In 

health contro 1 c a n b e op 1 1 mi s e d . S u ch a n un de rstan din g a vo i ds 

p o s s ib 1 e con f 1 i c ts b e t w e en ex i st i n g b e h a vIo r s a n d c e r t a in 

recommendations which are made as part of the proposed 

intervention.

1. Lieban 1977:14



Considering that all societies are part of the wo rl ds '1 system, the 

existing behavior do change with time and indeed, this change can 

be directed. For academic and practical purposes, the "directing" 

of change involves monitoring the behavior and its causal factors 

yet this behavior cannot be monitored unless it is known arid the 

changes in the behavior cannot be directed unless they and their 

causality are explained. This is because behaviour is in response 

to a stimuli and to change the health seeking behavior, it is 

sometimes necessary to change the stimuli that generates it. This 

study will pursue this approach with regard to the malaria problem 

among the Tugen and Ilchamus people of Marigat Baringo District, 

Kenya.

1.1 M A L A R I A .

Malaria can be defined as ".. a systematic disease, acute, 

sometimes severe and often chronic, characterized by shaking 

chills, rapidly rising temperatures and a palpable spleen. After 

an interval free of fever, the cycle is repeated daily or every 

third day depending on the species of malaria parasite. One of the 

long term effects is severe anaemia..

(Roberts 1974: 305)

(

Only anopheles.mos q u itoes which are sufficiently associated with

man are important as malaria vectors (carrier^ of malaria causing 

parasite) "man is the only important reservoir of malaria (ibid).



The history of malaria is well Known with the disease having 

reached its peak between 1900-1930 when it affected about 350 

million people a year with a case fatality rate of 1  to 2 percent... 

Today, malaria still remains mans most dangerous parasitic disease 

(Muthaka 1991) It remains endemic in areas where almost 2200 

million people live and it is estimated that the number of new 

clinical cases each year may be as high as 90 - 100 million people 

(WHO 1987:7)

In East Africa, it is certain to assert that it has existed in the 

humid low lying areas of the coastal plains, the shores of most of 

the major lakes and the banks of the major rivers, P , f alciparum 

is the major type of malaria present in the Rift Valley province

ftOopheJL„e§!.f un.es tus and anopheles.Gambiae are common in Baringo.

(Appendix 1 and 2)

Baringo District has been classified as an endemic zone however 

surface water distribution in the district is highly uneven.. In 

Perkerra irrigation scheme, an increment in the surface ratio of 

the water over land resulting from the irrigation ditches has 

given rise to an increased Incidence of the disease. Thus malaria 

cases In the irrigation scheme in the tropics (riwea Tabere, Bura) 

have continued rising (Roberts 1974, Hill 1989). It is safe to 

conclude that transmission in the study area occurs throughout the

3

y e a r .
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I n t he effective eont r o 1 of m a 1arla, $ u r v e i 11an ce Is c r it i c a 1„ 

S u r v e 1 11ance based on mosqu i to s a m p 1e s , spleen o 1ogv su r veys an d 

malaria cases reported in modern health care f acilities are not 

fool proof considering that, people are likely to suffer from the 

diseas e and seek remedies other than the modern ones or seek modern 

care but not in a facility. This study proposes to address itself 

to the hea 1 1 h seeki n g be hav i o r of t he peop 1 e i n an en dem i c a rea i n 

response to flaws in facility and biome d i c a  1 based s t u d i e s 1 1  wi 11 

set snot her f ron t of man I to r I n g ma lari a eradi cat i on

1.2. PROBLEM STATEMENT

The main causes of morbidity and mortality in Marlgat division and 

particularly the perkerra Irrigation scheme and the areas around 

L ake Bar i n go a re Malar ia , 0 ia r r hoea I di seases, lei s himan i asI s and 

Upper RespI.ratory Tract infection with under nutri 1 1on as a major 

contributing f actor . (UNICEF/G0K. 1990:112) Malaria remains high 1 y 

e n d emic and t h e ref ore a m a j o r heal t h p r oble m (W H0 19 8 7 9 H i 1 1  ,, 

1989). It is a major hinderance to economic and social progress 

due to the morbidity and mortality it causes. Apart from the 

morbidity and mortality directly attributed to malaria, the disease 

merits concern because of its chronic impediment to the health of 

rural populations leading to increased deaths from other causes and 

impairment of physical and mental activity and especially among the 

y o u n g „



31 r 0 3 d yThis vast load of sickness frequently overwhelms the 

inadequate health services of the rural areas. Given the magnitude 

of this problem not only in perkerra Irrigation Scheme but also the 

other Irrigation Schemes (hwea, Bura, Yala) and generally in Kenya, 

it Is important that effective control strategies be developed. 

The development of such Interventions relies heavily on the 

understanding of the appropriateness of such interventions for the 

peop 1 e they are p 1 anned for.

Despite knowledge of the aetiology of Malaria and preventive 

practices that could control the disease, malaria remains endemic 

and causes major community health problem in many tropical.) 

countries. Malaria is endemic in 102 countries placing over half 

of the worlds population at risk. It strikes some 100 million 

times (WHO 1987). The celebrated control of this disease was short 

lived and we are now faced with a resurgence of the same problem 

with even more complexity for mosquitoes, which transmit the 

malaria causing parasite have become insecticide resistant or- can 

avoid repellant impregnated screens fixed onto the walls of houses 

and the parasites have become drug resistant. This worsens the 

problem.

Recent Malaria control efforts have demonstrated a very Important 

thing that has often been overlooked in most development phases of 

most control projects. Man has only been considered as a 

beneficiary of the end product but has not been seen as

5



contributing to the problem,. He suffers from and also, the he can 

play a great ro 1 e i,n el iminating his prob 1 em if gu ided 

appropriately. Most projects in the past tended to assume that all 

what was needed for the achievement of the required goals was a 

radica1 shi f t from the existing practices w11hout understariding, 

them from their contexts, however, recent works agree that this can 

be a very important starting point.

6

The focus in the past was on vectors ~ mosquitoes, their breeding 

sites., DOT for destroying the breeding sites and so on. Most of 

the past research was gu idecl by the biomedica 1 mode 1 which tends 

to view health problems from a one sided perspective. It 

concentrated on the disease transmission cycle where disease is 

seen as originating from the parasite and man being the host, with 

the parasite-host model overlooking the role of man in transmitting 

the disease. The Biomedical model "was frightened with western 

cultural assumptions and saturated with a particular theoretical 

and value orientation. It is said nothing of alternative healing 

systems. Further, it did not account for meanings in the context 

of sickness, which are an important determinant to health seeking 

behav i ours. (K 1 e in m a n , 1980:18)

Vast stores of information about measures usefu1 in solving hea11h 

problems have been garnered through use of the scientific method 

of investigation. The scientific arena today has tremendously 

powerful tools with which to work e.g (laboratory, e p idem iolog ica1
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and statistical techniques for studying diseases as it affects 

masses of people) however the application of these available health 

knowledge and techniques is the weakest link in our chain of health 

protection. Health workers have learned the hard way that, it is 

not easy to persuade a people to make full use of information at 

hand unless people are aroused by some loud epidemic or other 

disaster. M a 1 ar ia is a silen t one. Given this dif f icu 1 1 y of g e 1 1  ing
i

people to change their b e ha vi or, many of us have tried to avoid 

the behavioural change approach and have opted for the easier 

health approach of chemotherapy or vector biology control using 

chemicals. This seems to be no longer easier because the vectors 

are learning new behavior of adapting to insecticides. An 

understanding of the vector biology and entomology in isolation of 

cultural, social and economic factors is needless to say a useless 

undertaking. * Despite the scientific developments, people have 

always used certain control measures. While some of these practices 

may be useful, others are risk impediments to healthy community. 

The central theme of this study will be to answer the questions

i) What do the people do to prevent contracting malaria?

ii) What do the people do when they contract malaria?

iii) What gives rise to this behaviour pattern?

It is indisputable that most of the health problems that man is 

faced with are preventable and that he plays a major role in their 

perpetuation. My argument is that it Is important to understand
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this role from his point of view,. It Is only through a "bottom to 

up control approach" that we can succeed and sustain our success..

1.3 STUDY OBJECTIVES.

The objectives of the study are:-

1. To explore the cultural beliefs related to malaria causation.

2. To analyze the differential anti-malaria seeking behaviour in 

the community and to explain it.

3,. To isolate the relative importance of different determinants 

to anti-malaria care utilization.

4. To assess the community beliefs, knowledge and attitudes 

towards malaria control techniques.

5. To test the disease system theory advanced by Foster and 

Anderson (1978)

1.4 RATIONALE OF THE STUDY,

1. To contribute to the understanding of socio-cultural factors, 

determining the utilization process of health care 

a 1 1 ernati ves by providIng systema 1 1 c ethnographic inf orma.t i on 

which has not been availed by the few ethnographic studies 

that have been done with a view to developing a biobehavioural 

approach to disease eradication.

2. Meyer Fortes (1976) sees Anthropological research on health 

and disease as "having brought to light the fact that there 

are striking differences In the way human communities evaluate



and explain health and confront diseases"„ This necessitates 

posing the question whether there is nothing comrnon to all 

mankind or to any major division of mankind in the ways they 

think about and manage problems of health and disease- "The 

answer to this question lies far beyond- The important task 

for the time being is to accumulate detailed studies in 

particular communities testing general, izations as we go 

a l o n g " . This Is work in this category.

3. Directing intellectual explor a t i o n  towards this thought in 

itself is satisf a c t o r y  as it gives a powerful stimulus to 

abstract theoretical inquiry.

1.5 D E F I N I T I O N .O F T E R M S .

Behaviour - The manner in which individuals act or perform.

Biobehavioural - The scient i f i c  study of the effects of human 

behaviour on the incidence of illness.

Biocultural - The s cientific study of the effects of culture on

human b e i n g s / l i v i n g  organisms.

Biomedicine - "Clinical medicine based on the p r i n c i p l e s  of

p hysiology and b i o c h e m i s t r y " (Dorlands medical 

d i c t i o n a r y )

Culture - That complex whole involving attitudes, beliefs, morals,

laws, arts and all that is acquired by man as a 

member of society (Tylor, 1870)

9



Disease - "A definite m orbid process, often with a chara c t e r i s t ic  

trait of symptoms (Dorlands Medical Dictionary) 

Illness - A condition marked by pronou n c e d  deviation from the 

normal healthy state (ibid)

Sign - An o b servation physical p henomenon so f requently associated  

with a given c o n d i t i o n  as to be c onsidered indicative 

if its presence, (ibid)

Symptom - Any functional evidence of a disease or patient 

condi t i o n .

Vector - A carrier of the malaria causing parasite.

2.0 LITERATURE REVIEW

2.1 S 0 C I 0 -ECONOMIC CHANGES AND D I S E A S E .

Socio-economic development projects in Kenya just like in many 

parts of the tropical countries have led to an increment in the 

incidence of vector borne diseases in general and malaria in 

particular. (FAO/WHO/UNEP, 1988, Kaseje, .1987, Hill, 1989). The 

socio-economic activities include:

I) Irrigation schemes which create ideal habitats for vector 

breeding, and

ii) Changes in land use which often include out and in-migrations 

from certain areas. When non-immune populations move to 

infested areas, the incidence of vector-borne diseases 

rises. This also happens when people from infested areas

10

m i g r a te to u n i nfeet ed areas.
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The Perkerra irrigation scheme which is within the area covered by 

the research is not an exception to this trend. Documented evidence 

show that between 1956 and 1960, the incidence of vector— borne 

diseases reported in Marigat Health Centre increased by about lot 

per annum. (District Annual Reports 1956-1960) It may be the case 

that those people who initially were there have become immune to 

the diseases however, the malaria problem is far from being solved..

This results from a continuous in-migration of non-immune 

populations as tenants and public workers from the un infested 

areas to the irrigation schemes as it is confirmed by an analysis 

of the areas of birth of the tenants in the scheme. Majority of the 

tenants are Tugen who must have originated from malaria free zones 

(Mwendwa, 1991).

Most of the diseases arising from socio-economic changes in the 

third world countries are parasitic tropical, diseases..

2.2 P A R A S I T I C T R O P I C A L D I S E A S E S .

Malaria is subsumed under parasitic tropical diseases and therefore 

it is important that a discussion of the latter should precede that 

of the former.

Parasitic diseases which are closely related to malaria in their 

modes of transmission include schistosomiasis. Leishmaniasis and 

Filariasis. The eradication of many diseases such as smallpox and
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polio can be attributed to vaccination programmes however, the 

success recorded in developing vaccines against parasitic 

infections caused by protozoa such as malaria is much lower 

compared to that of viruses except the H I V . The main reason behind 

this is said to be the relative complexity of parasites« Efforts 

to develop vaccines have usually failed because protozoan species 

tend to develop resistance to chemotherapy. A good example is 

P lasmodium.falciparum which causes mala ri a„

Another co mp 1 exity is the a b i 1 ity of vaccines to modify the immune 

response of the host. Muthaka (1991:18) reports that there are over 

200 parasitic worms known to infect man, thus determining tire 

specific type(s) of parasite affecting a sick person is usually 

difficult. Another problem facing the eradication of most parasites 

i s the 1 o w m o r tali t y a n d h i gh morbidity associa t e d w i t h s o m e 

diseases like schistosomiasis, Leishmiasis and Filariasis.

With limited success in developing a vaccine against most tropical 

parasitic diseases, the behavioural aspects that limit or enhance 

the man-vector contact must be given high priority because a 

reduction in this contact would lead to a reduction in the disease 

indidence. Since the introduction of Biomedical contro 1 techniques, 

which did not prevent the existence of indigenous techniques, there 

has existed medica 1 p 1 urallsm in many Af rica societies. •Whereas 

Biomedical practices may be superior to the indigenous ones, they 

are not directly acceptable. Whereas people may opt for them, there
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exists impeding factors which may lead people to stick to 

indigenous practices- (For example) Lieban (1977:29) reports that:-

i) Most illness end up in spontaneous recovery. This can lend 

credence to indigenous cures.

ii) When therapy for an illness is sought from both physicians 

and a healer, the physician may cure the patient and the 

healer gets the credit.

H i )  Purposes as well as results of modern medicines may be 

misperceived, for example , on the taking of a blood 

sample for examinations, patients may expect complete 

healing as it is the case with magic, religion and 

traditional healing which in addition serve other 

purposes.

Such complications make it imperative that the people's health 

seeking behavior be understood and explained. This will open the 

doors to the mysteries of what needs to be changed, and how it can 

be changed to acquire the desired results, (see rationale of the 

study). The control of malaria parasite through behavioural change *

* Little , P.D. and Brokensha, D. (1988) (see Bibliography)

iv) Economic and opportunity cost factor
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can be a stepping-stone to the control of all vector-borne 

cl i leases.

Whereas indigenous people are not conservative as the early 

a n t n r o polo g i c a 1 lite r a t ure s u g g ests*„ b u t a r e r a t i o n a 1 a n d m a y 

accept modern technique, not all indigenous health care practices 

are useless. Lieban (1977) reports that ethnomedical therapies in 

non-literate soci©ties both inc 1 uded magico-religious , mechanica 1 

and chemica 1 procedures which are still creditable today and the

pharmacopoeia of ethnomedicine included such proven drugs as 

q u i n i n e w h i c h treats mala, r i a ( i b i d ) p p -2 1 - 2 2 -

2.3 M A L A R I A C O N T R O L ,

I n t h e r e c e n t pas t , m a n y s t u d i e s o n m a 1 a r i a h a v e b e e n c o n d u c t e d i n

Kenya- An analysis of these studies and projects undertaken since 

1984 reveals that the social aspects of malaria control were 

generally underplayed with a lot of emphasis on epidemiology, 

vector biology and control and the problem of drug action and 

resistance- For example, of the 80 studies on malaria and its 

control in the U N IC EF’s Nairobi office documentation center by 

June, 1991, none paid any serious attention to the social aspects 

of malaria control and none devoted itself to what individuals do 

and do not do to and for themselves with a view of controlling 

rna 1 a r i a - T hose stud i es t ha t f ocu ssed on re 1 ated aspects add ressed 

themselves to the community based control approach with a view to



having village volunteers treat and record malaria. Of all these 

only 2 studies - Hill, 1.990 and Ortgere et al, 1989, focussed on 

the Knowledge, Attitudes and Practices (KAP) of a rural community 

on malaria and its vectors.

Both of these surveys were conducted in western Kenya (Kano plains 

and Kisumu). Their findings are that the overall knowledge about; 

malaria illness is good. However, treatment and prevention 

practices of malaria were found to be poor. Knowledge of modern and 

traditional methods of prevention of mosquito bites was high but 

the actual, use of the methods was low.

Why should knowledge of malaria be good and actual preventive and 

treatment practices be poor? The answer to this question lies 

beyond biomedicine. It belongs to the domain of socia-cu1tural 

phenomena. It can only be answered by intensive studies analyzing 

the perception of malaria and its situational context as well as 

its influence on the health seeking behavior of the people.

Most of the social-cultural studies on malaria control have been 

surveys. While surveys have their weaknesses and strong points, the 

validity of their findings depends a lot on the degree to which 

they are combined w 1 1 h other techniques 1 ike key inf orrnants , 

focussed group discussions and participant observations. This 

proposal is work in contribution to the existing knowledge by 

utilizing a multiplicity of data collection techniques whose strong 

points and weaknesses are expected to cancel each other out for

15



the attainment of balanced information.

Most of the malaria control research in Kenya has been concentrated 

in Nyanza and Coastal Provinces. Comparatively, little has been 

clone in Baringo. This is justifiable by the fact that malaria 

incidence in Baringo is only high in parts of Marigat, namely the 

shores of Lake Baringo and the Perkerra Irrigation scheme - the 

area of study.

The only socio-cultural vector control data available in the area 

is by B a ss ir, (1990). Her work analyses the farmer perception of 

the diseases malaria, Leishmaniasis and their vectors in Marigat. 

Her findings indicate that knowledge towards Malaria is high, 

probably due to the fact that 96% of the sample report having 

suffered from Malaria in the past . Only 7.7 % of her sample had 

not suffered from Malaria In the previous years. 8 8 .6% of her 

sample considered Malaria to be the most important disease in the 

study area while 10.4% did not. Her- findings further shows the 

sampled individuals as being well informed about the role of 

mosquitoes in the causation of Malaria.

Despite the high knowledge level concerning the role of the 

mosquito in malaria causation, Bassir reports that each respondent 

gave at least two other causes apart from the vector. In her work,, 

she makes it clear that the vector Is seen as only one of the 

possible cause of malaria. As one elder puts it "nobody knows what.
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causes malaria, but we are told nowadays that mosquitoes are the 

cause" (Bassir, 1990:19). Regarding prevention she finds that all 

the elements of her sample, including those who did not list 

mosquitoes as the cause of malaria, described methods which would 

destroy their (mosquitoes) natural breeding places. 66.3?; of her 

randomly selected sample perceive malaria as a disease which kills. 

This perception is ironically not based on their personal 

observations but on the information they have received.

These findings reveal an underlying inconsistency between what the 

people have been told about Malaria, its vector and the degree to 

which it threatens life on one hand, and what they believe is true 

on the other. These inconsistency is a reflection of the dissonance 

created by the imposition of the biomedical model of disease 

causation, treatment and prevention on the traditional medical 

system. In a situation where we have a dualistic medical system 

some people believe in the new one while some stick to the other. 

Who are the people who are skewed to the traditional model and who 

are the others who subscribe to the biomedical model, in Mari gat? 

Why does each person subscribe to the model he does? Why haven9 fc 

these people who subscribe to the traditional model shift to the 

biomedical one?

The answers to these questions 1 ie in the understanding of the 

people belief systems and the differential effects of acculturation 

among different categories of people. In step with this assertion.
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Bassir, 1990 stresses the need for a more detailed study Involving 

individuals who show detailed knowledge of indigenous medicine in 

order to gain access to the beliefs and conditions which underlie 

traditional medicine for the purposes of achieving a more 

acceptable control strategy.

This study hopes to fill these gaps by observing and explaining the 

ways in which different people respond to all forms of medical care 

alternatives.

2 .4 . PAST AND CURRENT MALARIA CONTROL S T R A T E G I E S I N  KENYA.

Planned Malaria control strategies In Kenya date back to 1964. The 

success of these activities can be judged by their effects on 

mortality and morbidity which has not reduced remarkably over the 

years. The strategies include:-

i) Chemotherapy or the use of anti- malarial drugs. The 

major problem associated with this Is that parasites have 

become resistant to some drugs especially chioroquine and 

Fansider. There is no documented evidence for parasitic 

resistance to such brands as quinine and amodiaquinine.

ii) Chemop.rophy lax i s or "the prevention of malaria 

infections and their associated symptoms with drugs that 

exert their effect before the parasite enters the blood" 

(Hill 1989)
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Kaseje (1987) finds this strategy to be inappropriate for African 

countries because

a) It is toxic to human tissues In prolonged usage,

b) It may hinder the development of natural immunity,

c) It accelerates chroloquine resistance

IiI) Vector.control

Vector control takes several forms. They are residual 

spray ing, biological contro 1. envI ronmental management and t he 

u se of 1 a rvi c I d e ,

Residual spraying with DDT in Kericho 40 years ago interrupted the 

transmission of malaria till drug resistant highland malaria 

parasites started appearing in the 8 0 ’s. This activity reduces the 

m a n b i t i n g d e n s i t y (H 1 1 1  1989) 0e s p 1 1  e b e i n g e x p e n s I. v e a n d u s e f u 1 

for a time, malaria comes back (Kaseje 1987)

Vector Control by environmental management has been successful in 

t o wns, ho we ve r , ir r i g a 1 1 on schemes ha v e worsen ed t h e s it u a ti on 

(DVBO 1986)_*

Larvicide cause a problem of environmental pollution™

i v ) R e d u c i n g.Man -.Mo s quito contact

There exists various ways of doing this., They are:

Division of Vector Borne Diseases Ministry of Health, Kenya (OVBD) Annual Report 1986.

in mind (Schofield and White 1.984)
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a ) 0esign i ng the position of housing with mosquito behavio

b) Putting wads of sisal between walls and the roof(Mac 

Cormack 1984)

c ) Use of mosqu i to sereens and nets W hen t he sc reen s a r

impregnated with permethrin,they become more 

effective,(MacCormack c.p et.al 1989)

My observations at the research site where field trials o 

impregnated screens are being conducted is that the mosquitos lean 

to avoid the screens whieh are hanged on to the bedroom w a 1 1 s.

They us u a 1 ly snieak in the throu'gh the openings in tiie windows a n

doo rs* n fee; d o n their v•ictirns an d s n e 3 h; back to 1:1iei r n e w t e > ti. n

p 1 ace* c: ins 10 3. d of rest:ing on the: walls as expect:ed - The fact ti i 3

the s■>c rsen S 3 P £ imp re:gnated wi thi the poisonous >ermethrin ma K e

t hem le ss attra cti v e t c) users, iA 1Full 5study on 1"lOW pesople pence X V

them is n 0ieds y'et to be conduct'.'i .'J0 Cl

V ) Community based control

T h i s i s. a recet-it phenedmenon In d X S 0 3 S ■e control (WH() 1987).3 I

invol V 0 s mob i 1. 12.'i n g commanIty suppe>rt from 1hamI ly rnernber s

volun1t eers.,, p r imar-y He 3 x bhi C3 re ( PHC) staff and tir 3 ci i  t  i  o n a 1 b i r t

at tenidan ts, ( I B A ) - Thesse people a re edu cated on m 3 .1 3 F la control t

3. d 0 cjre0 t:hat t:hejf' '.4

a) Re C O Ci n x z 0 su S P 0! C t':ed symptcjure.5 of malaria cD 3 ■>es early anc1

de a 1 w i. t h thes in a pproprlate ly

ir
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n

d
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b) They offer preventive medicine to high risk groups

c) They help reduce prevalence of malaria through reducing 

man-Vector contact. Perhaps this last strategy has mo re 

light at the end of the tunnel-

Despite the wide usage of the above named innovations. Malaria 

Kenya continues to be the leading Vector - borne disease associa 

w i t h high rn o r b idit y a n d s ignifica n t morta 1 i t: y „ a n I. n d i c a t i o n t 

control efforts have not been successful. An estimated populat 

of 19 million Kenyans out of a population of 24 million Kenyans 

at risk of contracting the disease (WHo 198 7,, NCPD 1989,, Hill 19 

This is a matter of serious concern in all endemic areas i.e coa 

Western and Nyanza provinces and the areas around the i.r r igat 

schemes„(Highton, 1970; Roberts, 1974; Kaseje, 1987; Onoge, 19 

Hill, 1989; 1990)

Hi 1 1 (1989) is confident that effective contro 1 „ measures 

available in Kenya, but the successful, implementation of mala 

programmes are hindered by constraints, which include

a) Inadequate f u n d s F o r  examp 1 e in t he 1988/89 f i n a n d  a 1 ye

o n 1 y U $ 45,000 were a v a i 1 a b 1 e f o r m a 1 a r i a c o n t r o 1. i n

country. This amount of money cannot possibly meet the c 

of equ ipmen t , chemicals and r unn ing expenses„

b) More than 90 percent of the health personnel are involve
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only in clinical management of malaria with little or no 

emphasis on transmission control measures.

e) Many development projects are constructed without a health 

component, (Hill, 1.989) or with an ineffective one (Mwendwa 

1991)

A 11 these aspects are particu1a r 1y true of the study a r e a „

In the preceding discussion, analysis of the side effects of the 

available measures reveals their weaknesses. Indeed, it appears 

that the most successful strategy must bank on the behavioural 

approach because it has less side effe ct s. The availability of 

resources would be a means to this end.

The attainment of this end, (a behavioural approach to malaria 

control) cannot predece an understanding of the peoples knowledge, 

p erce p t i on and attitude s towa r d s M a 1 a r i a , its vecto r , the mo squ i t o 

and the available control, strategies. Collecting survey data on 

the above varIab 1 es is not e n o u g h . An understanding of how they 

are linked with actual health seeking and maintaining behavior Is 

an important addition with practical and theoretical consequences.

2.5. Hea 1 1h seeking.... behaviour.

Literature on health seeking behavior points to the fact that.  

disease and Illness are perceived in various ways cross-cuIturally. 

This perception has a lot to do with the action to be taken in case 

of illness (Thomas 1970, Kennedy 1973, Staiano 1981, Munguti 1986,
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Osero 1991) Whereas several studies on general health seeking 

behavior have been carried out , studies focussing on malaria or 

other specific disease behavior are very few.

Health seeking behavior refers to what a person does when he is 

sick. Zola (1973) found out that disease symptoms were often not 

sufficIent to precipitate a consultation„ He identifies factors 

that trigger consultation. They include the occurrence of an 

interpersonal crisis e.g death in a family, perceived inference 

with socia 1 or persona 1 relations, pressure from others to consu 1 1 , 

and the setting of a deadline e.g (if I feel the same next week 

I will ...) Thus., the decision to seek medical, care lies with an 

individual personal and social circumstances.

A 1 ot of literature on the co mp1ex issue of how p e o p 1e enfcer the

sick role and make choices regarding the use or non-use of 

different kinds of health services in developing countries exists, 

infact, Kroeger (1983) identifled tw o commoniy u s e d m o d e 1 

categories that explain this phenomena. They are the Pathway models 

a n d 0 e t e r m i n ants mo d e 1 s

P a thways models describe different steps in decision-making 

in the process of illness behavior. Foster and Anderson (1978) list; 

the stages individuals follow when they perceive themselves as 

being ill de p e n d i ng  on their i n t e r p r e t a t i o n  of their symptoms. They

are:
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i) Symptom experience where an individual is confronted with 

a decision about whether or not something is wrong or 

whether to accept the symptoms as evidence of illness.

ii) Assumptions of the sick role which comes after a decision

is made to accept the health disorder.

iii) Medical care contact is the third stage which is entered

when pr ofessiona 1 assistance is so u g h t »

iv) The dependent patient role stage is entered when both the

patient and practitioner agree that treatment is 

necessary.

*

v) Recovery and rehabilitation is the final stage .

Subscribers to the pathways model include Suchman 1965., Fabrega 

1972, Geertsen et al 1975, Chrisman 1979 and Igun 1979.

The..determ inants..model,.. focus on a set of explanatory

variables or determinant which are associated with the forms of 

different health services. Determinants model are concerned with 

the difficulty in seeking and use of different health care 

facilities. These factors that determine the degree of difficult 

can be subsumed under three categories n a m e l y :~
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i) 

i i) 

i i i )

predisposing factors.

Characteristics of the disorder and ,

Health service system factors and enabling factors as the 

model below suggests.

variables (interrelated) Dependent
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haracteristics 
f 'lie subject 
(predisposing 
[factors)

Haracteristics 
if the disorder 
fid their 
lerception

Haracteristics 
if the service 
health service 
systems factors, 
Riabling factors

variable

Age, sex 
marital status 
status in house- 
Ethnic group 
Degree of cultural 
adaptation 
Formal Education 
Occupation 
Assets (land, live 
stock, cash income) 
Interaction with 
family, neighbours, 
community etc, 
innovators

Chronic and acute 
severe and trivial 
Actiological model 
(natural or super - 
natural)
Expected benefits 
of treatment (modern 
vs traditional 
Psychosomatic vs 
somatic disorders

Accessibility 
Appeal (opinions a 
attitudes towards 
traditional and 
modern healers) 
Acceptability, 
quality,
communication costs]

CHOICE OF

HEALTH

CARE

RESOURCES

(traditional 
healer (shaman 
herbalist, bone 
setter, etc)

Modern healer 
(physicians, 
nurses, tied, 
auxiliaries etc)

I
Drug seller i

Self treatment 
+ no treatment

5,1 The choice of healer in relation to various possible explanatory variables, 

puree; Kroeger, A (1983).
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Research on health seeking behavior in developing countries is of both 

theoretical and practical relevance. It analyses concepts of origin and 

management of illness. It provides an Insight into the utilization of health 

care alternatives and it contributes to reveal perceptions regarding health 

care in particular settings.

There exists a lot of literature in explaining the model outlined above. 

Kroeger (1983)„ Leslie (1986) and Muhondwa (1989) all explain how much each 

of these factors affects hea 1 1 h seeking behav 1 our, however, none of t:ham 

goes ahead to:~

i) show the factors that are better predictors than others,

ii) discuss the relationship between and among the variable as concerns 

health seeking behaviour.

They ignore the role of women as health care providers.

2.6. D I S E A S E C A U S A T I O N .

In explaining the presence of disease, Foster and Anderson (1978:53) 

categorized the major belief systems into two namely personalistic and 

naturalistic medical systems.

Personal istic systems are the ones in whichi " i 1 1  ness is be 1 ieved to be 

caused by the active" purposeful intervention of a sensate agent who may be 

a supernatura1 being (a deity or go d ) a non human be In g (suc h as a g h os t , 

ancestor or evil spirit) or- a human being (a witch, a sorcerer, an evil, 

eye, mana, vital force). The sick person literally is a victim, the object 

of aggression or punishment directed specifically against him, for reasons



that concern him alone' (ibid)

Natura 1 is1 1 c medica 1 systems exp 1 ain i 1 Iness in impersona 1 , systemic terms 

Foster and Anderson (1978) argue that naturalistic systems conform above 

all to an equilibrium model , " health prevai 1 s when the insolate e 1 ements :1 n 

the body, the heat, the cold, the humors or "dosha", the yin and yang are 

in balance appropriate to the age and condition of the individual in his 

natural and social environment when this equilibrium is disturbed., (ibid)

Such dichotomisation has been put forth by other scholars under different 

names like the supernatural for personalistic and non-supernatural for 

naturalistic. A cause effect relationship cannot be observed in naturalistic 

disorders. The medical beliefs and practices under personalistic systems 

include causation factors such as ;~

1. Witchcraft 8. Deities

M Evil eye 9. Vital forces

3. Sorcery 10. Adultery-

4. Spirit Intrusion 1.1. Oath

5. Ghosts 12. Incest

6 „ Angry ancestors 13. Cu rse

7. Gods 14 . Theft of the

Personalistic and naturalistic causation systems are not mutually exclusive 

for the people who invoke personalistic causes to explain most illness, 

usually recognizes some na tu ra l, or chance causes. People for whom
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naturalistic causes "predominate almost invariably explain same illness as 

due to witchcraft or evil eye. Foster and Anderson quote several examples

to support this c 1. a I m . I have personally observed it; among t he Akamba■«

Nyamwaya (1983) in the study area, observes that t he Tugen have both a

personalistic, a n d a iriatu ral istic system of dIs ease C  3. U S  cat ion F o r

naturalistic, they believe cold weather causes headaches and wind causes 

fever or Malaria. For personalistic, adultery, ancestral spirits, evil eye, 

oaths and curses are the major disease causes.

The lie h a in u s 1 i kewise b e 1 i eve i n b o t h syste m s of disease c a usati o n (I b i  d 

p .204) Malaria to them is caused by naturalistic agents. T r a d i t i o n a l l y  

there was a clan " Murtanat" whose function was to deal with the c o n t r o l  of 

mosquitoes and malaria. One way of doing it was by burning substances e.g. 

herbs or cow dung. Ceremonies were also performed to expel mosquitoes. To 

them the concept of preventive medicine also exists. This is an area which 

requires a keener understanding in terms of its role and present status.. 

Nyamwaya (1982) on Pokot disease causation finds that they do not have a 

germ theory and that they conceive most illness as stemming from 

physiological pathology but capable of extending to embrace other facets of 

human existence. The Pokot explain causes of illness from three c a t e g o r i e s  

namely biological„ interpersonal and spiritual. In (1987), He adds that 

the Pokots concept of illness causation Influence the use of both indigenous 

and western form of therapy and that there is differential p e r c e p t i o n  of 

both forms of therapy among different categories of Pokot. This is expected 

among the people of Marigat Division.
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McElroy and Townsmend (1985:15) sum up the causation debate by arguing that

1 ) There is no sing 1 e cause of disease , the imrnediate c 1 in icai 1 y detectab 1 e 

stimulus for disease may be a virus, vitamin deficiency, or an 

intestinal, parasite but disease itself is ultimately due to a chain of 

factors related to ecosystem imbalances.

2) . Hea 11h and disease are part of a set of physical,, bio 1 ogicai and

cultural sub-systems that continually affect one another. Thus., an 

h o 1 istic approach accounting for as many of the variables mentioned 

above as possible would certainly be ideal. The influence of disease 

causation theories on the choice of health care resources in Marigat 

still remains uncl ea r.

2.7 PERCEPTION

Perception is one of the Key concepts in human behavior (Durana 1980) They 

constitute a major intervening variable between stimuli and action. 

Perception gives structure arid order to a cause of action. Perception of 

past experience influences perception of present situation. Rich and full 

perception of the present enables better, more substantive decision making 

on the therapeutic choice. I will present a simple model of perception.

Figure 2 .

PAST INFLUENCE

CONFIDENCE THAT ONE IS PERCEIVING THE 
E NVIR0 NMEN T ACC URA TEL Y

PRESENT REALITY

Sou roe : Du ran a , 1.991.
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Thus, perception 1 s an Important varIab 1 e when i t com©s to ©x p 1 aIn inq 

b © h a v i o r towa r d s c u rre n t si tuati o n s . W h © n p eople per c eive a d I s & a s © a. s 

important or as dangerous, they are expected to act in accordance with the 

most highly effective perceived way.

2.8. WOMEN.AS.HEALTH PROVIDERS

There exists a lot of literature pointing to the fact that women are the 

most crucial providers of health care to children and families (Leslie, 

1985), UNICEF/GOK, 1989),. This important role is often constrained by the 

environment, their- occupation and social, circumstances., The situation 

analysis of women and children in Kenya (1989) admits that the constraining 

factors need special attention with a view to understanding them,,

It is often argued that since the mother makes over 80% of the health 

seeking decisions in rural Kenya, (Olenja, 1991), the health care 

alternative she chooses has a direct consequences on the health of the 

child and family. The status of the mother In the household vis a vis that 

of men as members of the society, in terms of decision making and 

availability of resources and exposure has a direct bearing to outcomes In 

malaria situations .

Leslie (1985), Blumberg (1989), UNICEF/GOK (1989) and Fleuret and Fleuret 

(1991) document this relationship with particular reference to nutrition„ 

Is it the same case with malaria and other diseases? It is expected that the 

mothers with high status vis a vis to their husbands in term of exposure, 

economic independence and decisions making power are more likely to use
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biomedical preventive and curative alternatives.

2.9 FOCUS OF THE STUDY

This study will take the following into consideration;-

1-. There is inadequate medically skewed socio-cultural and ethnographic 

information available on malaria control generally, and on the study 

site specifically.

2 . It is an agreed upon fact that the therapeutic choice is a product of 

a multiplicity of factors subsumed under enabling, predisposing and 

health systems; (Kroeger, 1988) however, it is not clear how

important each of this categories and factors are in predicting health 

seeking behavior. Of equal importance is an understanding of the dynamic 

relationship between and among all these factors.

3 The choice of medical care has a lot to do with the perceived cause of 

disorder as Is asserted by Foster and Anderson (1978). This position 

calls for replication at the face of conflicting evidence.

4. Most of the scanty socio~cu ltural data on Malaria con trol has been 

collected through surveys. Surveys have their shortcomings. They 

therefore need to be complemented with other techniques to make them 

rnore va 1 id and re 1 iable.

10. THEORETICAL.FRAMEWORKS ...

Several theoretical frameworks will be used to inform this inform this

research. They are:-
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2.10,1 DISEASE THEORY SYSTEM

This conceptual framework is presented by Foster and Anderson (1978:37) A 

disease theory system embraces beliefs about the nature of health, the 

causes of illness and the remedies and other curing techniques used by 

doctors, disease theory systems deal with such crucial issues as causality „ 

the explanation given by people to account for loss of health such as 

breaches of taboo, theft of the soul, an upset of the hot-cold balance 

within the body or the f a i 1 ure of a human organisms immuno 1 og Ic a 1 defenses 

against pathogenic agents such as germs and viruses. Foster and Anderson 

(ibid) see a disease system as "an ideational conceptual system, as an 

Intellectual construct and part of the cognitive orientation of the members 

of the group,. It deals with classification, explanation and cause and 

effect. All disease causality system are in larger part, rational and 

logical to the members .of the societies from which they stem,. However , 

disease causation systems can be thought of as irrational by people in other- 

societies who belief that the premises underlying explanation are wholly or 

partially contrary to facts.

A disease theory system differs from a health care system because the later 

is concerned with the ways in which societies organize to care for the sick 

and to utilize disease "knowledge" to aid the patient. Medical systems are:.

i) Integral part of cultures

ii) Define illness culturally, because it is a social or a culture that 

defInes i 1 1 ness

H i )  Have both preventive and curative sides
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iv) Have multiple functions e.g restores health, fulfills a wish to gain 

attention, releases psycho 1 ogica 1 and socia 1 pressure and can be a 

device to gain control other pe op le’s behavior.

Likewise, a disease theory system goes beyond simple explanation of illness 

causation for:-

1) A disease theory system provides a rationale for treatment e.g if 

illness is thought to be due to the intrusion of an object by a 

sorcerer, extraction of the object is essential to returning the

patients to health.

2) A disease theory system explains questions like why did a mosquito bite 

me at this time in this place? Why do 1 have malaria while person 

B is not having?

3) A disease theory often play a powerful role in sanctioning and 

supporting social and moral cultural norms. This is particularly true 

when i 1 lness is attributed to sin taboo

violations and other forms of wrong doing. Among the Bukusu of Kenya 

for example, malnutrition is caused by a mother getting pregnant when 

breastfeeding. This serves to control births . (NIBR 1989)* people 

fear getting sick so they will adhere to societal regulations to remain 

healthy.

* NIBR - Norwegian Institute for Urban Research 1989.
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4) A disease theory system may provide the rationale for conservation 

practices. This can be seen in Roy Rappaports work, "pigs for 

ancestors where pigs were only consumed at a certain time of the 

season and other kinds of animals the other time (Rappaport 1973)

5) A disease theory system may serve to control aggression., For example, 

when ghosts cause fear to people, it might help to reduce aggression 

against society as Spiro (Kaplan and Manners, 1972.-; 56) reports for the 

Ifaluk people.

6) Traditional medicine often plays an important role in the development 

of nationalistic pride, since it may symbolize the antiquity of the 

country/society concerned and the high levels to which culture had 

evolved in ancient times.

A disease theory system is the basis of the argument that p e o p l e ’s 

choice of health care resources is the function of the perceived cause,

10.2 SITUAT I O N A L  THEORY

Another widely used framework in explaining human behavior is the 

situational approach theory. The situational theory was expounded by Thomas 

and Znaniecki (1974) and has been used by Munguti (1986) Osero 1991 and 

Qwako (1991) . Central to the theory when applied to social medicine is:;--

i) The idea of crisis

ii) The definition of the situation, socialization and attitudes

iii) The concept of social disorganization.

ItvrysRsrrf W  N." n,o ■,
F , trims!!*
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Situational theory holds that human behavior occurs only under certain 

conditions., It further holds that there is nothing to define when people 

act as anticipated; but that when new influences appear to disrupt existing 

habits, when new stimuli demand a t t e n t i o n , when a group is unprepared for 

an experience then the phenomenon assumes the aspect of "crisis" where a 

crisis is seen as a threat, a challenge a call to new action (Vo 1 kart 1981)

On the event of a "crisis" the decision to seek health and who to cons 

depends on the perceived crisis and the acceptance of the control measu 

However, all "crisis" need, not have positive effects but almost always 

times of "crisis" social d efinitions are weakened giving rise to a n 

f o r r e d e f i n i t i o n .. (ii u n g u t i 1986 )

u 1 1

The central argument of the situational approach theory is that behavior Is 

situationally determined. The human situation is seen to depend on

A) Biological B) Socio ~ economic

C) Psychological, and 0) Cultural factors

which singly or collectively determine subsequent behavior (Ibid)

The human environment includes factors which are common to the actor and the 

o b s e r v e r f o r e x a m p 1 e :

i ) T h e p hysical e n v i. r o n m e n t 

I i ) Relevant s o c i a 1 norms

ill) The behavior of others; as well as factors which exist only to the
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actors viz

i ) How they perceIve the situation

ii) What it means to them

iii) Wha t t he ir def ini tion o f the s ituation i s .

In the case of malaria , the perception of each specific incidence on the 

part of the actor and the community necessitates one to seek or not to 

seek medical attention. This perception is usually in terms of mortality 

and morbid i ty

The definition of the situation is begun by parents through socialization 

and is continued by the community. At the ftnd of the socialization process, 

the individual internalises the group definitions of the situation» The 

group definition is only one element in the situation that confronts the 

individua 1 » The efficiency of these def in itions dspend on other f actors such 

a s unlearned p s y c hologica 1 a n d b iological factors wh ic h a r e h a rd t o 

determine. Others are education, age, sex exposure and generally 

predisposing enabling and health system factors that may influence ones 

definition of the situation especially a disease situation,.

Health seeking behavior is a product of our attitudes knowledge and beliefs 

concerning both the disease and the health care alternatives. This is 

c u 11 u r all y d e f i n e d F  o r e x a triple, a society may require pe o p 1 e s u f f e r i n g f r o m 

malaria to consult a medicineman .. However, people may over time rea 1 iz e 

that the medicineman cannot cure the disease but the hospital can. This 

realization may lead to the redef inition of the situation such that if the 

same disease is suspected, the same person is taken to the hospital for
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treatment thus, past experience can lead people to form certain 

constellation of attitudes as the situation demands. It must be noted that, 

the change of attitudes is not necessarily smooth.

The situation approach theory sees human behavior as adjustable and human 

beings as a 1 ways a 1 1 empting to eorne to terms with or- adjust to the situation 

in which they find themselves. The theory however holds that adjustment is 

not entirely a mechanistic process in which cause and effect can be Isolated 

simply by knowing the objective condition and then observing the objective 

behavior.

In a situation where people find themselves confronted with a disease, then- 

health seeking behavior does not necessarily stem logically from the known 

scientific aspects of the disease. Although, what people think causes the 

disease may be illogical to the observer, it makes sense to the actor 

(Foster and Anderson .1978)

The preceding discussion alludes to the disease theory system and the 

situation approach theory. The disease theory system holds that people's 

understanding of disease greatly influences what action is take in reference 

to that disease in addition; it helps us to comprehend different behavior- 

in relation to disease. The situational approach theory sees behavior as an 

outcome of the definition of a particular situation. By helping us to 

understanding the situations In which certain behavior is contingency upon, 

the situational approach is an important contributor to the understanding 

of behavioural processes.
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2.11 HYPOTH E S E S

This research proposes to collect data adequate for the testing of the 

following hypotheses. All the hypotheses refer to the residents of Marigat 

Location.

1. The p e o p l e ’s utilization of biomedical malaria control innovations Is 

related to their acceptance of a biomedical model of malaria ca us at io n,

2.. a) The perception of malaria causation is affected by ethnicity,.

b) The choice of health are resources is contingent upon the s o c i o ­

economic status of the household.

c) The choice of health care resources is contingent upon the perception 

of malaria signs and symptoms.

3.. The ranking of malaria symp to ms” severity is related to the process 

involved in seeking health.

In addition comprehensive ethnographic data will also be generated.

3.0 M E T H O D O L O G Y  AND RESEARCH DESIGN

3.1 M E T HODOLOGY

a) RESEARCH SITE

The study will be carried out in Mari gat Location, Mari gat Division,, 

Baringo District;K e n y a . Baringo District covers an area of 10,949 sq„ Km and 

lies between Longitude 35° 30' and 36 0 30* east and latitude 0° 3 5 ’ North. 

Its altitude varies from approximately 3,000 to 1 , 0 0 0  metres above sea 

level. The District's topographical pattern resembles quite closely the
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whole formation of the East African Rift Valley, Its drainage system 

consists of various seasonal streams, all of which drain into the Kerio 

va 11ey and Lakes Baringo and Bogoria. (GOK/UNICER 1990*, MPND 1989-93) **

On the average,, Baringo is classified as a marginal district, (ibid) This 

does not hold for a few elevated areas which have a modified tropical 

climate and well drained soils. These highlands areas are K a bar net,, 

Kabartonj o , Tenges , Londian I and Ra v i n e .

Rainfall varies between 1000 to 1500 mm in the highlands named above and 600 

mm in the semi-arid north-eastern parts ( h a r i g a t , Kapendo Nginyang. Lake 

Baringo) . The Perkerra Irr igation Scheme, the study site, records 65:2 mm of 

ra In f a 11 annua 11.y ( Akong * a 1986 ) .

Tempera tu res are h i g h i n Pe r ke r ra I r r ig a t i o n s c h e m e . 3 o m e t i m e s , t h & y e v e

rise to over 35° C ( i b i d ) The ar'S3 is dominated by woody vegetation o

acac ia trees and shrubby habitats w i t h t ho r n y bu s h 1 an d „

The soils most frequently found in iiarigat are the imperfectly drained,, deep 

very dark greyish brown,, strongly cracking clays, or black cotton soils 

classif ied as vert iso 1 s whIch usua 1.1 y deve 1 op f rom basic igneous rocks „

The population of Baringo was reported to be 305,643 people in 1988 

,(G O K / U N I G E F , 1990) . Of the 305 643 people, 151 905 are male while 153 738

* GQK ~ Government of Kenya and UNICEF (see Bibliography) 

** MPND - Baringo District Development Plan 1989-33

are female. 51% of the population are children below the age of 14 years



while above 4% are above 60 years (ibid)

i It is important to note that population distribution in the District 

| correlates with the land potential. The most densely populated areas are the 

! high potential zones of Kabarnet, K a bar ton jo,, El dam a Ravine and Tenges 

[Divisions. Mar i g a t , the study site is sparsely populated

i The research site includes the Perkerra irrigation scheme which was started 

on 1952 by the colonial government in an effort to:~

■

i) settle the landless pastoralist who inhabited the region and 

ii) to increase the productivity of the arid and semi-arid lands.

I Today, the scheme is run by the National Irrigation Board (NIB) and covers 

i an area of 480 ha although it can be expanded to occupy the gazetted 680 ha 

acres.

[ Majority of the 385 tenants are affiliated to the Ilchamus and Tugen ethnic 

groups.

I Thus, like in some other parts of the Rift Valley, the study site Is a 

recent planned settlement which brings together people of 

[ different ethnic background. The scheme currently has 385 tenants with each 

[ occupying 3-4 acres of irrigated land. There are 102 tenants who are

41

Oral interviews with the management of the scheme.

affiliated to the IIchamus/Njemps ethnic group. 251 of the tenants are



Tugen. 13 are PoKot while another 13 are Turkana, There are 3 Kipsigis, 2 

Kikuyu and 2 Nubians in the scheme. One concern of this inquiry will be to 

establish if there is any patten in health seeking behaviour according to 

ethnic affiliation.

Previous studies have found a high correlation co-efficient between ethnic 

affiliation and health seeking behaviour pattern. (Foster and Anderson. 197f 

Kroeger, 1983). This is due to the fact that illness or sickness are 

socially defined and illness behaviour to a large degree depends on a 

societies socialization process and its unique experiences. If a disease is 

very common in a society';, people might regard it as normal. An example can 

be seen in areas where schistosomiasis is so prevalent that traces of blood 

in human waste Is regarded normal (Foster and Anderson., 1978). Patients 

response to pain and health care service utilization has also been found to 

correlate highly with ethnicity (ibid).

b) REASONS FOR CHOOSING THE AREA.

1 ,. Malaria is a major problem in the irrigation scheme . Figures that exist 

on malaria endemic!ty are either for Baringo as a whole or Baringo 

District combined with Lalkipia. Malaria is a vector-borne disease and 

high the distribution of surface water over land is only found In 

M a r i g a t . Therefore, is an island deserving special attention.

1. The Irrigation scheme Is composed of people from varied ethnic 

backgrounds. Thus, it presents an important opportunity for analyzing 

sickness and illness behaviour cross—cu ltu ral. l y .

1



43

3 Host of the tenants in the study site once practiced or still practice 

nomadi c pastora 1 i s m . T his mode of production is main 1 y f ound in ar i •; 

areas with low malaria incidence and high incidence of malaria in th< 

irrigation scheme offers an unique o p portunity for analyzing how the tw< 

pastoral communities have culturally adapted to malaria™

RESEARCH DESIGN

The study is designed to identify the health seeking behaviour of the peopli 

of Marigat Location, with respect to malaria and to explain it. B; 

identifying the behaviour, the study hopes to establish where various peopli 

are likely to seek health care for various levels of symptom severity. I in 

study hopes to explore the underlying patterns that give rise to th 

observed behaviours., Questions concerning this aspect will be raised wit 

the respondents by the use of a questionnaire. The study will also make us* 

of other data collection techniques namely participant observation as wei 

as non-participant observation. Key informants focussed group discussion; 

and wri 1 1 en records wi 11 a 1.so be u 1 1 1 ized heavi 1 y .

D a t a w i 11 b e c o 11ected a t t hree levels, n a m e 1y ; t h e i n d i v i d u a 1, t h 

household and the community level, however, a lot of emphasis will b 

attached to the household level which is central in the sense that it is th 

decision making un i t as far as health seeking behaviour is conce r n e d  * Th 

individuals 1 ive in households and households make up the c o m m u n i t y , indeed 

the individua 1 is both a product of the househo 1 d and the c o m m u n i t y » Thus 

whereas the unit of data collection will be the household head, th

commun ity leads rsr e s e a r c h e r w i 11 c o 11ect information f rom and hot



traditional and modern health care attendants as Key informants- In addition 

attention will be focussed on a sample of hospital patients suffering from 

malaria, people purchasing anti-malaria drugs, people visiting traditional 

healers and people seeking home remedies. Special attention will be paid 

to those who display wide knowledge of the Indigenous medical system.

As e a r 1 ier indicated, data w 1 1 1  be c o 1 1 ected using different types of 

instruments in order to maximize and cross verify the data collected. 

Questionnaires for the main sample, and for guiding key informants will be 

pretested and adjusted accordingly before the actual data collection phase 

commences. Both internal and external validity will be treated seriously 

during the instrument development stage because of the implications they 

have on the accuracy, relevances, consistency, replicability and the 

generalisabi 1 ity of the data to similar situations.
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THE.POPULATION OF STUDY

It has been stated in prior discussions that the Perkerra Irrigation scheme 

emerged and was sustained by the colonial administrators desire to settle 

the landless nomadic pastoralist mainly from the Tugen and Ilchamus ethnic 

groups. The population of study will therefore be the tenants of Perkerra 

Irrigation , who are mainly affiliated to the two ethnic groups as well as 

the other minority groups. It will also extend to the neighbouring Njemps 

location where the Inhabitants are predominantly Ilchamus, living in their- 

natural setting practicing a pastoral mode of production close to its 

original form. The population size is approximately 3000 people.

isThe large majority of the population of the study made up of low



educated unskilled farmers who produce food crops in the scheme or who are 

engaged in the pastoral mode of production. A small proportion of the 

population live in or near Marigat town and are expected to have benefitted 

from socio-economic change most. The income of the population is expected 

to be low although a disparity is expected between farmers in N.jemps 

Location and Marigat t o w n .
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SAMPLE SIZE

Out of a population of approximately 2000 people, a sample of 200 

respondents will be selected. Knowledge of the study area will be used

through stratification to increase the precision of the sample. A sample of 

200 respondents out of a population of about 2000 is expected to be

represen tative.

SAMPLE.SELECTION

Sample selection will be governed by the principle of randomness. To ensure 

representativeness, the proportionate stratified random sampling technique 

will be ideal, however such a technique requires a complete listing of the 

units of observation In the study area. Owing to the absence of a complete 

sampling frame, the study will adopt the WHO (1978) recommended cluster 

techn ique:

i) The study area will be divided into four strata:- 

a.) Marigat town

b) Left hand side of the scheme

c) Right hand side of the scheme

d) The outlying areas
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The limits of each will precisely be defined,

ii) A central location in each stratum, which is its approximate 

geographical center will be selected

iii) With the aid of a random number table, the direction in which the fIrst 

household would be located will be randomly selected (eg, 1 - East;

2 ~ West; 3 ~ South; 4 - North,.)

iv) Once the direction is selected, the number of households existing along 

the directional lines from the central location will be listed,

v) The second random numbers between one and the total number of households 

along the. directional lines selected will be drawn from each village. The 

numbers which w i 1 1  be selected w i 1 1  identify the f irst houses to be vis 1 1 e d ,

According to the WHO, this cluster sampling technique meets the following 

standards of re 1 iab 1 1 i t y ;-

a) The data which results from the survey will have a level of accuracy of 

plus or minus 10

b) Nineteen out of twenty times, the data which results from the survey will
I

be within the stated level of accuracy

METHODS OF DATA COLLECTION,

After a brief survey of the study area and literature from on-going 

researches, malaria has been confirmed to be a major problem in Perkerra 

Irrigation scheme and the areas around the lakes in Ma ri ga t, Community 

awareness, knowledge of malaria and its vectors has been found to be high 

among the farmers (Bassir, 1990) but utilization of biomedical techniques 

in preventive activities as well as the health seeking behavior has not been
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documented. Data related to these issues will be collected using the 

following techniques:-

1) Standard questionnaire

In the standard questionnaire, both closed and open ended questions will be 

included. The closed - ended questions are useful in measuring the indices 

of anti-malaria health seeking behaviour whereas the open-ended questions 

permit in depth probing. The quality of data in each questionnaire will be.- 

improved by consistency checks. The questionnaire will be kept flexible 

with additions and corrections deemed necessary being made here and there,

i ) For the f i rst hypothesis; people.’s..utilization.of.biomedical.malaria.

control innovations... is re la ted. to. their... .acceptance of a. b lorn e d. i cal model

of ma.ia.r.ia....causa.ti.qn..,. questions on malaria causation will be posed.

These questions will aim at categorizing the responses in two, namely:- 

biomedical and naturalistic or personal istie (traditional model .) 

a) Biomedical model

This model sees mosquitoes as causing malaria by infecting humans with 

the malaria parasites through bites, it views with the interruption of 

the transmission cycle by clearing mosquito breeding places and avoiding 

man/mosquito contact as important in the control of malaria. Once 

infected, the model holds that a patient should be treated In an 

hospital by a doctor, or should take the publicized "over-the-counter" 

remedies. Prophylaxis is an important factor In creating immunity to 

vulnerable groups.

It views malaria as preventable b y :-

1 ) prophylaxis ii) mosquito nets H i )  permethrin impregnated screens Iv)
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insecticidal sprays, v ) mosquito coils and vi) people suffering from malaria 

to be treated in a health center by a doctor either through an injection or 

an oral dose or by both. The treatment works by helping the human body to 

kill the malaria causing parasite.

Respondents will be probed for knowledge and treatment of malaria.

b) Traditional.model...

The traditional model of disease causation views malaria as naturalistic or 

personalistic- It is viewed a being caused by one or more of the following: •

■witchcraft - w i ri d

-evil eye bad weather

cu rs8

~ Angry ancestors 

-■ black magic

eating bad foods 

drinking unclean water 

weakened vi t a 1 f o rce

When individuals suffer from malaria, this model holds that victims can be

cured by a reversal of the curse.

Biomedical innovations refer to the biomedical model of malaria causation 

and it s techniques and instruments in malaria control.

Respondents will be probed and cross-checked with a view to findings out 

which model they believe in, and which they adhere to in incidents.

Data collected for testing this hypothesis will be measures at the nominal 

and ordinal scales and will rie amenable mainly to qualitative analysis...
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The second hypothesis is divided into three sect io ns:- The first section 

aimed at finding out if the model of malaria causation in the study area 

uniform or varies along criteria like ethnicity- relevant questions will
i. ,1( £.t

generated

The second and third sections are aimed at isolating the major predictor of 

health seeking behaviour in the area - socio-economic status or perception 

of disease signs and symptoms'? the following information will be sou grit.

3 e c  i.oecor;ioinic:.r a n  k

- education 

income

capital equipment 

housing

s o u r c e s o f f u e 1

perception.of.signs.

- mi 1 d - extreme 1 y h .1 ghi

- moderate

- h i. g h

~ 3 0 V 0 r 0

- chronic

In the third hypothesis '’.people’s.ranking.of.symptoms.severity.is..related

to the process...they undergo.seeking.health.'1..,,., respondents will be asked for

the action t hey us ua 1 1 y take if they suf f er f rom var ious in tensi t ies oi 

rna 1 a ria.

Before respondents can talk of their experience with malaria, they will be  

subjected to questions aimed at determining whether they can accurately 

identify the disease, through observing symptoms correctly- 

Data will, be measured at the ordinal scale. Further, a seven item likert 

scale will be constructed to measure decision according to the level of



50

symptom severity

In addition, I propose to generate on the process people undergo when i 

choice of health care resource does not solve their problem,,

THE.DEPENDENT.VARIABLE.,,,.

Health seeking behaviour, the major dependent variable refers to 

participation in control of malaria and the utilization of health 

a 1 1 ernati ves for the curin g of mala rIa -

PERCEPTION

.1 .
1

traditional measure for 8 iomedica 1 measures for

preventing malaria p r e v e n 1 1  n g m a 1 a r i a

b u r n c o w - d u n g * -use Impregnated screen

A r c h i t e c t u r a 1 d e s i g n ( h o u s i n g ) use of mosquito nets

A n i m a 1 p r o d u c t s * prophylaxis

rnosqu i to coils

UTILIZATION
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Traditional 

Home remedies herbs 

(muarubanne) etc 

a n I m a 1 p r o d u c t s 

VIsit a h e r b a l i s t / d i v i n e r / 

falth h e aling/ prayer 

Use natural substances

Biomedical measu res

patent drugs/over the counter

c h e m o t h e r a p y *

visit a c 1 1 nic/ hea 1 1 h

c e n t r e / h o s p 1 1  a 1

others.

Eat; certa I n f o o d s /avo Id ot he r f o o d s / rest/a voi d certain p e o p i e / abs t in en ce 

from certain activities or duties.

2. INFORMAL TALKS.AND KEY INFORMANTS.

Informal talks with non-sample members of the population and key informant 

will be done in social centres (shopping centres, church) and where the key 

informants (local leaders health workers, traditional healers and so on) are 

based. The aim will be to solicit additional detailed information on the 

p e o p l e ’s health seeking behaviour against malaria. "A key informant is more 

than someone who controls a lot of information about his culture and Is 

willing to talk to the researcher" (Bernard, 1988). (In this particular 

case, people conversant with the community* Health and Illness and their 

related outcomes) „

The i n f o r m a 1 1on gathered in these t a 1ks w i 11 be a m e n a b 1e o n 1y to g u a 1 11ative 

a n a 1 y sis. e g  T h e o p I n i o n s of each on malaria control.



iii) Ethnographic material and secondary sou roes of d a t a .

These sources will be used to understand the past and help link it with the 

present with respect to past and present behaviours, practices and belief a 

as well as philosophies.

iv) Participant o bservation and n on-participant o b s e r v a t i o n . Participant and 

non-participant o bservation of both disguised and undisguised form, will be 

used. This method has superiority over others in describing process. The 

biggest advantage of participants observation is that it has high marks In 

internal validity (Russell-Benard, 1988:46) It will be employed especially 

i n s i c k n e s s e p i s o d e s . T h i s t e c h n i q u e m a I n 1 y g e derates I. n f o r m a t i o n t h a t i s 

amenable to qualitative analysis.

v ) Focussed group discussion

The focussed group discussions will be held at the venues of women groups 

meetings and youth association meetings. These will also be occasions for 

the researcher to determine the viability of organized groups (especia 1 1 y 

involving women and the youth) as channels for the dissemination of malaria 

c o n t r o 1 i n f o r m a t i o n .

With a combination of these methods of data collection, hope to collect both 

quantitative and qualitative data which will be adequate for testing my 

hypotheses, achieving my study objectives and understanding the research 

problem better. These techniques are complementary in the sense that some 

will collect qualitative while others will gather quantitative information. 

All these will enable me to achieve a balanced and reliable set of

52
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information.

DATA ANALYSIS

In view of the fact that I hope to generate data that is both qualitative 

I ancl q u a n t i t a t i v e d a t a  analysis t e c hn i q u e s  will b e both q u a 1 i t a t i v e aricl 

I quantitative-

I Quantitative analysis will be used to search for patterns in data and for 

ideas that help explain the existence of these patterns- It will involve 

1 presenting data in quotes, using matrices and tables, using c a u s a 1 f 1 ow 

> charts, decision making tables and trees, Taxonomies and componential 

analysis. Qualitative analysis will be the only way of handling those 

aspects of data like observed behaviour, Information from group discus s i o n s  

and from key informants will mainly be amenable to this type of analysis . 

This will be helpful in the testing of h y p o t h e s i s .

QUANT' IT A ri VL.ANALYSIS,,.

Hypothesis.i ,

Correlate the use of biomedical innovations with the acceptance level of 

biomedical innovation using the spearman rank order correlation and the 

Pearson *s r . Data will be measured at both ordinal and interval l e v e l . 

Ordinal level data will be subjected to the Spearman rank order correlation 

while interval level data will be subjected to the Pear so n’s r . a high 

correlation will mean an acceptance of the hypothesis.

r



Hypothesis.2;

a) A chi-square and t-test will be computed to find out if the various 

ethnic q roups are associated or differ in their’ models of 

causation respectively- A low level of the obtained chi—squai e will mecni

acceptance of the hypothesis while a big difference from the T .test will

mean acceptance of the hypothesis.

b) Health seeking behaviour will be correlated (Pearson s r j  to socio­

economic rank with a view to finding out their degree of association. 

The higher the degree of association, the more the acceptance of the 

hypothesis.

c) Health seeking behaviour will be correlated to the perception of signs 

and symptoms with a view to establishing their association.. Fne higher 

it will be, the more the hypothesis will be acceptable.
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Efforts will be made to establish which method is a better pr edi.et ot t.>> 

partial correlation. When all determinants to health seeking are correlated, 

the ones with a high coefficient will be the better predictors.

Hypothesis.3....

Peoples ranking of malaria symptoms severity and the process they undergo 

seeking health will be correlated (Pearson’s r) to find out how much 

associated they are. High association will mean the acceptance of the

hypothesis.
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'' word perf e c t ” word processing software 

write-up -

p a c k a g e w ill b e use d f o r t h e t h e s i s
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A MAP OF KENYA SHOWING THE POSITION OF 33ARINGO DISTRICT AND MARIGAT

DIVISION
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ANTI-MALARIA HEALTH SEEKING BEHAVIOUR STUDY

1991

STANDARD QUESTIOITNAIRS 

HOUSEHOLD IDENTIFICATION

LOCATION 

SUB LOCATION

STRATUM NUMBER

HOUSEHOLD NUMBER

ETHNIC AFFILIATION

NAME OF CLAN

DATE OF INTERVIEW

NAME OF HOUSEHOLD HEAD
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HOUSEHOLD COMPOSITION:

Please give me the names 

6f persons who live in 

this household, starting 

with the household head, 

(if unwilling, indicate 

the total number of 

household members).

Relation­
ship.

1»  Head

2. Spouse

3. Son/ 
Daughter

h .  Parent

5 .  Grand­
child

6. Sis/bro

7. Friend

8. Other

Age in 

Years

Sex

Please 

indieat

M F
1 2

Years of 
education

Occupation

1.  Teacher

2 .  Farmer

3 .  Trader

U.Shop- 
Keeper

5.Other

M. Status j 

1.Single

2. Married

3 .  Devoreed

U . Sepa­
rated I

I
5.Widowed ;

j
!
Il
1
J

.... i _  . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .  . . . . . . . .  r  '  - t v . 1 : - - - - - - - - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ,_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  - ■  1 - - - - - - - - - - - - - - - - - - - - - - - - .  : i
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MEDICAL HISTORY AND THERAPEUTIC CHOICE:

During the past 6 months, has any of the members of this household suffered from 
Malaria?_________________

If yes, go to 

If no, go to 5

FrequencyWhat treatment

IHAME

within 

the past 

6 months

was sought for 
the first time

1) Hospital/HC
?) Patent m edicine
3) Traditional 

healer 
k) Herbalist
5) Herbs from 

wild
6 ) Prayer
7) Food Taboos 
3) None

9) Others

Was it sufficient?

(Tick one Y N

If No, what treatment
was sought for the second, third
and other times?

For each treatment, what was the 

cost?

Second Third Fourth | Others

If you 

suffer from 

Malaria in 
the future, 
what treat­
ment will

you seek?

► s ♦

H

i

sow does a traditional healer treat Malaria? 

hat herbs are best for treating Malaria? 

___________________________ b) c)
fnthe past 6 months, have you done either of the following with an intention of 
ealing

Malaria or other ailments? . If yes, specify



■
MALARIA OTHERS

Eaten Certain foods Y N Y N

Avoided certain foods Y N Y K

Avoid certain people Y N - Y N

j Avoid certain behaviours Y N Y N

a) CAUSATION

What do you think causes Malaria?

, How does it cause Malaria? _________________ ____________

| When does it cause Malaria?________ __________________________

| How can it be prevented?___________________________________

, What is the best treatment for people suffering from Malaria?

(tick one)

■: How dangerous is Malaria as a disease? 1. Very very Dangerous 

2. Very dangerous 3. Dangerous U. Average 5. Not dangerous

6, Hot very dangerous 7. Not very very dangerous

| What is the most important illness here In terms of

Mortality? 1) I D

) Morbidity? 1) 11)
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NO

f

Can the following 

(Tick One) cause 

Malaria?

If Yes, how can Malaria

caused this way be 

treated?

Can they cause 

other diseases? 

If yes, specify.

(

How can these 

other diseases 

be treated?

i Y
! OR 
1 N

Y

1 Witchcraft

Sorcery

2. Evil eye

• Angry gods/

ancestors
breaking Taboo 
^oaths

Adultery/ 
Incest curse

Weather change; 
Cold weather

Warm weather

■ Stagnant

Water

'

Mosquitoes

Others (Specify )

!

1...... ...... .....................L
! j



15. What are the signs/symptoms of people suffering from Malaria?

01
02

03

04 _

05 

o 6 

07

jlo. Are there any other diseases with the same/similar signs/symptoms?

j i. Disease Symptoms
:------- i--------------------------1-----------

I  ! o i _  j - - - - - - - - - - -  ; — —

[' ; °3 j_________________  I _______
} 0U | !»------------------- . --------
t „ I

0 6

07 : •

I. • ii ♦
K i *
I i: !____

Can you identify 
these objects

f

: What 
usej

is their j How effective 
j' are they

Have you j 
* used it " 

before? |

When/How ] 
long?

: 01 Impregnated '!• i±._i
i• 1

i
! 02 Net(Mosquito) i 1

‘ _  J
! 03 Coils }

__j_ -------------
i I

! 01+ Tablets
l1
{..-...

1 ... . '
i jr 

\____ i________ _
J j 05
I i

InsectueLal i 
Spray j

!
i

•
r

i
4

]

1 0 6 Repellant 
body oil

1
t1

..... . ’ ]

; 07
j i

Doctor ! * |

[ i 00
Hospital/HC ; ... ■

1 i
j



18. If all. these were made available, which one would you

prefer? _______________________________________________

b ) W h y _________________________________________________

20* What are the advantages of using a permethrin impregnated screen?

01) _______________________________

02)  

03) =_______________________________

01) ________________________________

21. What are the disadvantages of using a permethrin impregnated screens?
01) _____________________ ___________

02) ________________________________

03) __________________________________

0b) __________________________________

19. Are you currently using any of the above items? Specify

0 0  ___________________________________
0 2 ) ___________________________________

03) ________________________________ ____

If No why

01) ____ ________________________________

02) ________ __________________ __________

03) __ __________________________________ _

FEMALE STATUS

22. Who takes care of the sick in the household? ______________________

23. When someone is suffering from Malaria, who makes decisions on

where treatment should be sought? __________________________________

2'f. What is the

1) Mothers occupation______________ ______  ___ _

11) Marital status ___________________ _____________

111) Years of education______________________ <________

25. Who makes day to day decisions concerning the running of the

household? _________________________________________________

26 . Is the mother in the household

a) A member of a womans group?_________________________ ___

b) A current or past official of the group?_____________ _

c) A community Leader?____ __________________________________

27. Does the mother in the household

a) Listen to the radio? _____________________________________

b) Read Newspapers?______________ ________________ _

How often does the mother in the household

i)  Go to cimpcli?
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iii) Attend womens groups meetings?__________ _____,_____ _

2 f . Do you have a friend or a relative who is Y " N

i) A school teacher?

ii) A doctor?
, ? ....... . . .

iii) A traditional healer?

29.

30.

31.

32.

•5̂■J..J »

3U.

S0CI0 ECONOMIC RANK

Housing (observe materials and record)

Wall

Floor

Roof

Window Types 

Door Types

Cement/stone/soil

Cement/soil

grass/iron sheets

Glass/wooden/sticks/ 
none

Gla s s/wooden/st ic k s

Household, goods.

Do you own any of the following? If yes, how many? 

a) Household goods __________________________ Animals' T-'r-v— - -- -
Item ? Number *

TV Set i 1 Grade Cattle
| Radio

r
Indigenous Cattle

: SPring bed :Cross breed !
Cattle

j Cupboard
» ! 1 
Goats

j Watch ! Sheep
St o ve ■ i , Chicken
paraffin lamp * Camels j

charcoal burner ? ,Others i 1

What is your source of fuel?

Electricity

Oil

■j Firewood

What is the source of your household water? _______

How do you travel to Marigat town? (tick one). 

Personal car, Bicycle, Matatu, , Motor cycle, '

Donkey, Foot, Others



-10-

ETHNIC ATTACHMENT

58 . How many languages can you speak? --------------------------

39. What is your attitude towards inter-ethnic marriages? ----------

t̂0. Are women still being circumcised in this area?"--------------

. Would you allow your daughter to get circumcised?-------------

1. Disagree very very strongly 2. Disagree very strongly 

3. Disagree strongly U. Disagree 5. Neutral 6<. Agree 

7. Agree strongly 8„ Agree very strongly 9. Agree very very 

strongly.

^2. What foods are generally good for people who are sick?

^3. Are there certain foods that are not supposed to be eaten by the 

following categories of people?

CATEGORY ,

_ _ _ _ _ _I —

Y N
i

,  FOOD j WHY
i

Sick people j i)
(Malaria) i ii)

; !
i

Pregnant Mothers ; i)
i

i ■ t ii) i

•
_ _ _ _  4

j
j

Nursing Mothers
<

j
i) i

i i 1 ii) i
i? ! j
I

Women j
t
j*
i i) . . . . . . . . . . . .

| i
j ii) !

j ... . . . . . . . . . . . . . . . . . . .  1 it i:
i*! Men 1 1, , i) -

1 | ii) j-
1 . . . . . . . . . . . . . . . . . . . . . .  ! j

. . . . . . . . . . . . .  ... i . _ _ _ _ _ _ _ _! !
Children j* » i)

: i i* .  ii) . jr j
1 1 1 ■r i

Others/Evervbodv j i i) j

!
; t ii)

!

! ,  iii) 1

c _ _ _ _

Thank you for your co-operation.


