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“Withou our realizingit, medicine has carried usinto the social sphere, thereto med upwith
the great problems of our time. Let us be well aware that we are not concerned here with the
treatment of a patient by means of medicinal remedies and the adjustment of his home
environment. No, we are dealing with the entire ailture of a million and a h# of our fellow

citizens who hare been physically andmorally degraded.”

Rudolf Virchow, 1848

(quoted by Nuland, 1988)
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Summary

Summary

One of themain comporents of WHO' scurrent malariacontrol strategy centresonealy
recognition and prompt treament. Rapid identificaion d malaria and adequate treagment are
esentia for preventingirreversible compli cations and most deahs can be avoided. But evenin
areas with goodaccessto hedth care, it iscommon for malaria patients to present at the hedth
fadlity late or not at all.

Theoverall goal of thestudywastoinvestigate ommunity understanding d malaria, and
treament-seeking, andtheway inwhichthiscan contributeto delay in attendingahedth fadlity
in aorder to formulate recommendations for tadkling this problem.

Thestudywas setin If akara (Kil ombero District) in southeastern Tanzania, asemi-rural
town with a large and well equipped District Hospital and aher, private and pubic hedth
fadliti es and pharmades. Antimalarials, mainly chloroquine and aher drugs are dso widely
avail able over-the-counter in the numerous small shops throughou the community. Beside the
biomedicd resources, traditi onal medicineiswell represented inthecommunity. Many diff erent
types of traditional heders offer their services to the pulic.

Malaria in the study areais holoendemic and perennial, which presents a huge hedth
burden for the popuation, in particular to children under the age of five yeas. Resistance to
chlorogune was foundto be high.

Theethnogaphic fieldwork was conducted in atwo yea field study carried out between
April 1995and March 1997. Additional information has been recorded in asecnd short field
visit of one month in September 1997in the context of a study ontheimpad of cost-sharingon
the community, requested by the St. Francis Designated District Hospital. The investigation
strategy was that of trianguation, usinga combination of qualit ative and quantitative methods.

The popuation was foundto be very well informed abou malariaasit is biomedicdly
defined. However, one of the mgjor findings was that the locd knowledge is the result of an
interplay between biomedicd andtraditional conceptsandlogics, aprocesswhichisreferredto
as' medical syncretism’. Analysingthe amal gamationof thetwo types of knowledge contributed

to the understanding d cultural logics underlying treament-seeking behaviour for malaria.



Summary

The study d medicd syncretism reveds most clealy that even if hedth messages are
well understood bythe popuation, the meaning gven to them may considerably differ from
what hedth promoters intended to conwey.

Thisamalgamationanditsconsequencesfor treament anddelay was seen asrelevant for
all threeforms of malaria (uncompli cated, severe, and reaurrent malaria). For example, in the
case of uncomplicated malaria, it was found that cultural logics derived from notions on
witchcraft could lead peopleto misinterpret repeaed vomiting asasign of relief, rather than as
amanifestation indicating an evolution from uncompli cated to severe malaria.

For severe malaria, the locd ill nessterm degedege was identified to come dosest to
biomedicadly defined cerebral malaria. However, whil e informants clealy recognised the link
between degedege and malaria, they did not tred the two formsin the same way; for degedege,
people used primarily traditional pradices, including asgstance by ‘knowledgeable women,
while for malaria, they preferred biomedicd treaments by far. Based onthisfinding, therole
of knowledge abou adiology for treament-seeking is discussed. It is argued that knowledge
which ispresent in the cultural repertoire (* recipe knowledge’) andisautomaticaly evoked for
adion (non-reasoned action) plays an important role in treament-seeking, espedally for
treamentsin an ealy phase of ill ness

Reasoned adion was foundto set in when something urexpeded occurs, for example
when symptoms inexpli cably aggravate or persist despite treagment. The study showed how in
the locd ill ness model, biomedicd ideas abou malaria ae complemented with the logics of
witchcraft. The analysis of the resulting knowledge permitted us to explain the logics which
guide peoplein their labyrinthic treament-seeking paths, including biomedicd and traditi onal
hedth services for the same ill nessepisode.

In a second focus, the study emphasised the relevance of econamic constraints for
treament-seeking. Cognitive aspeds were linked with social and econamic aspeds. It was
observedthat perceptionabou ill nessadiol ogydetermined theimpli cationof thesocial network
for ill nessmanagement andthesocia pressureoncoveringtreament costsof thesick individual .
In contrast to ill nesses attributed to witchcraft or spirits, for ill nesses which belonged to the

‘natural’ order, such asmalaria, andrequired hospital intervention, suppat networksfor coping
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Summary

with treament costs, if any, were foundto be small. Women who could na court on male
suppat wereidentified to beat aparticular risk for delayingtreament for their chil dren because
of econamic reasons. It was found that women had adopted different coping strategies for
coveringtreament costs, but besidesdelay, they frequently had negativelongtermimplicaions
for their andtheir chil dren’ swell -being. A particular highrisk for delay wasfoundto result from
anegative interadion d gender, seasonality and ill nessfadors.

The findings from this study contributed to a rethinking of the traditional - modern
dichotomy in socio-cultural malaria reseach. They further challenged the common view that
traditional treaments are an important sourceof delay for malariatreaments and cdl ed for the
need to increasingly focus research on delay and appli cation on socio-econamic perspedives.
Dired implicaions of the study for further reseach and recommendations for adion were

extensively discussed.
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Zusammenfassung

Zusammenfassung

Ein Hauptbestandteil der Gibli chen Strategien der WHO zur Malariakontroll ekonzentriert
sich auf Friherkennung undsofortige Behandlung Schnelle Identifizierung vonMalaria und
adaquate Behandungsind grund egend um unumkehrbaren Kompli kationen vorbeugen unddie
Mehrzahl der Todesfall everhindern zu konren. Aber selbst in Gebieten mit einem gutem Zugang
zur medizinischen Versorgungwenden sich Malariapati enten und-patientinnen gemeinhin erst
sehr spét oder tberhaupt nicht an de zur Verfigungstehenden Gesundreitseinrichtungen.

Allgemeines Ziel dieser Studie war es, herauszufinden, welche Vorstellungen von
Malaria in der Bevdlkerung bestehen und den Prozessder Suche nach einer Behandlung der
Krankheit zu untersuchen, und inwiefern diese Vorstellungen zur Verzbgerung der
Inanspruchnahmeder Gesundheitsei nrichtungen beitragen kénren, umdaraufhin Empfehlungen
zur Losung des Problems formuli eren zu kdnren.

Die Studie wurde in Ifakara (Kilomberodistrikt) angesetzt, eine Kleinstadt im Stidcsten
vonTansania, die tiber ein grosses undgutausgertstetes Distriktspital verflgt undwo zusétzlich
private und 6ff entli che Gesundreitseinrichtungen und Apotheken vorhanden sind. Heilmittel
gegen Malaria, hautsadlich Chlorquine, sind Ulerall in den zahlreichen kieinen Laden der
Gemeinde erhdltli ch. Neben dem biomedizinischen Angebat ist auch die traditionelle Medizin
inder Gemeinde gut vertreten. Eine Vielfalt verschiedener traditi onell er Heil er undHeil erinnen
bieten ihre Dienste der Offentli chkeit an.

Malariaistim Studiengebiet holoendemisch undtritt ganzjahrig auf, waseine sehr grosse
gesundheitli che Belastung fur die Bevolkerung darstellt, dies vor allem fur Kinder unter finf
Jahren. Die Chloroquneresistenz wird als shr hoch eingestuft.

Dieethnogafische Feldarbeit wurdein einer zwelj ahrigen FeldstudievonApril 1995bis
Mérz 1997 durchgefuhrt. Zusétzliche Information wurde wahrend eines zweiten kurzen
Feldbesuchs im September 1997 beschafft, in Zusammenhang mit einer vom St. Francis
Designated District Hospital unternommenen Studie Uber die Auswirkungen von
K ostenbeteili gungen auf die Bevdlkerung Die Forschungsdrategie bestand in der trianguaren
Kombination von qu@litativen und gantitativen Methoden.

-Viii -



Zusammenfassung

Der Informierungsgrad der Bevolkerung teziglich der Malariakrankheit im
biomedizinischen Versténdniswurdeal ssehr hoch eingestuft. Jedoch bestandeineder wichtigen
Erkenntnise in der Tatsache, dass das lokae Wisen aus dem Zusammenspiel von
biomedi zi nischen undtraditi onellen Konzepten undL ogiken resultiert, ein Prozessder hier as
“Medizinischer Synkretismus’ bezechnet wird. Die Analyse der Verschmelzung dieser zwei
Wissensarten trug wesentlich zum Verstehen der kulturellen Logiken bei, auf denen das
Verhalten beziglich der Suche nach Malariabehandlung kasiert.

DieUntersuchung aes M edi zinischen Synkretismuslasg klar erkennen, dass €lbst in den
Falen, in denen die Inhalte medizinischer Aufklarung von der Bevolkerung gut verstanden
werden, die Bedeutungen, die ihnen gegeben werden, betradhtli ch von dem abweichen konren,
was zu vermitteln beabsichtigt war.

Diese Verschmelzungunddie daraus folgenden Konsequenzen fir die Behandungund
die Verzogerungder Behandungwurde alsrelevant fur all e drei Malariaaten (unkamplizierte,
schwerwiegendeundruckfalli ge Erkrankung betradhtet. So wurde bei spiel sweisebezigli ch der
unkamplizierten Malariagkrankung herausgefunden, dass kulturelle Logken, die auf
Kenntnissen der Hexerei basieren, dazu fuhren kdnren, dasswiederholtesErbredchen alsZeichen
der Besserung fehlinterpretiert wird, anstelle darin ein Symptom zu erkennen fir die
Entwicklung voneiner unkampli zierten hin zur schwerwiegenden Malariae’krankung

Fur schwerwiegende Malariawurde die |lokale Bezechnungdegedege alsder Terminus
identifiziert, welcher dem der biomedizinisch definierten zerebralen Malaria an nadsten
kommt. Obwohl die Befragten zwar klar die Verbindung zwischen degedege und Malaria
erkannten, behandelten sie doch auf unterschiedliche Art und Weise diese beiden Formen; im
Fall e von degedege wurden hauptsadli ch traditi onell e Praktiken, einschliesdich der Hilfe von
‘weisen Frauen’, in Anspruch genommen, wahrend im Falle der Malaria weitestgehend
biomedizinische Behandung vorgezogen wurde. Von diesen Erkenntnissen ausgehend wird
erortert, welche Rolle das Wissen Uler die Krankheitsursachen im Prozess der Suche nach
Malariabehandlungspielt. Eswird argumentiert, dassWisen, welchesim kulturell en Repertoire
verankert ist (Rezeptwissen) undim Handeln (nicht planentworfenes Verhalten) automatisch

hervorgerufenwird, einewichtige Roll e spielt im Prozessder Suchenadh Krankheitsbehandung,
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Zusammenfassung

besonders fir die Behandungin einer friihen Phase der Krankheit.

Es zdgte sich, dass planentworfenes Verhaten erst dann einsetzt, wenn etwas
unerwartetes pasgert, wenn bei spiel swei se Symptome sich unerklérli cherwei se verschlimmern
oder trotz Behandungnicht abklingen. Die Studie zeigt, wie in dem lokalen Krankheitsmodell
biomedizinisch definierte Maaria von Logiken, die auf Hexenkenntnissen basieren, erganzt
werden. Die Analyse des daraus resulti erenden Wissens erlaubte uns, die Logiken zu erklaren,
welchen die Leuteinihrem Labyrinth auf der Suche nach Krankheitsbehandlungfolgen, in dem
sie biomedizinische und traditionelle Gesundheitsdienste in en- und derselben
Krankheit sepisode kombinieren.

Einen zweiten Schwerpunkt der Studie stellt die Frage nach der Relevanz 6konamischer
Beschrankungen beziglich der Bemiihungen um Malariabehandlung dar. Kognitive Aspekte
werden mit sozialen und dkonamischen Aspekten in Beaehung gesetzt. Es wurde beobadtet,
dass die Vorstellungen von den Krankheitsursachen bestimmend sind einerseits fur die
Miteinbez ehungdes sozialen Netzwerkesin die Handhabungder Krankheit, undanderseitsfur
den bestehenden sozialen Druck bezigli ch der Dedkungder Behand ungskosten des erkrankten
Individuums. Im Gegensatz zu Krankheiten, deren Ursadhen Hexerei oder Geistern
zugeschrieben werden, erwies sich im Falle der Krankheiten, die, so wie Malaria, der
“natdrlichen Ordnung angehdren und de Einbezehung as Krankenhauses erforderten, die
finanziell e Unterstiitzung seitens sozialer Netzwerke fir die Dedkung der Behandlungskosten
als gering. Aus okonamischen Griinden erwiesen sich Frauen, die nicht mit mannlicher
Unterstitzung rechnen konrten, als besonders anféllig fur die verspétete Behandung ihrer
Kinder. Eszegtesich, dassFrauen verschiedene Strategien zur Dedkung der Behandlungskosten
entwickelt hatten, wobel sie, neben der Verzdgerungauch héufig negative langfristige Folgen
far ihr eigenes Wohlergehen unddasihrer Kinder zu tragen hatten. Ein besonders hohes Risiko
fUr die Verzbgerung ergibt sich aus dem negativen Zusammenspiel von gender-, saison- und
krankheitsbedingten Faktoren.

Die Erkenntnissedieser Studietrugen dazu bei, die Dichotomie*“ traditionell -modern” in
der soziokulturell ausgerichteten Mal ariaforschungzu tbkerdenken. Weiterhinwidersprachensie

den bisherigen Standpunk, dass traditionelle Behandlungen eine wichtige Ursache der



Zusammenfassung

Verzogerung der Malariabehandung seien und wiesen auf die Notwendigkeit hin, in der
Ursadhenforschungzur Verzogerungeinen sozial -6konamischen Ansatz zu verwenden. Direkte
Auswirkungen der Studie fur weitere Forschungen und Handlungsempfehlungen werden
ausfuhrlich erértert.
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Glossary

Glossary

Biomedicine

Folk illness

Gender

Gender and
Development (GAD)

Health care system

Illness/ disease

Logic

or western medicine, scientific medicine, cosmopditan medicine.
Refers to the medicine developed in the western world since the
Enlightenment. Departs from the Cartesian dchotomy of body and
mind and is charaderised by undrstanding dsese & a
fundamentally biologicd process

refersto an ill ness entity, i.e. to alocdly recgnised ill nesswith its
own cause, symptoms and treament which does not correspondto
biomedicd nosology.

refers to the social construction of sex. Gender as a social construct
determines roles and socia diff erences between men and women.

focuses on the social, econamic, padliticad and cultural forces that
determine how women and men benefit from and control resources,
and participatein adiviti es diff erently. The situationof womenisnot
considered independently of, but in relation to, that of men (WHO,
19999.

isaterm developed by Kleinman (1980 which refersto the aultural
system that interlinks concepts, values, roles, status, pradices and
ingtitutions related to hedth, illness and therapies. Hedth cae
systems are locd systems.

are terms which refer to different aspeds/perspedives of ill ness
llInessis understoodas (1) individual experienceof disease; and (2)
the‘lay model” which permits peopleto give meaningto and express
this experience Disease is defined as (1) a biopathologicd process
which affeds the organism; and (2) a medicd model, particularly
biomedicd model, which permits people to understand these
proceses.

in its broadest sense (as used by Olivier de Sardan, 19995 simply
refersto the principles (theoreticd, metaphaica, metonymicd etc.)
which confer coherence, or give meaning, to the sequences of ideas
and adionsin the eyes of the social adors and a the investigator.
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Medical pluraslism

Medical syncretism

Medical system

Recipe knowledge

Resour ce-seeking

Traditional

Treatment-seeking

referstotheco-existenceinagiven areaof diff erent medicd systems.
The nature of the relations between different medical systems is
marked by the socio-padliti ca position which they occupyin agiven
area

refers to a blending, varying in degree ad form, of elements
stemming from different medicd systems.

refers, acordingto Press(1980), to a patterned, interrelated body of
valuesand deli berate pradices, governed by asingle paradigm of the
meaning, identificaion, prevention, and treament of sickness

is a term adopted by Alfred Schitz (1964 which refersto the
repertoire of knowledge for adion which individuals automaticaly
haveat handfor copingwith the confrontationsandproblems of daily
life.

referstothe processwhichindividualsfoll ow inorder obtain cash for
covering dired and indired costs of treament. It includes ocial
relations with individuals from whom suppat is expeded as well as
individuals' econamic strategies for coping.

is used to refer strictly to what people themselves regard as ‘their
own traditions'. In this sense, it does not follow historic, but cultural
and political criteria.

refersto a processfollowed byindividuals and/or social groups for
restoring hedth by wsing medicd resources of all kinds.
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Malaria: atop priority

Despite major advancements in the understanding d the disease and ged efforts to
control it, the malariasituation at the end of the 20th century showed adauntingpicture: In 1997,
over 40% of theworld popuationlivedin areaswith malariarisk. Morethan 100courtrieswere
affeded by the disease (seefig. 1). Malaria, oncetriumphantly held to be eradicable, isglobally
ontherise. Whil e endemic malarianolonger occursin many temperate zoneregions, it remains
aleadinghedth probleminthetropicsandsubtropics. In the past decales, resurgenceof malaria
transmisson has been observed throughou southern Asiaandthe Western Padfic. Maariahas
re-invaded zonesof Azerbaijan, Taji kistan, Irag, and Turkey, whereit had previously been under
control (Trigg and Kondachine, 1999.

In Africa childhooddeahsfrom malariaare continuall y increasing. In someregions, as
for example in parts of eastern and southern Africa, malaria has sprea into previously non
endemic or low-transmisson areas (WHO, 199%). In Kenya, an increase in epidemics was
recorded inthe 198Gs. In someregions, they may berelated to cli matic changes; for examplethe
new outbreaks in malaria-freesemi-arid zones after the 1997EIl Nifio rains (WHO, 1999h. In
some regions, re-establi shment and epidemics of malariaare adired consequenceof civil wars,
massvepopuationmovementsandchangesin agriculture, e.g. irrigationschemes(WHO, 1997).
But also other *‘man-made’ changes can contribute to a worsening d the malaria situation. In
Rajasthan, India, the construction of the Indira Gandhi canal was largely resporsible for an
outbre&k of malaria (Mankod, 1996. The resurgence of malaria has recently also been
associated with Structural Adjustment Programmes, particularly affeding Africa (Manfredi,
1999.

The estimations of the malaria hedth burden for 1998by WHO are devastating (WHO,
1999): Ead yea, almost 300 milli on cases of malaria occur worldwide and more than one
milli on people die. A particularly heavy toll is experienced in Africa where amost 90% of
incidence and 90% of deahs occur. The extremely high disease burden which strikes Africais

the result of a douly adverse situation. On the one hand, because in most climatic zones of
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[ ] Malaria has disappeared, has been eradicated, or never existed
Limited malaria risk o %
B Malaria transmission occurs %

Fig. 1 Epidemiological assessment of the status of malaria, 1994 (WHO, 1997)

Africa the most severe type, the malignant tertian (falciparum) malaria, is predominant, with
high transmission ratesin vast areas. On the other hand, malariaisclosey linked to areas of poor
development, where control tools do not successfully reach the people (WHO, 1999a).
Malaria has a tremendous impact on premature death and disability which on an
individual level causes economic and emotional hardship, and on a population or national level
posesbarriersto economic growth and development. The DALY (Disability-Adjusted LifeY ear)
is a measurement which attempts to quantify the burden of disease. DALY s combine years of
lifelost to premature death with yearslost to healthy life due to disability or handicap, adjusted
for the severity of the disability (World Bank, 1993). Although figures are highly speculative,
it is clear that malaria contributes to an extremely high burden of disease especially in Sub-

Saharan Africa. The recent estimates for the year 1998 give aworldwide figure of more than 39
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million DALY s lost due to malaria, of which 34 million are in Africa alone (WHO, 1999a).
There is evidence that mortality risks have increased significantly over the past decades,
coinciding with the rise in failures with chloroquine (Snow et al., 1999).

Approximate figures for the magnitude of the malaria problem by age show that young
children are the most affected. Worldwide, 38% of incidence, 67% of deathsand 72% of DALY
loss concern children under the age of five. For Africa, it has been estimated that every 20th
child is likely to die of malaria-related illness before he/she reaches the age of five (WHO,
1999a).

The scope of the malaria problem is broad. With the continuing rapid spread of parasite
and vector resistance against long-established but also new drugs and insecticides, no striking
improvement of the situation isforeseen in the near future. Moreover, the resurgence of malaria
that is linked to civil conflict and human migrations, climatic and environmental change, and
inadequateor deteriorating health systems(Trigg and Kondrachine, 1998; WHO, 1999a) islikely
to increase further, and no quick solutions areto be expected. Thereisno doubt that malariawill
remain amajor disease burden and apriority asapublic health issue also in the coming decades.

Whilethe development of new control toolsisurgently needed, itiswidely accepted that
much of the incidence and mortality could be reduced with the available means, provided they
reach the people and the people reach them. Whatever current and new intervention tools are
available or become available in the future - whether preventive measures, new drugs or even
vaccines - their implementation will only be successful if they are locally understood and
accepted. It is clear that for interventions to be effective, a comprehensive understanding of

community perspectives related to malariais required.
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A brief history of malaria

Early descriptions and treatments

The pattern of symptoms of the disease now known to be dueto themalariaparasite have
been known since ancient times. In ancient China, an asociation was described between fever
and splenomegaly. Intermittent fevers were described by Hippacrates in the fifth century B.C.
and Galen in the sesocond century B.C. in his detail ed tredise on fevers (de differentiis febrium)
(Jarcho, 1993. Asatreament, the plant quingheo (Artemisia annua) has been used in Chinese
herbal medicine for 2000yeas. Its recently isolated adive cmporent artemisinin and some
derivatives are among the most promising drugs nowadays. The Peruvian bark (Cinchona
ledgeriana), used in South Americaagainst fever episodesby locd popuations, wasintroduced
in Europe in the 17th century. The use of cinchona, and later of the at¢ive cmpound qinine,
isolated from it in 1820by Pell etier and Caventou, raised a passonate antroversy in medica
circles. While the staunch advocaes of the drug saw in it a triumph over the disesse and
administered it in gred quantiti es - like the French physician Bazre who poisoned many of his
patients, himself andalmost hiswifewith excealingly highdosages- adversariesdamned itsuse
with fervour (Destouches, 1929. The controversy continued until the ealy 20th century, as
illustrated in the following sentence, quated by Destouches (192912) from a Therapeutic
Tredise pulished in 1902 “The quinine sulfate resultsin amost terrible venom in littl e skil ful

and littl e tempered hands. One can say of it that it has provoked as much harm as malaria.”

Thediscovery of the host-vector-parasitetriangle

The @a of modern malariology kegan with the detedion d the malaria host-vedor-
parasitetrianglein the late 19th century. At the time, the most accepted theory of both all opaths
andhomeopathswastheunderstanding d malaria aanon-contagious, non-infediousmiasmatic
ill ness(Allen, 1995. The French army surgeon Charles Louis Alphorse Laveran (18451922,
who worked as colonial officer in Algeria, classfied malaria as atelluric ill nesswhich, unlike

thetyphadill nesses, was not related to the precaious hygienic condti ons of densely popuated
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areas, but whose cradlewasin uninhabited areas of marshes and swamps. From hisobservations
and experiments, he concluded that the palludic miasma contained particles of vegetal origin
which the winds had blown over the pathogenous marshes and transported over longdistances
to human settlements (Laveran and Teisser, 1880.

Owingtothedominant paradigm of germtheory in scientific medicd reseachandrecent
achievementsin microbiology, the theory of malaria as a parasiti ¢ disease gained strength. The
key step in the discovery of malaria as an infedious disease dates badc to 1880 when the same
Laveran identified living parasites, which he termed Oscillaria malariae, in the blood of a
malarial patient. In the beginning, his theory was receved with scepticism by the scientific
community, but later on it gained increasing accetance Laveran showed his findings to the
Itali an scientists Ettore Marchiafava (18471935 and Angelo Celli (18571914 whowith their
powerful oil i mmersionmicroscopescouldfinall y confirm Laveran’ stheory of ananimal parasite
to which they gave the name Plasmodium (Dobson, 1999. In 1907, Laveran was awarded the
Nobel price

In the first yeas after Laveran’s grea discovery, it still remained urclea how the
parasites entered the human organism as they could neither be deteded in the air, nor in water
or the soil of ‘palludic aeas'. In analogy to the transmisson d filariasis, Laveran himself put
forward the hypahesis in 1884 that the parasite might stay in a plant or animal and that
mosquitoes might play an important role in malaria transmissgon (Dopter, 1925.

The mosquito theory was al so suggested by Sir Patrick Manson (18441922, a Scottish
physician working in China, who dscovered mosquitoes as the vedor of filariasis. He
encouraged hisstudent Sir Ronald Ross(1857%1932), whohemet in 1894 to investigatetherole
of mosguitoesin malariatransmisson.

17 yeasafter the discovery of the parasite, in 1897 Sir Ronald Ross aBritish Major in
thelndian Medicd Service, demonstrated the transmissonof malariaby mosquitoesin anavian
model (Bynum, 1999. His experiments confirmed the ‘mosquito theory’ of malaria for which
Rosswas awarded the Nobel Prizein Medicinein 1902 Thetheory that mosquitoes of the genus

Anopheles are the vedor for human malaria was later proved by an Italian group - the
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investigators Battista Grass (18541925, Amico Bignami (18621929, Giuseppe Bastiandli
(18621959 - who foundthe half-moon shaped parasites (gametocytes) of malarious bloodin
the digestive trad of mosquitoes previously fed oninfeded humans. This contributed much to
the understanding of the transmisson d the malaria-mosquito cycle (Dopter, 1925 Fantini,
1999.

All thesefindingsfrom thelast 20 yeas of the 19th century led to the understanding that
malaria shoud no longer be mnsidered as a miasmatic ill ness but as a vedor-borne parasitic
diseasetransmitted from personto person throughthe bites of mosquitoeswhich bred abundantly

alongrivers and in swampy regions.

Malaria history and community knowledge

Whil e the isaue of the malaria host-vedor-parasite triangle was highly debated among
the scientific community of thetime, it can usually be assumed that the knowledge divulged to
the general pulic lags yeas behind the frontli ne discoveries in research. When Dr Kellogg, a
passonateadvocateof thepopuarisationof scientific knowledge, puli shed hiswork onpopuar
hygiene and hedth monitoring (1897, he proposed pradicd malaria prevention measures that
were strongly based onthe miasma theory. He alvised people who were obliged to live in
malaria endemic aeas to avoid bulding howses nea marshes, particularly onthe leevard side
of prevailingwinds, or at |east to have abelt of denseforest between the houses andthe swampy
areas which would ward off and destroy the ‘germs. Kellogg also suspeded water as an
important source of malaria, andrecommended baili ngit for drinkingin order to kill the germs.
His bookand similar writings of contemporary authors direded at a broad pubdic, arelikely to
have contributed to the misunderstanding of malariaamong people interested in tropicd hedth
in the first decales of the 20th century. Asthisis also the period in African colonialism when
missonaries and colonial medicd officers began to teach loca people on alarge scde &ou
issuesof hedthandhygiene, it ismost probablethat informationderived from the miasmatheory
was still being transmitted even thoughthe theory had already been scientificaly outdated. The
French physician Dobter (1925, for example, writesin 1920that coloniali stshave much insisted
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onwinds as acddental vedors of malaria, but at short distances.

What locd people have leaned abou malaria is what they head from missonaries,
educatorsand hedth professonalswhenthey first cameinto contad with western culture. During
the 20th century, the content of knowledge in the community and people’ saccessto information
haveundergonemajor changes. Locd and rational hedth campaigns, mainly inthepaost-colonial
era, have imparted simplified versions of scientific knowledge ébou malariaon alarge scade.
The understanding of malariaamongcontemporary Africansistheresult of their interpretations
of thislong-standingexposureto biomedicd perspedivestransmitted by Europeansandlater by
western-trained African hedth professonals.

Malaria: a biomedical per spective

Malaria is an infedious disease caused by protozoa of the phylum Apicomplexa (or
Soorozoa). The family Plasmodiidae consists of many spedes, which have a wide range of
vertebrate hosts: reptiles, birds, rodents, bats and primates (Kreier, 1987). Human malaria
parasites belong to the genus Plasmodium. The four epidemiologicdly relevant speaes
infediousto man are P. falciparum, P. malariae, P. ovale, and P. vivax. The two most common
spedesareP. falciparumandP. vivax which arefoundin most malariousareas. Themost serious
falciparum malariaiswidespread throughou the tropicd and subtropicd belt, mainly in Africa,
central America, partsof AsiaandPapuaNew Guinea P. vivaxispredominantinLatin America,
Turkey, the Indian subcontinent and China, but absent from West Africa P. malariaeiswidely
distributed but with lower prevalences than P. falciparum and P. vivax. P. ovale occurs mainly
in Africa(Spencer, 1986. All four human malariaspedesaretransmitted from personto person
by infedious bites of female mosquitoes of the genus Anopheles. The parasite life gycle
including the phase in the human host and the mosquito host can be foundin textbooks in
malaria parasitology (e.g. Gill es and Warrell, 1993 Wernsdorfer and McGregor, 1988 for
illustration: Knell, 19917).
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Clinical presentation

In their ealy symptomatology, the four malaria types can be very similar, making a
differentiation difficult withou laboratory examinations. Plasmodium falciparum causes the
most serious ‘malignant tertian’ malaria with pdentially lethal consequences whereas vivax
(‘benigntertian’), malariae(‘ quartan’) and ovele malaria ae generally na life-threaening.

The incubation period (time between the infedive bite and the gopeaance of clinicd
symptoms) ranges from 7 to 30 days, depending on the malaria parasite. The clinicd
manifestations are extremely diverse and pathogenesisis still incompletely understood (Marsh
andSnow, 1999. Anill nessepisode may start with an unspeafic symptomatology, usually with
an irregularly intermittent fever, accompanied by general malaise, nausea and headache.
Charaderistic for amost all episodes are the dternations between fever and fever-freephases.
Typicdly, afever phase beginswith shaking chill sand arapid rise of temperatureto 40° or 41°C
which ismaintained for several hous, foll owed by profuse sweding andtemperaturefall . After
a fever-freeinterval, the cycle of chills, fever and sweding is repeaed. Between the fever
attadks, the patient is normally asymptomatic and feds better, albeit exhausted. In severe cases,
circulatory failure and delirium can occur.

In vivax, malariae and ovale malaria, the cycles of chill s, fever and sweaing are most
evident. After a period d irregular fever, the fever typicdly presents itself in its classcd
‘intermittent’ form. In all three forms, the ill ness develops but rarely has severe or fatal
consequences,; duration of an untreged attadk ranges from around one week to ore month.
Malariatertiana (P. vivax and P. ovale) is charaderised by fever phases of around3 to 4 hous
which repea every 48 hous. Early and late readivations of liver stage parasites are relatively
commonandmay occur at irregular intervalsupto 2 yeasfor P. vivaxand 5 yeasfor P. ovale,
respedively. Theleast virulent is malaria quartana (P. malariae) which showsupat a72hous
periodicity with fever phases of 4 to 5 hous. Late reaudescence of persistent blood stage
parasitesis possble dter 3to 10 in extreme caes up to 50 yeas, and causes reaurrent febrile
episodes. In partially immune patients and people who have been taking prophyladic drugs, the
clinicd picture may be very atypicd and a malaria gisode may easily be mnfused with ather
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febrile ill nesses. Diffuse presentations of fever cycles may also result from mixed or doule
infedions. Occasionally, malariatertiana presents with fever intervals of 24 hous because the
popuation d parasites glits into two, which are out of phase (malaria duplicata or malaria
guotidiana).

The most pathogenic and dangerous malaria is provoked by P. falciparum, often with
irreversible or fatal consequences. Its symptomatology is extremely diverse and inherently
ambiguouws, makingadifferential diagnosisbased ontheclinicd presentationdifficult. Frequent
signs and symptoms are fever, headacdhe, joint pain, dizziness nausea vomiting and darrhea
Il nesssetsin abruptly and with quite severely. Fever can appea in a48-hou rhythm, but often
there is no clea cyclic pattern asis typicd of the other malaria types. Irregular or continuous
feversare most usual, but occasionally fever might be absent, even in aaute phases. The diffuse
and varied clinicd picture often does not remind one of malaria and misdiagnasis or late
recogntion are frequent. The sudden and rapid progressfrom uncomplicated to compli cated
malaria with potential irreversible and fatal outcomes makes prompt treament absolutely
esential also in an ealy phase of clinicd manifestations.

(Sources: Donges, 1988 Piekarski, 1987 Warrell, 1993 Wiesman, 1986

Severe and fatal malaria

‘Severe malaria refers to manifestations and complications of malaria that have a
potentially fatal outcome (Warrell, 1999. Falciparum malaria has a variety of severe
consequences, which are mainly due to the destruction of (parasiti sed and non-parasiti sed) red
blood cdls and the obstruction of capill aries throughadherence of parasitised erythrocytes to
endahelial cdl swith consequent insufficient bloodsuppy tointernal organs. Thetwo dominant
complicationsare cerebral malariaand severe anaamia, which acourt for most deahsin severe
malariain children (Brewster and Greenwood, 1993.

Cerebral malaria has been defined as occurring when a patient who hes P. falciparum
in the blood suff ers from altered consciousnessfor which no other cause can be found(WHO,

1990. Most frequently, cerebral malaria occurs in children between the age of 1 and 4 yeas

10
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(Greenwood 1991; Snow et al., 1994). Cerebral malariais not awell defined term and usually
encompasses different clinical manifestations (Marsh and Snow, 1999). The condition can
present itself as amild confusion, which develops over days, but can suddenly deteriorate and
result in aprofound coma, irreversiblebrain damage and death. In up to 50% of patients, cerebral
malaria has alethal outcome (Philips and Solomon, 1990). The main cause of cerebral malaria
isamechanical obstruction of capillariesinthe central nervoussystem dueto adherenceof sticky
parasitised red blood cells to capillary endothelium (sequestration). The resulting ischaemia,
hypoxiaand anoxiamay provoke avariety of encephal opathic signs and symptoms such as tiff
neck, headache, increased muscletone, ataxia, aphasia, convulsions, local paralysis, anddelirium
(Warrell, 1993). High parasitaemia levels are to a certain extent indicative of the development
of neurological sequelae (Molyneux et al., 1989). In many patients with cerebral malaria,
however, only low parasitelevel saredetected, and many children with high parasitaemiapresent

asurprisingly mild symptomatology (Oaks et al., 1991).

Malariainfectionisamajor cause of anaemiainendemic areas. Severemalarial anaemia,
defined as ahaemoglobin of lessthan 5 g/dl in association with malaria parasites (WHO, 1990)
isthe most frequent consequence in areas of high transmission. High levels of parasitaemiacan
produce acute and life-threatening anaemia; chronic anaemia may be a result of continued
haemolysis (and other processes which contribute to anaemia) due to chronic malariainfection
(McGregor et al., 1966; White, 1999a). Malarial anaemiaisinduced by the direct destruction of
parasitised red blood cells, but also by immune mechanisms leading to a destruction of non-
parasitised red blood cells and abnormalities in erythrocyte production in the bone marrow
(dyserythropoesis). Malaria-induced iron deficiency further contributes to anaemia (Menendez
et al., 1997).

A typical symptom of P.falciparum malariais splenomegaly. Clearance of infected and
altered uninfected red blood cells from the circulation may provoke enlargement of the spleen

(White, 1999a). A chronic complication of malariaisthe hyperreactive malarial splenomegaly
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(HMS), withitsclinical presentation of persistent and progressi ve splenic enlargement (Bryceson
et al., 1983). In endemic area, high frequencies of enlarged spleen were found in children
(Metseelaar and Van Thile 1959). Spleen rates, in combination with parasite prevalence, have

been used as an indicator for endemicity levels (Molineaux, 1988).

Hypoglycaemiaisacommon complication that may lead to irreversible brain damage or
alethal outcomeif notimmediately treated. Particularly affected are children. Almost every third
African child admitted with severe malariawas hypoglycaemic (Taylor et al., 1988; Whiteet al .,
1987). The consequencesare often serious. In ahospital-based study in Malawi, 37% of children
admitted with hypoglycaemia died and 26% suffered from irreversible neurological sequalae
(Taylor et al., 1988).

While in children cerebral malaria is often the only manifestation of a severe
P.falciparum infection (Molyneux et al., 1989), in adults who have not acquired significant
immunity other organ systems are commonly severely affected. The two most serious non-
cerebral complicationsare pulmonary oedema, probably caused by increased capillary membrane
permeability, and renal failure (WHO, 1990; WHO, 1999d).

Further severe and fatal complicationsinclude dehydration asaresult of decreased fluid
intake and lossof fluidsdueto high fever, sweating, vomiting and diarrhoea, metabolic acidosis,
impaired liver function, jaundice, spontaneous bleeding and others (for aconciselist see WHO,
1990; WHO, 1999d).

Diagnosis

Since differential diagnosis primarily of falciparum malariais unreliable, aetiological
confirmation by demonstration of malaria parasites in the blood is essential. The most widely
used diagnostic technique is the microscopic screening of blood slides for parasites. Usually a
thick drop and thin film of finger-prick blood are prepared on a glass dlide, chemically fixed,

stained with Giemsa solution (or other formulations) and screened under oil immersion

12
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microscopy (magnificationof 400to 1'000times). Whil ethe thick drop providesresultswith an
increased sensitivity due to the relatively large volume of blood, the thin film permits one to
quantify thebloodinfedionrate andto determinethe malariaspedes. Whil eit iscertainly avery
useful test, microscopy has several drawbadks. One concernsthetedinicd requirements, i.e. the
aqquisitionandmaintenanceof ahigh-power microscope. Althoughthe wmstsof thetest materials
are relatively low, the investment costs for an all immersion microscope ae cnsiderable and
thusbeyondthe meansof pradicdly al peripheral hedth services. Maintenanceof thetedchnicd
equipment can often na be guarantead, so there may be few acairate test results. In addition,
microscopyrequiresskill edtechnicianswhoareableto read the slidescorredly, but trained staff
is often na available (Oaks et al., 1991).

Important drawbadks can al so result from depending onthe detedion of parasitesin the
blood In high transmisson areas, where the development of semi-immunity among the
popuationissignificant, thereisnodired asociationbetweeninfedionanddisease. Gred parts
of the popuation can cary parasitesin their bloodbut do nat present clinica manifestations of
malaria(McGregor, 1986 Trape, et al., 1985. A seriousproblemfor diagnasisisthat theintake
of antimalarials prior to the blood test, which in many areas occurs as a consequence of the
widely pradised self-administration of drugs (Foster, 1991) may lead to temporary or partial
parasite cleaance sotheinfedionismicroscopicdly undetedable (Benenson, 1985. Repeded
examinations would therefore be required, but in most clinicd settings they are not feasible or
too costly. Antigen-based diagnastic assays which offer alternatives to microscopy are being
developed, but currently nore are available & cost-effedive a microscopy, and are simple
enoughfor usein field settingsandregional hospitals. Rapid diagnastic tests (RDTS), which are
highly sensitive but do nat indicate the severity of infedion, might be useful in areas of low or
moderatetransmisson, for epidemic outbreaksandfor detedionof malariain nonriimmuneslike
travellers or short-term visitors to endemic areas (UNDP/World Bank/WHO, 200@g). But for
most settings, the ‘gold standard’ for diagnosisremainsthe relatively chegp microscopic blood
examination. In rural areas, where high-quality microscopyisnot feasible, drug administration

will continueto rely on presumptive treaments of clinica presentations.
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Prevention and treatment
Preventive measures

A variety of preventive measures agai nst mal ariacan be recommended, but none of them
canguaranteefull protection. Whilevisitorsfromabroad usually havethemeansand possibilities
to apply a combination of different preventive measures, and thus, if they are correctly used, to
achieve high protection, possibilitiesfor inhabitants of endemic areasare morelimited, because
the measures are not feasible, not available or too expensive. Preventive measures are either
directed against the mosquito vector (avoiding infection) or against the development of the
parasite within the human host. Recommended measures against mosquitoes include, for
example, protective clothing, use of skin repellents, mosquito coils and residual insecticides
(applied on house walls and anopheline resting places), nightly spraying with insecticides of
windows and walls inside the house, and sleeping in air-conditioned rooms (Benenson, 1985;
Wiesmann, 1986). For people living in an endemic area, adapted house construction,
zooprophylaxis and traditional mosquito deterrents are further measures against mosqguitoes
(Greenwood, 1999). Environmental measures, such as drainage of ponds and use of mosqguito
larvicide, contributeto reducing anopheline breeding sites. Certainly the most cost-effectiveand
simple measure for long-term use isto sleep under amosquito net. Currently, the large scale use
of insecticidetreated bednets (ITN) in endemic areasisbeing strongly promoted with promising
results (reviewed by Lengeler, 1998).

Chemoprophylaxis is widely applied. It does protect against infection, but prevents or
inhibits parasite proliferation within the human body. The use of prophylactic antimalarialsis
highly recommended for non-immune peoplevisiting amalariousarea. For residents of endemic
areas, chemoprophylaxisis recommended primarily for women during their first pregnancy in
order to reduce the risk of malaria-related maternal death, anaemia, low birth weight and
gtillbirth (Brabin, 1983; Greenwood et al., 1989 McGregor, 1984).

14
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Chemotherapy

For curative purposes, avariety of antimalarial drugs, attading the parasite at diff erent
stages of the life-cyclein the human host, are avail able. An extensive list of international non
proprietary namesof synthetic antimal arialsand common proprietary names, can befoundinthe
WHO report on Advances in Malaria Chemotherapy (1984 andin Gill esand Warrell’s (1993
bookon Essential Malariology. Most antimalarials are blood schizontocides (ading primarily
ontheasexual intra-erythrocytic stages). Preferably, therapidly adingdrugs such asquinine, 4-
aminoqunadlines(mainly chloroqune), mefloqune, halofantrine and rew artemisinin derivatives
areindicaed. Asarelatively safe, inexpensive and widely avail able drug with no or mild side-
effeds, chlorogune is till the most used antimalarial worldwide. Blood schizontocides are,
however, nat adive against sporozoites, pre-erythrocytic schizonts and hypnazoites (‘ dormant
liver forms). In P.ivax and P. ovale infedions, administration of hypnazoitocidal 8-
aminoqunalines (primaquine) isindicaed in order to prevent from relapses. Primaguine is not
required in P.falciparum and P.malariae infedions as no latent liver forms persist (Source
Wiesmann, 1986.

Parasite resistance

Prompt and adequatetreament isessential for reducingmalariamorbidity andmortality.
With the grea advances in chemotherapy and the wide distribution of cheg antimalarials all
over the world, malaria could be held in chedk to alarge extent. But with the anergence and
rapid spread of parasiteresistancethe eff edivenessof these drugs hasdwinded. Thisnow poses
aseriousproblemfor therapeutic use of antimalarials. Chloroquine, massvely administered since
World War 11, isnow nealy ineffedivein many regions. Chloroqune-resistant parasite strains
spread rapidly duringthe 1960s and 70sin South-East Asiaand South America and during the
198Gsin Africa(Bjorkman, 1997). For theyea 1994 WHO reported that chloroquineresistance
iscommoninamost all endemic courtriesin Africa espeaally in eastern Africa(WHO, 1997).
Recently, five African courtries (Botswana, Kenya, Malawi, South Africaand Swaal and) have

changed their national guidelines for first-line treament from chloroquine to a combination of
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sulphoramide and pyrimethamine (SP) (Trigg and Kondrachine, 1998. But the increasing
development of resistance, already widespread in South-East Asiaand South America, indicate
that the effedivenessof SPislikely to dedinerapidly. Resistanceto amost all other drugs has
now emerged, and extensive administration d any of them can only be expeded to be a
temporary solution. Moreover, many drugs are either too toxic, or too expensive, or both for

large-scde use in endemic arecs.

Artemisinin and drug combinations: Increasing the lifespan of antimalarials

Promising results are reported for the newly developed drug artemisinin, isolated from
the herbal remedy quingheo (Artemisia annua) which has been used against feversin Chinese
medicinefor centuries, anditsderivativesartemether, arteeher and sodium artesunate. Themode
of adionseamsto differ considerably from that of other antimalarials, lowering the probabilit y
of crossresistance Artemisinin andits derivatives and have been shown to be eff edive against
all human malaria parasites, notably multidrug-resistant Plasmodium falciparum (White and
Olli aro, 1999 The compoundreducehigh parasitelevelsvery quickly and apparently havelow
toxiciti es, althoughfurther investigationof their safety isrequired (Bjérkman, 1991). Ina dinicd
trial in schodchildren at the lvory Coast, oral artemether hasrecently been shown to be safeand
tohaveaprophyladic eff ed against Schistosoma japonicum(Xiao et al., 2000 and Schistosoma
mansoni (Utzinger etal., 2000. A problem observed with artemisinisahighreaudescencerate,
making complementation with other antimalarials recommendable (Wernsdorfer and Trigg,
1988). It has been emphasised that if resistance doesindead develop from sportaneous genetic
mutations, combinations of drugs with different modes of adion are likely to retard the
emergenceand spreal of resistance, asthe chanceof parasitesdevel opingresistanceagainst two
drugs is much lower (White et al., 1999. A combination d a short ading dug such as
artemisinin with other drugs to ensure the eradication of all the parasitesin an individual, can
help to prevent the rapid development and spread of drug resistance (White, 19991). A review
of trials has shown goodsafety and high eff edivenessof artemisinin for treaing uncompli cated

malaria(Mclntosh and Olli aro, 1998. Clinicd trialsfor treaing chil dren with aaute falciparum

16



I ntroduction

malaria with a combination of artemether and benflumetol have shown encouraging resultsin
baoth efficagy and safety (Hatz et al., 1998. Currently, large-scdetrialsin Africa and Asia ae
being caried out, with the aim of quantifying the efficag/ of ealy treament with redal
artesunate for inhibiting the evolution d malariato severe and fatal outcomes (UNDP/World
Bank/WHO, 20008. The pasitive results from trials using a combination o artesunate and
pyrimethamine/sulphadoxineindicaethat combiningfirst-linedrugswith artemisinin derivatives
ishighly effedive and can retard the emergence of drug resistance, thusincreasing the lifespan
of antimalarial compounds (White et al., 1999.

The development of new drugs and drug combinations is urgently required in order to
ke pacewith the rapid evolution of parasite resistance. In past decales, the pharmacauticd
industry has gradually curbed its research adivities on malaria. A new pubdic/private not-for-
profit foundhtion, the Medicines for Malaria Venture (MM V) (seesedion on ‘current global
malariacontrol strategy’ below) wherethe pharmacautica industry will providetednicd know-
how and aaessto available reseach results, has st itself the goal of producing ore new
antimalarial drug every five yeas UNDP/World Bank/WHO, 200().

Vaccine development

With the panorama of newly emerging and spreading drug resistance, the development
of an effedive vacdne against malaria would be avaluable and cost-effedive intervention
instrument to complement other control tools. Several types of malaria vacanes are being
developed which can be classfied acording to the parasite stage that is their target. (i) Pre-
erythrocytic vacdnesare direded against infedive sporozoitesinjeded by the mosquito vedor,
and liver stages. An anti-sporozoite vacane would prevent infedion, thus avoiding clinica
manifestations of malaria. (ii) Merozoite vacanes are vacanes against asexual erythrocytic
stages. Merozoites cause most of the clinicd symptoms of malaria. An anti-merozoite vacane
would therefore, not prevent infedion, but it would reducemalariamorbidity and mortality. (iii)

Transmisson-blocking vacdnes (TBVS) are direded against sexual blood stages and aim to
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prevent the devel opment of parasitesin the mosquito vector. A TBV would not prevent disease
in people who were infected, but would reduce transmission in endemic areas.

Several potential candidate vaccines of all threetypesare currently in clinical trials (for
review see Tanner, 2000). The complexity of the parasite and theimmune response of the human
host, as well as the enormous costs, hinder rapid progress in the development of a malaria
vaccine. Up to now, the only candidate to have progressed to phase I11 of clinical trialsisthe
multi-stage (sporozoite and merozoite) vaccine SPf66. The synthetic peptide vaccine SPf66,
developed in Colombia (Patarroyo et al., 1988), has shown mixed results in different trialsin
South America, South-East Asia and Africa. The overall efficacy, calculated from 6 Phase I11
clinical trials, has been estimated at 23% (Graves, 1997, cited by Tanner, 2000). In arecent trial
ininfantsunder 7 months old, SPf66 was not found to reducetherisk of clinical malaria (Acosta
et al., 1999). The efficacy of SPf66 vaccinein its present form isthus much below the standard
of other vaccines currently in use against other diseases, which can reach efficacy levels of 90%
or more. It isalso below the goal set by the VVaccine Discovery Research group of TDR, to find
avaccine which reduces the incidence of clinical attacksin children under the age of five by at
least 30% (UNDP/World Bank/WHO, 2000d). A new formulation of SPf66 with a novel
adjuvant isnow undergoing phase | testing (UNDP/World Bank/WHO, 2000e). Currently, there
are further promising vaccine candidates under devel opment, the recombinant pre-erythrocytic
vaccine RTS,S/SBAS2, the recombinant three-component blood -stage vaccine
(MSP1+M SP2+RESA) and the DNA vaccines (for review see Tanner, 2000).

The current status of research assumes that no effective vaccine will be availablein the
near future, but that successful malaria vaccine development remains a highly desirable and
realistic goal.
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Malariain highly endemic areas

Malariaisendemicwhenthereissignificant annual transmission over several, successive
years. Endemicity of malaria ranges from areas of high, perennial transmission to regions of
sporadic or limited transmission. Accounting for the variationsin the intensity of transmission,
regionsareusually categorised asholoendemic, hyperendemic, mesoendemic, and hypoendemic.
Often used indicesfor quantifying thelevel of endemicity are frequencies of splenomegaly, and
parasite densities in the blood of children. According to this classification, an area is
holoendemic when more than 75% of children between the age of 2 and 9 years show an
enlargement of the spleen and more than 75% of infants have parasites in their blood
(Molineaux, 1988).

Acquired immunity

The epidemiology of malariain different transmission settings can only be understood
in the light of the presence of (partial) immunity to the parasite in the human host. Although
immunity does not prevent infection or disease, it does reduce parasitaemia, the production of
gametocytes and the severity of clinical manifestations. Thus an individual with a significant
level of immunity may present uncomplicated malaria, but ismuch lesslikely to develop severe
manifestations or to die from malaria

The acquisition of immunity is a continuous process which depends on the exposure of
the human host to blood-stage parasites. The immune response seems to be based to a great
degreeon humoral immunity, and therole of cell-mediated immunity whichislessclear (Marsh,
1993). Repeated exposure is essential for perpetuation of immunity; temporary long-term
absence from endemic areas results in loss of immunity in previously immune individuals.

Within a population, patterns of clinical immunity and, related to this, morbidity, are
largely determined by the level of exposure, usualy expressed by estimations of the
entomological inoculationrate (EIR) (thefrequency of infectiousmosquito bites). Inareasof low

endemicity (hypo- and mesoendemic areas), whereannual EIRsarelow and malariatransmission
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is unstable, the incidence of infection and clinical disease is relatively low, but occasional
epidemics with serious outcomes can occur. In hyperendemic areas, where transmission is
seasonal, a pattern of periodic malaria epidemicsis common. Since in all these areasthe entire
population lacks adequate immunity to the parasite, severe malaria with high incidences of
cerebral and fatal malaria occursin all age groups (Marsh and Snow, 1999).

In the epidemiology of areas of high, all-year-round transmission (holoendemic areas),
theclinical pattern of malariadisease showsamarkedly different picture. Theintenseyearly EIR
leadsto highincidencesthroughout theyear. Almost everyoneisrepeatedly infected and parasite
prevalence is persistently high (Charlwood et al., 1998, Smith et al., 1998). Consequently,
populations living in holoendemic areas develop high levels of immunity. Since immunity is
progressively acquired with repeated exposure to malaria, the group most at risk of suffering
from clinical and severe malaria are children who have not yet contracted many infections and
thereforehavenot yet reached asufficient level of immunity (Marsh, 1993). Withincreasing age,
children who survive gradually develop partial immunity asaresult of repeated infections. But
only from the age of approximately five years onwards are children significantly immuno-
protected against severe malaria attacks (Trape and Rogier, 1996). IlIness episodes are not only
less frequent, but they also tend to be milder, and rarely progress to complicated or life-

threatening forms,

Malariain children under five years of age
I mmunopr otection

In holoendemic areas, infants are to a certain degree protected for the first few months
of life. The protective immunity in neonates is most probably due to malaria-specific 1gG
antibodies prenatally transferred through the placenta. The level of immunity in the mother,
which varies with different transmission settings, is directly correlated with the duration of the
protection. While protective immunity does not prevent infection, it reduces parasite densities
and shortens the duration of infections, thus lowering the risk of infections developing into

severe malaria. In a study area where transmission is very high, in the Kilombero Valley in
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Tanzania, it hasbeen found that parasite densities and recovery rates of very young infantswere
similar to those of semi-immune adults (Kitua et al., 1996). During the period of exclusive
lactation, further protectionislikely toresult fromthelack of p-aminobenzoic acid (Maegraith,et
al., 1952). Thisis an essential growth stimulator for Plasmodium, which isfound in almost all
vegetal foodstuffs but is absent from breast milk.

Protection through maternally acquired antibodiesdeclineswithinthefirst monthsof life,
resulting in gradual increase of parasite densitiesand high rates of severe and fatal outcomes. In
highly endemic areas, aready infants at the age of 4 months were found to be at a high risk of
clinical attacks (Kitua, 1996).

Clinical patterns and transmission intensity

Clinical patterns among the age group of the under fives have been described asvarying
considerably with different levels of transmission intensity (Snow et al., 1994; Snow et al.,
1997). It wasfound that wheretransmission wasintense, the highest rates of hospital attendances
were in the under 1 year-old group with. The main life-threatening complication was severe
anaemia, though therewererare casesof cerebral malaria. Wheretransmission waslower, severe
malaria was more evenly distributed among children of older age groups. While the main
complication in infants was a so severe anaemia, older children, with a peak between the ages
of 1 and 4 years (Greenwood et al., 1991), mainly suffered from cerebral malaria (Snow et al.,
1994). The higher incidence of cerebral malaria in areas of lower transmission intensity raise
important concerns about the use of protective measures, e.g. large-scale use of insecticide-
treated mosquito nets. The data suggest that although a significant reduction in transmission
might decreasetheincidences of severeor fatal malariain infants, it might not necessarily result
inincreased survival, astherisk of developing life-threatening malariamight only be shifted to
older ages (Snow et al., 1994). A recent study comparing the same sites (Schellenberg et al.,
1999) however, could not confirm aclear relationship between severe clinical presentation and
intensity of transmission. More research addressing theissue is needed to obtain information on

long-term effects of large-scale use of preventive measures.
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Clinical attacks and recurrences

In highly endemic areas, chil dren who have lost the protedive immunity acquired from
themother andwhohavenot yet devel oped their ownsignificant levelsof immunity, i.e. children
between the age of aroundfour months and five yeas, certainly bea the highest burden of
malaria. The highdeah toll malariatakesin children under five yeas of age isthe most serious
result. But nonfatal attads can also cause irreversible disabiliti esand, espedally asaresult of
repeaed episodes, impairment of physicd and intellecdual development.

Inthe highly endemic Rufiji Deltaof Tanzania, astudy survey foundthat 75% of infants
had experienced at least one clinicd malaria episode by the end of their first yea of life (Rooth
and Bjorkman, 1992. Estimations suggested as many as 4-9 clinica episodes per annuum for
children under the age of fivelivingin endemic areas of Africa(Breman and Campbell, 1988.

Repeaed clinicd attadksare not only aresult of hightransmissonandhencereinfedion
rates. A significant propartion of new episodes are provoked by the parasite’s response to
treament. Parasite resistance against antimalarials limits treament effediveness Partial
cleaanceof infedionislikely to provide temporary relief, but surviving drug-resistant strains
can re-establish and lead to new bous of malaria. Similarly, antimalarials administered in
subtherapeutic dosages have the power to reducethe number of parasites but not to completely
clea them, provoking rew episodes after a largely symptom-less period. The frequency of
reaurrences is particularly high where parasite resistance has readhed high levels, espedally
against antimalarials used for first-line treaments. Reaurrence is also frequent where self-
medicationiswidely pradised, but, asiscommon, dosageisincorred or treament isinterrupted
ealy (Snow et al., 1992 Foster, 19917).
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Effortsto control malaria

Current trendsin malaria control are the result of changing effortsto combat the disease
since the discovery of the host-vector parasite triangle in the late 19th century. New
achievementsin research, and shifting paradigmsin disease control, have shaped malariacontrol
strategies throughout the 20th century. To understand where we are today, it is useful to take a

glance at some historical key events.

100 year s of combatting malaria

With therise of tropical medicine and the great advancesin malariaresearch in the late
19th century, systematic malariacontrol began. The discovery of the parasite in the human host
and the anopheline vector in the last two decades of the 19th century largely determined the
orientations of control strategies at the beginning of the 20th century. One approach wasto fight
malaria parasites in the human host, and was therefore centred on chemoprophylaxis and
chemotherapy. A second approach aimed at reducing malaria transmission through
environmental vector control (Bradley, 1991). Control strategies were based on substantial
reductionsof anopheline populationsby larvicidesand insecticides, and by diminishing breeding
sites through drainage projects. Early successes of transmission regulation through massive
attacks against mosquitoes gave support to the approach of environmental vector control. But
therewas al so criticism of the vector centred approach. It was objected that vector control could
only show an impact where intensive and large-scale campaigns were launched, i.e. where
organizational control of the environment was feasible (Bradley, 1991) and state or private
capital for the costly technologies could be raised (Packard and Gadhela, 1997). It is not by
chance that the first victorious results of vector control were reported from regions of high
commercia interest, like e.g. the Panama canal, the Zambian copper belt or South Asian tea
plantations (Bradley, 1991).

In the 1920s, the League of Nations Malaria Commission invited leading experts in

mal ariol gy to ameeting to discussthe different approaches and to recommend the most effective
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strategies for malaria control. A lively debate was held between the alvocates of the vedor
centred approadh, defended mostly by British and American scientists, and the approach
focussed onthe human host, led by Italian malariol ogists (Padkard and Gadhela, 1997). Thefirst
group understood malaria as a purely biologicd problem and its control as a tednologicd
challenge aimed at interrupting transmisson by reducing the vedor. Departing from the social
medicine paradigm, strondy inspired by Virchow’'s ideas and Angelo Celli’s pleafor social
justice, the Italian groupsaw malariaasclosely linked to underdevel opment and emphasised the
longterm need of improving popuations' living standards (Padkard and Brown, 1997). Célli’s
major cdl wasto link malariacontrol to an urgently required agrarian reform (Litsios, 1997). In
themeantime, the control of malariaintheshort runcould beadieved by chemoprophylaxisand
chemotherapy, a strategy encouraged also by Robert Koch (Padkard and Gadhela, 1997).
Convinced by the Italian group, the Commisson’'s recommendations finally came down in
favour of an integrated approach of rural development and massadministration o quinine.

But soonafter the puldication of the Commisson’ sreports, the Rockefell er Foundation
acdhieved grea successes against malariaby environmental veador control - firstin Braal, where
an invasion of Anopheles gambiae mosquitoes caused devastating epidemics, and subsequently
in Egypt. Described by the Foundation as grea triumphs of mosquito eradicaion campaigns -
a daim which Padkard and Gadehla (1997 criticised as a blunt oversimplificaion d the locd
malaria situation - the vedor control approach again gained increasing strength.

With thediscovery of theinsedicide DDT by Paul Mller in 1939(Simon, 1999 andits
extensive use during the Second World War, the focus on malaria & a narrowly defined
biomedicd diseaseandtheshift towardsvedaor control becanetotal. DDT, ainexpensive, highly
effedive and easily appli cableinsedicide, promised victory at last for cost- eff edtive mosquito
control, liberating entire popuations from the burden of malaria. Inthe 194G and 1950s, large-
scdecampaignswerelaunched withthegoal of eradicaingmalariafromwidezonesin different
parts of the world. Well-organised, centrally administered areawide strategies of powerful
attadks against the mosquito veaor were required for control to be effedive. Armies of workers

were reauited for DDT spraying of marshlands and houses, turning malaria control into akind
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of ‘military campaign’ rather than apulic hedth programme (Bradley, 1991). The triumphs of
DDT applicaion gave rise to growing ogimism, most remarkably in Sri Lanka where an
ambitious vedor control campaign led to the nea eradication d malariain the whole courtry
(Silva, 1997).

WHO, established in 1946 soon identified malaria cntrol as one of its priorities.
Spedaaular resultsof DDT use, leadingto arapid dedinein malariamorbidity and mortality in
wide areas of Europe and Latin America, but also concerns about emerging vedor resistance
against DDT and other insedicides, introduced a new stage in malaria control: the ‘ eradication
era (Padkard, 1997). In 1955 the World Hedth Assembly proclaimed a shift from long-term
control methods to a temporally restricted massve programme of parasite eadicaion. An
important justificationof the programme was based oneanamic considerations. A massve, but
time limited intervention based on veaor control was expeded to reduce hospital attendances.
Thiscould makevedor control chegoer thaninterventionprogrammesbased ontreament, ashad
been clealy shown for British Guineg where after only four yeas of implementing vedor
control measures antimalarial treament costs per inhabitant deaessed dramaticdly from $1.47
to $032 (Morichau-Beauchant, 1967).

The eradication programme advocaed by WHO was based on the popuation dynamics
of the malaria parasite and consisted of two phases. The attack phase, during a period of three
yeas, had asits main gaal the reduction o anopleline popuations  drasticdly that the ratio
of vedorsto hostswould fall below the critica level required for adiseaseto spread (seeBegon
etal., 1986. Thiswasfoll owed by aconsolidation phase, aimed at eli minatingthe parasite from
the human host popuation throughadive case detedion and chemotherapy, during a further
period of threeto five yeas. Massdrugtreament with antimalarials, primarily chloroqune and
pyrimethamine, was intensified from the 195G onwards, with the aim of interrupting
transmisson bylowering parasite prevalence (Greenwood, 1991). The hope was that parasite
prevalencewould bereduced tolevel sbelow thetransmissonthreshold, which woul d ulti mately
lead to the eradicaion of malaria. However, eradicaion within a popuation can ony be

maintained whenreintroduction d malariafromneighbouing popuationsisprevented. Regional
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eff ortsaaosscourtriesandeventuall y global eradicaionweretherefore seenashighly desirable,
and this becane the advocaed gaal of WHO's Global Malaria Eradicaion Programme.

The optimism abou eradicating malaria by an effort over a limited time was on
damped. Eradicaion could be adieved in temperate regions where malaria was unstable, and
highly developed infrastructures permitted well organised programmes of mosquito control and
adivecasesurveill ance But primarily because of technicd and organisational constraints, most
of the ambitious eradication dansin tropica regions were doamed to fail (Padkard, 1997). In
Sub-Saharan Africa eradication had not even been attempted when growing resistance of
mosquitoes against DDT shattered the hopes of eradicaion completely. Already in the ealy
1960Gs, the USAID and other external fundng agencies gradually cut bad their suppat for
malaria eradicaion programmes (Padkard, 1997). In many areas where DDT spraying was not
maintained, malaria started to resurge rapidly. In Sri Lanka, where malaria was almost absent
in 1964 the same morbidity (albeit not mortality) rates as in the pre-eradication period were
aready observedinthelate 196G (Silva, 1997). Inthe World Hedth Assembly of 1969 thegoal
of eradication on a global scde was criticdly reexamined and abandonred, at least in the short
run. Instead, the Asseembly reoriented the strategy towards amore modest control approach with
astrongemphasis on the human hast, using chemoprophylaxis and curative treament.

Thedecalesthat foll owed were charaderised by what David Bradley cdl ed ‘r esurgence
of malaria and ‘chaos’ (Bradley, 1991). While the emphasis was shifted from the ‘big push’
eradicaion programmeto control, noclea palicieswereformulated (Bradley, 1991); subsequent
programmes still inherited much of the eradication spirit and were not integrated into national
andlocd hedth systems (WHO, 1999%). Chloroquine, first synthesised in Germany in 1934and
later promoted by the Americans during and shortly after World War 11 (Oaks et al., 1997),
became the most widely used antimalarial drug worldwide. Although dug treaments were
initially effedive, malaria reappeared within a short time é&ter withdrawal of mass
administration. With the emergence and rapid spread of chloroqune drugresistanceduring the
196Gs and 197Gs in Asiaand South Americaand duringthe 198Gsin Africa(Bjorkman, 1991),

themalariasituationbecameincreasingly criti ca. Establi shed drugswerebewmmingincreasingly
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ineffedive and new drugs were either unsafe or expensive (Bradley, 1991). At the same time,
during the 1970s and 198G, international fundng for malaria investigation and control was
drasticdly curbed (WHO, 199%).

The consequences of resurgenceand chaoswere devastating: Inthe 1970, malariacases
had more than doulded within a few yeas. Braal, India and Turkey experienced major
epidemicsin the 197G and 1983 (WHO, 199%).

It becaneincreasingly clea that no‘magic bullet’ approad could halt malariaand that
diversified programmesadapted tolocd condti onswererequired. Timeshad changed, andthere
was nolonger any faith in easy biologicd solutions. Even the hope of findingavacdnein the
nea future, whichwasdominantinthe 1990s, did not lead to over-optimistic viewsfor thefuture
(Bradley, 1991)).

The aftermath of the deep faith in techndogicd solutionsto malariaduring the postwar
and eradicdion era now becane visible in the lad of findings from applied malaria reseach
(Gomes and Litsios, 1993. In the past decales, much re-thinking hed been taking dace and
reseach on \arious levels had been encouraged, ranging from base-line investigation onthe
moleaular level, development of new drugs, to maao-epidemiologicd understanding and
community involvement, with the main aim beingto movetowardsfeasible andredi stic control

strategies.

Current global malaria control strategy

The worsening global malaria situation occeasioned the Ministerial Conference on
Malaria, proposed by the WHO Exeautive Board in 1990and held in Amsterdam in 1992, to
adopt a World Dedaration on the Control of Malaria and a Global Malaria Control Strategy,
which was confirmed by the World Hedth Assembly in 1993 (WHO, 1993. The four
fundamental technicd elements of the Global Strategy are:

- to provide ealy diagnasis and prompt treament

- to plan and implement seledive and sustainabl e preventive measures, including

vedor control
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- ealy detedion, containment or prevention d epidemics
- to strengthen locd cgpadties in basic/applied reseach to permit the regular
asesanent of a courtry’s malaria situation, in particular the eclogicd, social

and econamic determinants of the disease

The 1992 Global Strategy marked a final shift in malaria control from “highly
prescriptive and centralised control programmes to flexible, cost-effedive, and sustainable
programmesadapted to locd condtionsandrespondngtolocd neals’ (TriggandKondradhine,
1998:18). After the many decales dominated by werticad vedor control and eradicaion
campaigns, malaria control has advanced towards disease-oriented, rather than vedor-oriented
approadhes(TriggandKondadine, 1998). Anchored deeply intheprimary hedth care goproach
(PHC) of the late 1975, the strategy cdl s for strengthening hedth systems, working closely
together with locd communities.

During the past decale, malaria cntrol has re-awakened from disill usonment and
disorientation. Enormous reseach and implementation efforts with locd, national and
international contributions and coll aborations have led to new enthusiasmin malariacontrol. In
1997 the Multil ateral Initi ativeonMalariain Africa(MIM) was establi shed with theoverall aim
of maximizing the impaad of scientific reseach against malaria in Africa, through pomoting
cgpadty building and fadlit ating global coll aboration and coordination (http:/mim.niv.gov).
MIM is ajoint pubic-private sedor initiative with the objedive of mobhili zing resources and
adion by bringing together scientists, puldic hedth professonals, palicy makers and industry.
One of the reagnised neadsisto strengthen links between research and control adivities.

Ancther new pubic/private initiative is the Medicines for Malaria Venture (MMYV),
established in 1999 as a non-profit foundation (UNDP/World Bank/WHO 200&). MMV is
endeavouringto developnew, eff edive andaff ordableanti-malarial drugsthroughcoll aboration
between global puldichedth organizations, thepharmacauticd industry, government ministries,
reseacch ingtitutions and foundations (http:/malariamedicines.org/). The am of MMV s to

develop ore new antimalarial drug every five yeas.
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The choice of control methods for a region depends on many fadors of malaria
epidemiology, includingmalariadistribution, seasonality, frequency andtransmissonintensity.
Based oncomputerised informationsystemsand modelli ng, theMappingMal ariaRisk in Africa
(MARA) initi ative, establi shedinthemid-199Gs, hasestabli shed a continental database of spatial
distribution of malariain Africa The overall aim isto devel op detail ed malaria endemicity and
risk maps, and in particular maps identifying regions with epidemic malaria potential, in order
to suppat better planning and programming o malaria control (MARA, 1998.

With the the Roll Badk Malaria (RBM) initi ative, established in 1998at the instigation
of the WHO Diredor-General-eled Dr Gro Harlem Brundland, malaria control receved a
renewed and reinforced mainstay. Theiniti ative promotes a massve attack on malariawith the
goal of halvingtheworld’ smalariaburden by theyea 2010 RBM isanew approach to malaria
control, emphasising commitment and global partnerships (Bjorkman, 1999. The RBM
partnershipincludesgovernments, devel opment agencies, commercial organisations, professonal
asciations, civil society, reseach groups and the media (http://www.who.int/rbm). Actionis
steeed by national authorities badked by anetwork of global partnerships. Badkingis provided
by the united efforts of the four international foundng agencies WHO, UNICEF, UNDP and
World Bank (Nabarro, 1999. RBM has a strong emphasis on developing endemic courtries
hedth systems, including the pulic and private sedors, with a first focus on Africa
(http://www.who.int/int-fs/en/fad203 html).

Almost a decale after Celli’s plea inspired by Virchow’s scial medicine of the 19th
century, to tackle the malaria problem by improving the living standards popuatins, current
views on malaria again closely link the disease to underdevelopment (e.g. WHO 199%) and
recognise the fight against it in the context of sustainable hedth and human development. The
centre of the RBM initiativeisthelocd community. Dr David Nabarro, former Projed Manager
of the Roll Back Malaria Initiative, said: “The colledive suppat by the partners of a ammmon
strategy will maximise the likelihood d increased oppatunities for people & risk to avoid
malaria, and for hedth sedors to respondto the wider hedth needs of all, particularly the poar
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and marginalised.” (Nabarro, 1999503).

Health Resourcesfor All: resourcesto reach people, peopleto reach resources

One leson leant from the eradication campaigns was the failure of the centrally
organised and verticd approadies to include locd popuations in planning and implementing
control programmes (Padkard, 1997). The new emphasis of the post-eradicaion era on locd
popuationsandhedth systemsinmalariacontrol emergedinthe context of amajor paradigmatic
shift in hedth approades and disease control in the 1970, culminating in the 1978Alma Ata
Dedaration of Primary Health Care (PHC). The ‘Hedth for All by the Yea 2000 campaign
marked aclea changein orientationaway from medicineasthe only todl to read hedth towards
arewogntion d the impad of social, econamic and cultural fadors.

The 1992 Global Malaria Control Strategy and all subsequent initi atives are deeply
rooted in the PHC approadch. Reducing mortality and morbidity due to malaria through
community-based programmes, andstrengtheninghedth systems, areamongthemost important
elements of the strategy. New approaches in prevention d malaria transmisson wsing
insedicide-treaed bednets (ITNs), which are independent of centralised control adivities and
donat requirelarge programmeinfrastructuresfor implementation, are envisaged and promoted
by important international agencies (e.g UNICEF, WHO, USAID) (Armstrong Schell enberg et
al., 1999 Lengeler et al., 1996. ITNs have shown promising results in malaria cntrol. All-
cause child mortality wasfoundto bereducedin The Gambia (D’ Alessandro et al. 1995, Kenya
(Nevill etal. 1996 and Ghana (Binkaet al. 1996 by 25%, 33% and 17%, respedively through
the introduction of 1TNs. In Burkina Faso, a reduction by 15% was achieved by the use of
insedicide-impregnated curtains (reviewed by Diallo et al. 1999. For a succesgul suppy of
ITNs at the micro- and the maao-level, different channels of bath the private and the public
sedor have been proposed, tested and evaluated (reviewed in Feilden, 1996 Fraser-Hurt and
Lyimo, 1998. A large-scde implementation programme for ITNs, using a socia marketing
approach has achieved good coverage of the popuation in the highly malarious Kilombero
Valley of Tanzania (Armstrong Schellenberg et al., 1999.
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Early diagnasis and prompt treament, avail able to everybodyin the community, is still
the cornerstone of the current malaria control strategy. To reduce malaria-related deah and
suffering, the RBM initi ative, for example, seesasoneaim that “household memberswill know
what to dowhen chil dren and adults have fever; therewill be eff edive therapy for mil d cases of
suspeded malariain or nea the home, and easy accessto treament for severe caseswithin two
hous' travelling time” (Nabarro, 1999503). Successul case management of malaria thus
depends on two maor comporents: (i) that hedth care reates people, i.e. that effedive
biomedica resources are avail able and accessble and (i) that people read these resources, i.e.
that they areinformed about how andwhen to usethem. Thefirst point requiresthe development
of new todlsto combat malariaand strengthening hedth systems at the peripheries- so to spe,
the technicd side of hedth care provision. The second point, however, is related to human
behaviour - ensuring that people utili se the avail able todls adequately. To approach malaria
control from the people’ s side requires knowing what they understand abou malaria, what they
dotocureit, andwhy they dowhat they do. In other words, in order to encourage ealy diagnasis

and prompt treament of malaria, one hasto understand people’ s treament-seeking behaviour.

L ay perspectives and treatment-seeking for malariain Africa:

Literaturereview

Lay perspectiveson malaria

Field studies undertaken onlay understanding o malaria in dfferent parts of Africa
explore knowledge and gaps in knowledge abou malariaand “folk ill nesses’ that overlap with
the biomedicd definition d malaria.

A number of investigators centred their work on €liciting important gaps in people’s
comprehensionof malaria. One of their main objediveswasto investigate whether people knew
the cause of malaria and link it to malaria symptomatol ogy.

Several authorsreported that the malaria-mosquito link, and espedall y the detail s of the
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mode of transmisgon, was not clea to a considerable number of persons in the communities
studied (e.g. Agyepong 1992 Aikins et al., 1994 Mwenesi et al., 1995. On the other hand,
Winch et al. (1996, working on the Tanzanian coast, noted that a high propartion (92.9%) of
responcents were aware of the malaria-mosquito link, and peoplein fad defined malaria as that
type of ‘fever’ caused by mosqguitoes. A studyin Ghana (Ahorlu et al., 1997 also foundthat the
most people in the ommunity knew mosquitoes to be the caise of malaria. Most studies also
reported that malaria was attributed to various ‘natural’ causes, besides mosquitoes, including
wedaher changes, haot sun, cold, rains, drinking or walking through drty water and hard work
(Briegeretal.,198485; Gesderetal., 1995h Heli zter-AllenandKendall, 1992 Matthies, 1998
Mungtti, 1998 Ongaeet al., 1989 Ramakrishnaet al., 198889).

On adifferent level, malaria was considered in a broader context of locd ill nessterms
referring to symptoms that overlap with the biomedica concept of malaria. In a owmmunity in
Malawi (Helitzer-Allen and Kendall, 1992, the locd term malungo was used for malaria
However, in the cultural concept, seven diff erent types of malungo were distingushed, ead of
themwithitsown adiology, symptomatologyandtreament. Simil ar findingswerereported from
rural Ghana (Agyepong1992 Ahorluetal., 1997, wheretheterm referringto febril eill nesses,
asra, overlapped with malaria. Loca peoplegrouped asrain several subcategoriesacrdingto
causes or the most salient symptoms. Kengeya-Kayondoet al. (1994 reported omusujja as a
‘folk ill ness in rural Ugandawhich referred to any kind of fever, includingmalaria, andfeding
unwell .

In the Swahili speaking part of East Africa, the term homa was foundto correspondto
acertain extent to hiomedicdly defined malaria. Homa can literally be trandated as fever, but
hasamuch broader sense. Mwenesi (1993 described homaasa‘folk ill ness related with febrile
condtions, of which malariais one of its many manifestations. Similarly, Winch et al. (1996
reported for Tanzania that homa can be considered as cover term, and malaria (or homa ya
malaria) wasjust oneamongmany fevers(homa). They foundthat avariety of causes, including

spirits, wererelated to other typesof homa. Lookingmoreat thedynamicsof ill nessprogresson,
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Bedkerleg (1994 305 described in her studyin Kenyathat homa is“conceved asfollowinga
natural course throughthe body, producing spedfic symptoms as the disease progresses”.

Probably thefindingthat had most impad for appli cationin control programmeswasthat
in many communiti es severe manifestations of malariawere not related to malaria (or the term
that most closely refers to malaria) by the popuation, and thus treament with malaria control
measures was not perceved to be efficadous. The best known example is that of cerebral
malaria: convusions were commonly attributed to ather causes than complications of malaria
andreferredtoasa‘folkiill ness, largely unrelated to malaria. Ramakrishnaet al. (198889), for
example, reported that the Y orubain Nigeriaseethe condti onasbeing caused by leavingachil d
onthecold ground Studiesin BurkinaFaso (Bonnret, 1986 Schwab, 1998 Ghana(Aikinsetal.,
1993 and Kenya (Mwenesi, 1993 showed that convusions were commonly attributed to
‘supernatural’ agents. In Tanzania, the Swahili term degedege was frequently used in order to
refer toa‘folk ill ness whase symptoms most closely corresponced to those of cerebral malaria,
but which was related to attadks by spirits (Gesder et al., 1995h Makemaet al., 1996 Winch
et al. 1996. However, of the present study area Matthies (1998 and for coastal Tanzania
Tarimo et al. (2000 foundthat ahigh propartionof study respondents did perceve degedege as
aform of severe malariain children.

In severa studies, it was foundthat other complications, namely severe anaania and
splenomegaly, were also not recognised as consequences of malaria and attributed to ather,
different but ‘natural’ causes (Mwenesi, 1993 Winch et al., 1996.

Treatment-seeking for malariain the context of medical pluralism

In most of Africa, the general availability and quality of biomedicd resourcesis dill
highly deficient. Neverthel ess and even despiterecent deteriorationin someregions, thegeneral
situation d hedth care delivery hasimproved in the last decales. At the latest sincethe Alma
AtaDedarationof Primary Hedth Care (PHC) in 1978 biomedicine hasincreasingly advanced

intomost rural andremotearess. Later padli ciesof decentrali zationhave substantiall y augmented
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and reinforced biomedicd services in the peripheral headth care system. Parallel to the
strengtheningof hedth fadliti es, the general popuationhasbeenincreasingly exposed to hedth
information, which is more and more transmitted by popliar means like thedre, entertaining
radio programmes and well designed hedth paosters. For contemporary Africa it iscertainly no
exaggeration to state that pradicaly every person has come, to a greaer or lesser extent, into
contad with biomedicd concepts. At the same time, it iswell known that also in areas with a
well -establi shed biomedica presence, traditional medicine - adapted to new medicd, econamic
and paliti ca contexts - still persists and may even increase ( Comaroff, 1985 Geschiere, 1997
Good, 1987). In Africa, the existence of traditionall y-based medicd systems side by side with
biomedicineiswell documented (e.g. Feierman and Janzen, 1992 Good 1987 Janzen, 1978.

Pradicdly all studiesonmalariahaveinvestigated treament-seeking for malariawithin
the context of medicd pluralism. A main focus was to seewhat therapy options people chocse
for malariaand related ‘folk ill nesses’. On the whale, the literature provides a uniform picture
of hedth service use. In nealy all studies, the informants reported a clea preference for
biomedica resources for uncomplicaed malaria (Agyepong 1992 Masendu et al., 1997
Matthies, 1998 Molyneux et al., 1999 Munguti, 1998 Mwenesi, et al., 1995 Ongae et al.,
1989 OngareandNyabola, 1996 Ruebushetal., 1995 Tarimoetal., 200Q Winchetal., 1996.
Only afew studiesreport asmall but significant (lessthan 25%) propartion of informants who
used traditional (herbal) medicine (Ejeze et al., 1991, Ramakrishna et al., 198889).

The oppasiteisthe casefor ‘folk ill neses’ that involve convusions. Althoughin some
studies, arelevant number of the responcents stated that they would use biomedicd resources,
traditional medicinewasreported to be clealy prefered (Makembaet al., 1996 Mwenes, et al.,
1995 Matthies, 1998 Molyneux et al., 1999 Ramakrishnaet al., 198889; Tarimo et al., 200Q
Winch et al., 1996.

Not much literature is avail able on multi ple therapy use. Only four studies mentioned
explicitly that in caseswhere biomedicd treament fail s, patients shift from the biomedicad tothe
traditional hedth care sedor (Agyepong 1992 Matthies, 1998 Molyneux et al., 1999 Winch
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et al., 1996.

Factorsfor delay in attending prompt and adequate treatment for malaria

In thelight of the current malaria control priority on prompt and adequate treament, an
important reseach focusisto studyfadorsfor delay in attending ahedth fadlity. Delay can be
observed, and referred to in numbers of days which passfrom the onset of symptoms until
appropriate hedth careissougit. But delay hasanimportant qualit ative asped wheretheinterest
ison knaving why patients delay.

Based on 14 hedth behaviour models, Cummings et al. (198Q quaed in Conna and
Nordman, 1995 derived six fadorsrelevant for understanding hedth behaviour. Threeof them
arecognitivefadorswhich areuseful for the studyof delay in seekingprompt and adequate care.
(i) attitudesto hedth care; (i) perceptionof thediseasethrea; and(iii ) knowledge abou disease.

All the threefadors are to some extent treaed in the literature on malaria. Studies on
attitudesto hedth careinclude beli efsand perceptionsabout the quality of servicesandtreament
benefits. Community satisfadion with hedth care services has been described as an important
element of thequality of hedth care (e.g. Gilsonet al. 1994 Tanner andVlasoff (1998, intheir
review of gender-related fadors, pointed to the problem that male hedth care providers often
trea female dientsin anegative way and for this reason, women attend services late.

Theperceptionof diseasethrea hasbeen mentioned by Mwenes et al. (1995 andWinch
et al. (1996. Since severe manifestations were not linked to malaria by the community, the
informants understoodit as a mild and self-li miting ill nesswhich does not require immediate
treament.

Certainly most studied isthethird fador, knowledge abou disease and consequencesfor
treagment-seeking (see literature review on lay perspedives). Mainly the use of traditional
medi cine becaiuse of the perceived ‘ supernatural’ adiology of severe malariamanifestationswas
reported as problematic with regard to prompt hedth care utili sation. Makembaet al. (1996 and
Tarimoetal., (2000 expli citly mentioned traditional treamentsasasourceof delay for the‘folk
ill ness degedege.
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Besides cognitive fadors, delay can be aresult of socio-econamic fadors. Inthe spedfic
literature onmal aria, these fadors are much lessstudied. Most treaed in the studiesisdedsion-
making for attending a hedth faality at the househald level. The contradiction that women are
resporsible for the hedth of their children, but men control funds, has been emphasised
(Kikwawila Study Group, 1995 Mwenesi, 1993 Traore et al. 1993 reviewed by Tanner and
Vlasoff, 1998. Delay can result, for example, when partners (or other male dedasion-makers)
are absent (Mwenesi, 1993 or when the hedth of their childrenisnot one of the men’ spriorities
in allocating resources (see @so UNICEF, 1990 WHO, 1999.

Delay has also been related to dred costs (e.g. costs of medicines and treament) or
indired costs (transport costs) (Asenso-Okyere, 1997 Mwenesi, 1993 review by McCombie,
1996. Masender et al. (1997, reporting from Zimbabwe, stressed the relation between
avail ability of money and seasonality. In an areaof general poverty, they foundthat money was
‘fredy spent’ after the harvest, but was constrained for covering hedth care wsts later in the
yea.

Several authors cdled attention to oppatunity costs as a source of delay. Oppartunity
costs of the time for treament-seeking (espedally waiting time at the hedth fadlity) are
espedally highduring periodswhen the work load is gredest. In Ghana, oppatunity costs have
been caculated at 64% of the total costs for a malaria eisode (Asenso-Okyere and Dzaor,
1997). The asciation between oppatunity costs and gender aspeds has been stressed by and
Tanner andVlassoff (1998. Reuben (1993 mentioned that mainly underprivil eged womenwho
are generally loaded with househaold chores and the care of youngchildren are lesslikely than

men to attend hedth fadliti es at a distancefrom their home.

Hedth system fadors are a further potential cause of delay of prompt treament. The
avail ability of resources (hedth fadliti es, drugs) is often limited. A well known problem isthe
shortage of drugsin the formal sedor. In courtrieswhich rely onamonthly distribution system
this occurs espedally during the second telf of the month (Gilson et al., 1993). Ladk of

medicines in the formal seaor has been considered problematic, asit may lead people to seek
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treament from theinformal seaor where quality of drugsislesswell controlled and knowledge
or information abou corred use is often insufficient (van der Geest, 1991). Inadequate cae
might be related to poar staff performance and incorred administrations of treaments and
dosages (Gilson et al., 1993h. Furthermore, the introduction d cost-sharing systems has been
foundto have a negative impad on the utili zation of government hedth unts (Adome et al.,
1996.

Inall the socio-cultural studiesof malariawhich focussed onreasonsfor delaying prompt
and adequate treament, cogniti ve fadors have been most extensively investigated. In particul ar,
community understanding andrel ated treament-seeking behaviour havereceved most attention,
and this knowledge has certainly had the gredaest influence on the design d new hedth
information campaigns. Most emphasis has been placal on assessng community ‘knowledge’
abou malaria and oppasing it to people’s ‘beliefs (mostly represented in the identificalion o
‘folk illnesses). The discussons centre on descriptions of hedth service utilisation as a
consequence of community understanding within medicd pluralism.

There is, however, a dea ladk of studies which analyse how different systems of
knowledge are interlinked, and what impli cations the resulting locd knowledge has on hedth
resource utili sation. An exceptionisthe study by Bederleg (1994 who described that the term
‘homa’ (‘fever’) was primarily understoodin terms of the humoral theory, but the condtion had
also merged with the biomedicd disease ‘maaria’, so that the two terms are sometimes
interchangeably used. Her focus, however, not onwhat impli caionstheresult hasfor locd hedth
resource utili zation and na wasiit oriented towards an applied perspedive.

Seoondy, thereisaladk of studies concerned with the sequential or parall €l use of hedth
cae services. Most studies focus on one therapy option (traditional heder or biomedicd hedth
faality), but donat foll ow up therapy paths which include both hedth care seaors (McCombie,
1996. Exceptions are the studies by Matthies (1998 and Snow et al. (1992.

Andthirdly, thereisalad of socio-emnamic studies, in particular those with a gender
focus (Tanner and Vlasoff, 1998.
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Accounting for these lacunae in the socio-cultural literature of malaria, the papers
contained in thisthesisaim at contributing insights into treatment-seeking for malaria, and into
the problem of delay in obtaining prompt and adequate health care. The three main areas of

concern are:

- Theinterplay of traditi onal andbiomedicd knowledgeabou malaria, anditsimpli cations
for treament-seeking and celay in oltaining adequate cae.

- Sequential and parall el use of traditional and biomedicd hedth care optionsfor malaria,

and the relevance of traditional treament in causing celay.

- Relationships between ill ness cogntion and social and ecnamic fadors, and their
impli cationswomen’ scopingwith thetreament costsof childhoodmalariaandfor delay

in oltaining treament.

Thestudysitelfakaraisoptimal for investigatingthesetopics. First, becaiseit hasalong
history of medicd pluralism, with agoodavail ability of both biomedicd and traditional hedth
services. Seond becauseit issituated in ahighly malariousregionwhere people have extensive
experiencewiththedisease anditstreament. Andthird, becaiseitsinhabitantshavegoodaccess
to hedth information, in particular abou malaria, throughavariety of channels.

Ifakarais thus a setting where the loca popuationis well i nformed abou a disease of
highpriority, andpeople have easy accessto abroad range of biomedicd resourcesfor treament,
rather than aremote and‘ untouched’ areawhere information campaigns andfadliti esfirst need
to beestabli shed. Thissituation, with goodhedthinformation, andagoodoffer of hedth services
anddrugs, istheaim of many current hedth poli ciesand programmes. Thereforeaninvestigation
in this setting permits the exploration of problems of delays in obtaining prompt and adequate
treament for malariathat may till persist - even in an areawhere many of the goals of ‘Hedth

for All’ have been achieved.
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Goal and objectives

The goal of thisstudy was:

To investigate community under standing of malaria and treatment-seeking
behaviour, with a special focus on childhood malaria, and to study in what way
this can contribute to delay in attending a health facility in order to formulate
recommendations for interventionsfor tackling this problem.

General objective 1

To investigate people' s knowledge abou reaognition andtreatment of malaria, particularly
childhoodmalaria.

Spedfic obedives

1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

To describe people’ s knowledge aou cause, symptoms and treament of
biomedicdly defined malaria.

To identify localy reagnsed ill nesses which are related to biomedicdly defined
malaria.

To analyse the ways in which biomedicd information abou malariais integrated with
locd understanding d hedth and ill ness

To dscusstherole of knowledge &ou adiology for the seledion d the hedth care
sedors.

To investigate the aultural logic which underlies the diff erent steps in the treagment-
seeking peth.

To uncerstand whether locd knowledge can result in delay in attending a re-
attending a hedth faality.
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General objective 2

To discussthe role of traditiond medicine for the treatment of biomedically defined malaria.

2.1

2.2.

2.3.

2.3.

To identify traditional hederswho day arolein treaing homedicdly defined
malaria, with a particular focus on childhoodmalaria.

To explore & what stage of the ill nessprocesspatients attend a traditional heder.

To uncerstand the locd logic underlying the consultation d atraditional heder for
treament of biomedicdly defined malaria.

To discusstherole traditional treament may have in delaying attendanceor re-
attendance d a hedth faadlity, with a particular focus on childhoodmalaria.

General objective 3

To investigate mothers’ coping with treatment costs for childhoodmalaria at the hospital.

3.1.

3.2

3.3.

3.4.

3.5.

To study the role of mothersin covering treament costs for childhoodmalaria & the
hospital.

To investigate the impli cations of social networks for covering treament costs for
childhoodmalaria & the hospital.

To describe mothers' coping strategies for covering treament costs for childhood
malaria & the hospital.

To study the implicaions of seasondlity for covering treament costs for childhood
malaria & the hospital.

To dscussthe role of econamic obstadesin causing delay in attendance a the
hospital.
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Study setting and methods

Study Setting

The investigations reported in this thesis were undertaken in Ifakara, the caital of
Kilombero District, Morogaro Region, in Southeastern Tanzania, around320km from the coast
(seefig. 2). Ifakarais situated in the Kil ombero river plain, 270m above sealevel, between the
Udzungwva and Mahenge Highlands (for further detail s e Jatzold and Baum, 1968.

Theclimateof theKil ombero Vall ey ishighly seasonal with periodsof intensiverainfall s
and floods alternating with droughs. As a an approximate rule, the rainy season starts in
November and lasts until April, with small rains up to June, but fluctuations are common. The
first rains are the small rains, from November and ceaing in January or February. They are
followed by a short, but aaute dry period which can last for several weeks. The period from
February to April i sthe time of the longrains which entail periodic floodng d thefields.

The major cash crops produced in the wet plain of the Kilombero Valley arericeandto
aleser extent maize which are sold to private buyers (KVTC, 1993 for trading onthe locd
market and exporting to other regions of Tanzania. However, despite the increasing trading
adivities, themgority of thepopuationstill livesin extreme poverty. A socio-econamic survey
of 1993(KVTC, 1993 estimated that around60% of the househalds of the Kil ombero District
produced rice and maize aops but below subsistencelevels.

Ifakarawith its estimated 40000inhabitants is a continuowsly growing provincial town
of bath rural and urban charaderistics. Asthe biggest settlement in the Kilombero Valley , and
as the Kilombero District town, Ifakara has been the main trading site of the region for many
decades (Widmer, 1963. With the construction of the Tanzania Zambia Railway (TAZARA)
between 1970and1975by the Chinese (Coulson, 1988), Ifakarahasbecomewell communicaed
with Tanzania’ s biggest and econamicdly most important segport town of Dar es Salaan.

The main part of the study took dacein Lipangalala, a subvill age of Ifakara. Ifakara
itself isdivided in areas of diff erent status of wedth which to an outside observer isimmediately
visiblefromthetype of housingandLipangalalacertainly belongstothepoaest areasof Ifakara
with relatively few brick houses and iron-corrugated roofs. The majority of its estimated 3,000

dwell ers are subsistence farmers. Both men and women, acampanied by their children, work
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Fig. 2 The study site Ifakara in the Kilombero Vall ey, southeastern Tanzania (courtesy Jirg
Utzinger).

in the rice and maize fields. It is usual that women own their own fields which were dther
all otted to them

by their family or all ocated by the vill age authoriti es, following the laws of the 196G that any
Tanzanian citizen is alowed to cultivate ‘unused’ land. Good, fertile plots are increasingly
scarce, causing peopleto cultivate fields far from home, to where they often move for several
weeks or months during the planting and harvesting season. Men espedally of the Wandamba,
the most numerous ethnic group of Lipangalala, obtain additional eanings from fishing and

sometimes hurting while women may be employed in brewing of locd bee or selling hane
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made pastries and gardening products. More lucrative work - like shopkegiing, small scde
trading, carpentry, bicycle repairing etc. - is amost exclusively men's business Some people,
who the community considers to be the fortunate ones, have foundpermanent employment in
locd institutions, e.g. ascleaners, guardians, gardeners, cooks, etc. Here again, men have better
oppatunitiesthan women. Finally, there are the few men andwomen with higher educationwho

have salaried occupations, like teaders, hospital personrel, seaetaries etc.

Malariain the study area

Malariain the study areais hoo- to hyperendemic and perennial (Tanner et al., 1991).
Transmisgonisintensewith an estimated entomologica inoculationrate (EIR) of 300infedious
bites per personper yea (Smithetal., 1993. Despite seasonal transmisson patterns, prevalence
of parasitaemiais dable dl yea round with an overall prevalence of P. falciparum of around
70% (Smith et al., 1993. In the hedth profile of 198385, malariaranked as the first cause of
morbidity and mortality (Tanner, et al. 1991). Most affeded are children under the age of 5
yeas. More than 90% of children in the age between 1 and 5 yeas caried parasites in their
blood(Smith et al., 1993. The most common malariacomplicaionsin the areafor children are
severe anaamia (Menendezet al., 1997 Snow et al., 1994 and cerebral malaria (Schell enberg
et al., 1999. Hospital records list malaria as the leading cause of morbidity and mortality
(Kahigwaet al., 1993 St. Francis Designated District Hospital, annual report 1993 with 29%
of hospital deahsin the under fives (Kitua, 1996.

Chloroguneresistancehasbeenfoundinvitro (Huber etal., 1993 andhasbeenreported
as an increasing problem in the areg with levels ranging from 20% to 640 (Hatz et al., 1998
Koellaet al., 1990 Mshinda, 200Q Mshindaet al., 1996). Tanzanian official drug pdlicy till
recommends chloroquneasafirst-linedrug, but because of theincreasing rates of resistanceall
over the munry, a dhange in treament guidelines is debated (Ministry of Hedth, 1999.

Medical pluralism in Ifakara

The popuationof Ifakarahasaccessto abroad variety of hedth care options bath of the
biomedica and the traditional sedor. The most important biomedicd hedth care provider is
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certainly the St. Francis Designated District Hospital (SFDDH), one of the biggest and best
equipped hospitals in Tanzania. For preventive and primary health care, the hospital runs an
MCH (Mother and Child Health) clinic and an outpatient department (OPD). In 1993, following
the recommendations by the Bamako Initiative (Bl) and within the process of the health sector
reform, the hospital introduced a cost-sharing system (Frei, 1997). Although the government
policy is to provide free care to children under the age of five years, the hospital charges for
examinations, including routine blood, urine and stool tests (Mujinjaet al., 1997). In addition,
even most basic drugs such as chloroquine and antipyretics have usually to be purchased from
the private sector.

M ost conveniently, prescribed drugscan be obtained fromthe private, non-profit oriented
pharmacy located on the hospital ground. A broad selection of drugs can also be purchased
without prescription from one of the several town pharmaciesrunning on aprofit-oriented basis.
Different brands of antimalarials, antipyretics and to a certain extent antibiotics are available
from the numerous small shops all over the community and even in remote field areas.

Besides the SFDDH, private dispensaries and health centres are operating, mainly
supported by Catholic or Islamic missionary services, which charge higher fees compared to the
public sector (e.g. Alilio and Tembele, 1994; Gilson, et al., 1993a). A new, private clinic was
being constructed near Lipangalala, but was not yet operating during the period of fieldwork.

Traditional medicineiswell represented in the study area. Numeroustraditional healers
(locally called waganga wa jadi, waganga wa kienyeji or simply waganga) offer their services
to the local population and, the most renowned ones, to people coming from as far as Dar-es-
Salaam or farther (Matthies, 1998). The number of healers in Ifakara is difficult to estimate,
since many work only occasionally and others practice secretly. There is an official list of
traditional healersby the Cultural District Office, listing 63 registrationsfor the lfakaraDivision
(Matthies, 1998), but this only includes the few who have paid the annual license fee and is
certainly much below thereal figure. Alonein Lipangalala, we recorded more than 20 important
waganga, besides the numerous small ones who only practice sporadically and who have very
few clients. A classification of healers is difficult, since there is a broad variety of practices,

specialisations, and level of skills. Somearehighly specialised and haveundergone several years
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of training while others only know some few pradices or herbal remedies and are not very
different fromthe popuar sedor. Basicdly, threediff erent typesof hederscan bedistingushed,
althoughinternal variation is broad within ead caegory: The diviners, the herbali sts and the
‘knowledgealewomen’. Themost renowned hedersarecertainly amongthediviners. They can
be either female or male, of all age groups, pradise dmost full-time and wually charge
considerable to large amounts of money. Two types of divination (kupiga ramli) are common;
the heders who use spirit mediumship (waganga wa mashetani) and Muslim men who wse
Islamic religious textbooks (waganga wa kitabu). Their spedalisation are diagnoses and
treaments of illnesses due to witchcraft and spirits. Treaments can range from simple
administration of herbal remediesto longtherapiesincludingdrummingrituals (ngoma) lasting
for several days. Only few, usually elderly hedersbelongto the secondtype, the pure herbali sts.
They trea avariety of usually diffuse physicd ail ments, such as stomad ache, bodywedkness
general malaise, attributed to ‘normal’ causes. They normally charge low fees and have only a
few clients. Their medicine is often seen complementary to hiomedicine, for example in order
to regain strength after stronghospital treaments. The third type, the ‘ knowledgeadle women’,
are the most numerous but least known type of heders. Their spedalisation is treagment of
locdly rewmognised childhood illnesses, such as degedege (‘convusions), bandama
(‘ splenomegaly combined with anaemia’), moto (‘ fever dueto hea transferred by a parent after
sexual intercourse’). They usually tred clients of the neighbouhoodand only few are known
outside the community. They normally charge no a small fees, but it is usual to gve them a
small gift if treament was succesul. ‘Knowledgeable women’, commonly referred to ssmply
as‘grand-mothers’ (bibi), are almost withou exception elderly women in menopause and come

most closely to the popuar sedor; sometimes they do not even consider themselves as heders.

Health information about malaria

Peopleof Ifakarahaveintensively recavedinformationabou malariafor many decales.
Many national and locd hedth education campaigns which had astrongfocus on malariawere
caried out mainly since independence The most extensive one, reading people dl over the

courtry, was the national ‘Man is hedth’ (Mtu n Afya) campaign in the 197G which gave
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detail ed explanations abou malaria, its cause, symptoms, treament and preventive measures.
But also the numerous reseacch adivities focussng onmalaria & the Ifakara Hedth Reseach
and Development Centre (IHRDC), formerly SwissTropicd Institute Field Laboratory (STIFL),
contributed much to the transmisgon of scientific knowledge abou malaria to the community
in and around Ifakara since several decales. Certainly one of the most important sources of
knowledge isthroughpersonal experienceat the hospital. Nealy everybodyin the community
has already experienced malaria which was treaed at the hospital and has therefore come into
contad with biomedicd approadies of diagnasing and treaing the disease. Nowadays, in
addition to these information channels by hedth institutions, people have dso accessto radio
programmes and rewspaper advertisements where malaria is a common topic. All in all,
information abou malariaiswell transmitted and has readed all social classes and age groups

in Ifakara.

M ethods

Theinvestigation strategy wasthat of trianguation. Trianguation, or the use of multiple
methods, has been described as “a plan of adion that will raise sociologists above the
personali stic biases that stem from single methoddogies’ (Denzin, 197Q 300). A term derived
from navigation for orientation and paitioning, triangdation commonly refers to the
complementary use of qualit ative and quantitative methods in order to overcome the errors and
limitations implicit in ead type of method and to validate reseach findings throughdifferent
approaches (Hammersley and Atkinson, 1994 Reichardt and Cook, 1986.

The ethnogaphic fieldwork for thisstudywas condicted in atwo-yea field stay caried
out between April 1995andMarch 1997 Additional informationhasbeenrecorded inaseond,
short field stay of one month in September 1997in the frame of a study on the impaa of cost-
sharing on the community, requested by the St. Francis Designated District Hospital (Mujinja
etal., 1997.
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The first phase was an inquiry phase in order to establish contact with the community.
It included presentation of the work to the local community leader, 19 in-depth interviews
focussed on very broad aspects of malariaand 5 focus group discussions (FGDs) with mothers
in the community, mothers with a child admitted with malaria at the paediatric ward of the
hospital, male and femal e teachers, femal e students of a nearby weaving school, and male and
female adult malaria patients attending the out patient department (OPD) of the hospital. The
FGDs were designed and undertaken following the manual of Dawson et al. (1993). The
guestion-guide for the FGDs is shown in Appendix la. The interviews and FGDs were carried
out in Kiswahili with the assistance of atemporarily employed female Tanzanian sociologist
from Dar es Salaam University.

Thesecond and subsequent phaseswere carried out with the close collaboration of amale
local interpreter and a male Tanzanian sociologist from Dar es Salaam University. The
interpreter was arespected, middle aged farmer of afamily deeply rooted in the community who
had higher education and a good knowledge about the study area. His work was not only to
literally translate from Kiswahili to English, but also to facilitate contact to informants. He was
furthermore a cultural broker and main key informant.

The second phase was an extensive collection of qualitative datain Lipangalala where
we carried out 81 in-depth interviews mainly with mothers of children under fiveyearsold. The
selection of informants, mediated by thelocal interpreter, was not random, but intended to cover
asbroad aspossibledifferent age groups, ethnic and religiousorigin, educational level, and state
of wealth. Interviews were focussed on mal ariarecognition and management, but also included
broad aspects of health and illnessin general. The question-guide for the in-depth interviewsis
shown in Appendix Ila

In athird phase, a prospective follow-up study with 10 mothers of children under five
over a period of 7 weeks (total 70 interviews) was carried out. The repeated visits served to
establish good contact to the informants who gained increasing confidence with the Tanzanian
sociologist who interviewed them. This sub-study provided further in-depth data on
understanding of malaria and related illnesses and on treatment-seeking for actual illness

episodes. The question-guide for the in-depth interviews is shown in Appendix I1b.
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In afinal phase, we caried out in-depth interviews with 22 mothers of children under
five who had recently attended the hospital with a child suffering from aaute fever, considered
to be malaria by the informant. The seledion of mothers was a convenience sample, identified
by information from other female study participants and acquaintances. The interviews were
caried out with the asgstance of the locd interpreter. The objedive of these interviews wasto
gather information abou coping with treament costs of a dild treaed at the hospital. We
enqured abou who usualy pays for the child’s hedth care, who had paid for the last fever
episode and hav money was obtained. We dso recorded data ébou the marital status of the
mother and the occupation of the personwho paid for the child’ streament costs. In threefocus
group discussons - one with mothers, one with female and ore with male ten-cdl leaders
(balozi) of the community and in two interviews with female key informants, we further
enqured abou gender-related issues and diff erences amongwomen within the community. The
guestion-guide for the FGDs is snown in Appendix Ib.

In 3 FGDs (2 with male and female teaders, 1 with mothers), we enquired abou
opinions abou expedation and satisfadion with the hospital. In 3 more FGDs, the same
participantswere asked about opinionsontraditi onal heders. Thequestion-guidesfor both FGDs
are shown in Appendix Ic and Id.

Furthermore, during 18 monthsliving in the community much badkgroundinformation
was gained throughparticipant observation (for methoddogicd detail s seeMayer and Ouell et,
1991). Informal conversations mainly with femalesfrom the househald, neighbousandwomen
who cameto fetch water at thewell in front of the house provided much informationabou dail y
life condtions and problems and various aspeds abou hedth and ill ness

Based on the qualitative material, a structured questionraire (see Appendix IIl) was
designed in order to coll ed quantitative information abou the same community of Lipangalala
andthe neighbouingcommunity of Mlabani. A total of 220mothers of children under five, 110
of eath community, wererandamly seleded andinterviewed intheir homesbytwotrained, loca
femalefield workers. Questionsincluded knowledge abou malariaandrelated ill nesses, detail s
abou treaments at home, choice of first hedth care options and, in case of perceived fail ure,

seaond and third therapy options. Most questions were hypahetical, but also some questions
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abou the last malaria episode treaed at the haspital were included.

Muchinformationwascoll eded onill nessconceptsandtreament pradicesof traditional
heders. Inthe community of Lipangalaa, weinterviewed atotal of 18 waganga: 10diviners (3
men and 7 women), 2 herbalists (both men) and 6 ‘knowledgeable women' spedalised in
treding childhood illnesses. The question-guide for the in-depth interviews with the
‘knowledgeable women’ isshown in Appendix Il c. With most of them, continuing contad was
establi shed, enablingusto gain insightsinto their concepts of hedth, ill nessand heding. At the
diviners place we also had the oppatunity to interview clients and to participate as observers
indivinationandhedingrituals. We attended threedrummingritual s (ngoma) of threedaysead
where between 10and 20 cli ents were participating. We also foll owed up atreament procedure
by a Islamic book heder of a female client who suffered from a diffuse symptomatology d

anxiety, sweding, fever, headade, andfast heatbea over aperiod d one week.

All FGDs were tape recorded, transcribed and typed in English for analyis. For thein-
depth interviews, notes were taken in English and typed for analysis.
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TREATMENT-SEEKING FOR MALARIA




Outline of papers

Outline of papers

Based onthe objedives outlined in Part 11, one of the major interests was to investigate
whether the loca knowledge that results from the interplay between biomedicd and traditi onal
concepts could in any way contribute to delay in appropriate treament for malaria. Thisissue
isdeveloped in the first threepapers contained in this part, with an emphasisin ead paper on

uncompli cated malaria, cerebral malaria and reaurrent malaria.

Thefirst paper explorestheinterplay between biomedicd andindigenousknowledgein
community interpretations of malaria. Our analysis departs from the ideathat new information,
which in the case of malaria has been intensively transmitted to the popuation during decales,
isintegrated by locd people onthe basis of pre-existing concepts. Theresult isan amalgamation
of biomedicd and locd concepts, or which we have cdled ‘medicd syncretism’. Theterm s
derived from the concept of ‘ syncretism’, defined as “the combination or blending of elements
from different religious (or cultural) traditions’ (Seymour-Smith 1993274), which is mainly
used in studies of religion. Notably, the ‘locd concepts we try to identify in the locd
interpretations onmalaria are not restricted to ideas about ill nessin anarrow sense, but include
broad nations, for example the perception of the body and the logic of witchcraft. The key
questionwill focus onwhether thisfusing of biomedicd andindigenous viewsislikely to have
implicaions for treament-seeking, and utimately for delay in prompt and adequate treament
of malaria. Althoughthe analysis is based on malaria in the spedfic setting o Ifakara, our
intention is to identify and describe different modes of interadion which might be useful for

studying medicd syncretisms for other diseases and/or in ather settings.

While the first paper isan overview which discusses general interpretations of malaria
and their implicaions for treament behaviour, the seand is focussed on a spedfic, locdly
recognised ill nesswhich in many respeds relates to cerebral malaria. Degedege, also known
from coastal Tanzania (Makemba et al., 1996 Tarimo et al., 200Q Winch et al., 1996, isa

feared ‘folk ill ness of children whichismainly charaderised by convusions. But what exadly
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does degedege denote?Do people relate it to malaria or isit understood as a ‘disease aentity’,
with its own cause, symptoms and treament, as has been reported from other areas.

The focus of the paper is on traditional home treatment. Here, we caitre on questions
like: What is the logic underlying the seemingly strange home pradices which people report?
Andwhat dothe people themselves know about thislogic?But the discusson goes further than
solely describingthe cultural model of degedege. We observed that everybodyin the community
knows abou degedege and how to trea it locdly. But why do people who know abou the link
between degedege and malariastill usethe traditional pradicesfor degedege, even thoughthey
would never use these for malaria? In fad, the term degedege itself seams to evoke clea
treament schemesto be followed. Thisleads usto elaborate ontherole of ill nessnaming, and,
linkedtoit, theroleof perceivedill nessadiologyfor tregment adions. One of our key questions

is: how far does knowledge abou the adiology of ill nessinfluenceadual treament behaviour?

Whereas degedege is an originaly traditional ill ness concept into which biomedicd
knowledge has been mixed, the oppasite is the cae for malaria. Malaria is a biomedicd
constructionwhich iscomplemented with indigenous concepts. In thethird paper, we show how
the altura model of malaria can be mplemented with the logic of witchcraft.
Complementation aceurs first and foremost when (from a popuar perspedive) the biomedica
model fall s short of explanations of a person' sill nessexperience This may happen when there
is no detedabl e disease or when symptoms persist or beacome inexplicably aggravated despite
treament. This paper thus focusses on the dynamics of illness interpretations and
reinterpretations, particularly after the visit to abiomedica hedth fadlity. We will describein
detail how thetwo logics- malariaandwitchcraft - interrelate and how these interpretations can
explain complex treatment-seeking patterns, involving a @ntinual movement between the
biomedicd and traditional hedth care sedor.

All three papers have as a focus the interplay between biomedicd and traditional

elements and the effeds the resulting locd knowledge has on treament-seeking. Cogntive

fadors are, however, only one asped of treament-seeking. They may determine what options
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people would feel are appropriate for managing an illness episode, but this does not mean that
they will have the means to actually use them. In the study area, biomedical facilities are well
represented nearby. For malaria, the hospital even has a very good reputation among the
community and antimalarial drugsarewidely availableand easy to purchase. L ack of avail ability
and accessibility could therefore be mostly excluded asrelevant factorsfor delay. An often cited
factor is limited decision-making power for choosing health care options which could be a
crucial obstacle for women in a male dominated society. Although we cannot exclude their
importance- and astudy investigating thistopic in detail would certainly beworthwhile- we got
theimpression from our field observationsthat restrictionsin permission to attend a biomedical
health facility, for example by husbands, were rather the exception than the rule.

Economic obstacles are quite adifferent matter. Even though user feesat the hospital are
relatively moderate, most of its services require cash, including most treatments of children.
During the fieldwork, it became increasingly evident that economic factors played a most
important rolein delaying prompt and adequate care. Intheinterviews, lack of cash wasthe most
frequently mentioned constraint for attending the hospital promptly. The fourth and the fifth
papers therefore focus on economic constraints which limit access to health care options that

people would actually like to use.

The fourth paper, unlike the three previous papers which centred solely on local
knowledge and itsuse, goesastep further by linking cognitive aspectswith social and economic
aspects. The topic of this paper is on affordability of hospital services compared to that of the
very expensivelocal traditional healers(diviners). Our analysisand discussion departed from an
apparent paradox. To our surprise, informants who stated that they could not afford a hospital
visit, for example with achild suffering from malaria, often said at the same time that they had
spent many times the amount of money needed for the hospital on traditional treatment.
Enquiring moreinto the meanings of illness for the affected person and his or her social group,
we reached the conclusion that our informants were neither lying nor exaggerating their poor
economic situation. Rather, we found that the aetiological interpretation of the health problem,
which determines the selection of either biomedical or traditional health care, has completely
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different implications for the questions of who is involved in therapy management, and who
covers treatment costs. The paper not only draws attention to the need of adiversified view of
conceptslikeaffordability, but moreimportantly, it challengesthe assumption so often taken for

granted that in African societies any illnessis managed by an extended social network.

The fact that the support group is particularly small for illnesses treated at the hospital
leads us to look in more detail at how people do cope with treatment costs of malariaand other
acuteillnesses. In thefifth and last paper, we present 22 case studies of motherswho have taken
achildto the hospital for treating an acute fever that they interpreted as a probably being a bout
of malaria. First, weenquirein detail about who supported them in covering treatment costs. Not
only was the social network support small, but the cash needed for the treatment costs at the
hospital had to be obtained by the mothers themselves or with the help of femalerelatives. The
paper includesan important gender perspectiveaswediscussthedifferencesin accesstoincome
between men and women. How do women generate immediate cash for emergency use at the
hospital ? And how does seasonality affect the way women look for resources? In attempting to
answer these questions, we describe coping strategies which women can adopt during different
times of the year, and how these can contribute to the risk of delaying treatment and what their

potential negativelong-term implicationsarefor thewell-being of the mother and their children.

The five papers contained in this thesis present a shift in focus from cognitive to
economic aspects in the study of delay in seeking prompt and adequate care for malaria.
Although there are many other factors, these are certainly two of the most relevant onesin the
studied area. Asthey are presented here - focussing on theinterplay of biomedical and traditional
concepts on the one hand and on economic constraints of risk groups on the other hand - they
may serve as an example of what occursin many African settings today. In many places health
information isadvanced, and health servicesand drugsare available, accessible and accepted but
for certain groups of society they are not or are not always affordable. In this sense, al the five
papers can be read as a contribution to the understanding of treatment-seeking and to the

challenge of malaria control in contemporary Africa.
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Paper 1: Medical syncretism with reference to malaria

Abstract

What happens when new health information is introduced into a community? We have
explored this question in a semi-rural community of Southeastern Tanzania whose population
has come into contact with biomedicine for many decades. With the example of malaria, we
illustrate how biomedical knowledge transmitted in health messages coexists, interacts and
merges with local pre-existing ideas and logics. The results are syncretic models, which may
deviate considerably from what health promoters intended to transmit. We identified three
different modes in which biomedical and traditional concepts may be interlinked, and discuss
their implications for treatment-seeking, which may include delay and non-compliance with
antimalarial therapy. Analysing this medical syncretism clearly demonstrates that even if
comprehension of health messages is accurate, the way in which people interpret them may
not be. Disentangling syncretic processes permits us to understand the dynamics of how
information is processed by the population and provides orientations for health promoters for
adapting messages to the local context.

KEY WORDS: Medical pluralism, illness models, health-seeking behaviour, Africa
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Introduction

“The perception of malaria on the part of the population is one of the most critica
fadors in determining if the disease, be it malaria or naot, will be treaed effedively” (WHO
199315). The emphasis on people’' s perspedives is in the line of the arrent WHO strategy
on ealy identificaion and prompt treament of malaria. It has been reported from diff erent
regions throughou Africa that community understanding o malaria may diverge
considerably from the biomedica model. A number of studies, mainly in rural areas, cdled
attention to two criticd findings. Firstly, significant parts of the study popuiations were not
aware of the malariaamosquito link (e.g. Agyepong 1992 Aikins et al., 1993 Mwenes et
al., 1995 Ongae et al., 1989; and seoondy, people often did nd aswciate severe
manifestations of malaria - convusions, anaemia and splenomegaly - with the disease. This
is well documented in the cae of convusions, which in some aeas have been foundto be
attributed to ‘supernatural’ agents and to require the wnsultation d atraditional heder (e.g.
Bonret, 1986 Makembaet al., 1996 Mwenesi, 1993 Winch et al., 1996.

These findings have recaved growing attention among hedth professonals. But
while they are increasingly taken into acourt in the development of hedth messages, littl e
seans to be documented abou what happens once information on malaria has been
transmitted to the locd popdation. It is clea that people process new information on the
basis of what they aready know. But does this new information simply coexist with pre-
existing concepts, or do they merge? And when they merge, how is the new knowledge
incorporated into people’s ill ness models? And finally, does the resulting knovledge in a
particular community, if it deviates from the original meaning d the messages, eventually
lead to pradicesthat are diff erent from what hedth promoters intended to encourage?

In a attempt to investigate these questions, we caried out a study in Ifakara, a
community of Southeastern Tanzania which has a long hstory of intensive hedth
information campaigns. The focus of this article is on analysing petterns of information about
malaria and their relevance for treament behaviour. We have cdled the process of
developing these patterns ‘medicd syncretism’. Whereas syncretism, defined as “the

combination or blending of elements from different religious (or cultural) traditions’
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(Seymour-Smith 1993274), is a term usually applied to religious phenomena, it is aso
suitable to describe the blending d biomedicd with indigenous concepts. Our intentionis to
illustrate that the analysis of medicd syncretisms not only contributes to a more detail ed
understanding of locd perception of malaria but also permits us to understand the logic
which underlies hedth- seeking behaviour, and consequently to design hedth promotion

adivities more dfedively.

Studying Medical Syncretism in Ifakara

An ided setting to study medicd syncretism as it applies to malaria, and its influence
on treament seeking, is a site (1) where malaria is endemic and people have extensive
experience with the disease; (2) where people have for a long time been exposed to hedth
communication programmes; and (3) which is charaderized by medicd pluralism and where
people can chocse anong dfferent treament options.

The study site Ifakara, the administrative caital of the Kilombero District in
Southeastern Tanzania, fulfils all threecriteria. Situated in the valley, Ifakarais periodicdly
flooded by the Kilombero river (for a detail ed description of geograhpic and climatic aspeds
of the area see Jatzold and Baum, 1963; Monson, 1991). The dimatic and ewlogicd
condtions favour mosqguito breeding and the entire river basin is highly infested with
malaria, with an estimated entomologicd inoculation rate (EIR) of more than 300infedious
bites per person per yea (Smith et al., 1993. Most severely affeded are children under five.
In surveys and hospital recrds malaria ranks first as a cause of infant morbidity and
mortality (Menéndez et al., 1997 Tanner et al., 1991 St. Francis Designated District
Hospital, annual report, 1993.

Ifakara with its estimated 40000 inhabitants is the main settlement of the aea It has
both urban and rural charaderistics: Wheress in the town centre, business and trade
activities, espedally with agricultural products from the valley, are increasingly developing,
the periphery is mainly inhabited by subsistence farmers who cultivate rice, maize and

cassava
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People have come into contad with biomedicd information abou malaria quite
frequently. Mainly since independence, extensive hedth educaion programs have brought
knowledge &ou malaria even to the remotest areas of the valley. Espedally the national
“Man is Hedth” (Mtu ni Afya) campaign in the 197G intensively transmitted hedth
messages to the popdation, mainly throughradio programmes and hedth promotion panels
(Mkumbwa, 1983. On alocd basis, the District Hedth Management Tean (DHMT), based
in Ifakara, which co-ordinates and caries out hedth campaigns in the Kilombero District,
has organised educaional programmes abou malaria. In addition, the Ifakara Hedth
Reseach and Development Centre (IHRDC), in collaboration with the DHMT, has launched
over decades a series of malaria reseach and hedth communication adivities that diredly
involved dwellersin Ifakara and its surroundngs, and has exposed and increasingly exposes
them to scientific knowledge (see anual reports of IHRDC; Tanner et al., 1994 Fraser-Hurt
& Lyimo, 1998 Armstrong Schellenberg et al., 1999

Possbly the most important source from which people recave information abou
malaria are the locd biomedicd hedth services. Apart from severa private fadliti es, Ifakara,
as the district town, has a referral hospital. The St. Francis Designated District Hospital
(SFDDH), a former missonary hospital with 370 leds, is one of the biggest and best
equipped pubic hedth institutions in the courtry and well known for malaria treament. For
the inhabitants of Ifakara, it also offers primary hedth cae services at the out-patient
department and the Mother and Child Hedth (MCH) clinic and organises hedth education
sessons in collaboration with the DHMT. People receve knowledge abou malaria not least
throughexperiencing treagment in the hospital and interadion with the hedth personrel. The
hospital is well used and appredated for the treament of malaria, but antimalarials are dso
eally accesgble over-the-counter. Besides the non-profit oriented pharmacy adjacent to the
haspital, a number of further, private pharmades have been operating since 1992in the town,
and offer a wide seledion of pharmacaiicas. Chloroqune tablets, antipyretics and
sometimes antibiotics can also be purchased in the many small shops al over Ifakara.

Paralel to the biomedicd hedth cae fadlities there exist numerous traditional
services. Alone for Ifakara Division, the official list of the Cultural District Office @urts 63

traditional heders (waganga wa jadi, singuar: mganga) (Matthies, 1998. The registration
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process for heders is, however, difficult, and the red number certainly goes far beyond the
officia figure.

There are many different types of heders who pradice in the community. The most
renowned ores are the male and female diviners whose fame sometimes readies far beyond
Ifakara. Their principa domain is the protedion and treament of illnesses and other
misfortunes asociated with witcheraft and spirits. In Ifakara, most diviners pradice spirit
mediumship (waganga wa mashetani). Throughburning incense, chanting or drumming, the
heder invokes ‘his' or ‘her’ spirits. Once they have arrived and paossess the heder, they
spe&k throughthe heder and reved the deep cause of the problem, and its treament, to the
audience, which usually includes the heder’s assstants, patients and their acampanying
relatives (Gesder et al., 19959, Matthies, 1998). Lesscommon, but equally respeded, are the
‘heders of the booK (waganga wa kitabu) who divine by using the power of the holy Koran,
and the pure herbalists (waganga wa mitishamba) who dagnose on the basis of clinicd
manifestations. All these heders tred patients of different ages, athough adults clealy
predominate. On the other side, there ae the numerous ‘knowledgeeble women’ who
spedalise in locdly remgnsed childhoodill nesses. They are sometimes cdled ‘heders of
children’ (waganga wa watoto), but people usually refer to them simply as ‘ grand-mothers
(bibi). They are mainly consulted by members of their family or mothers in the immediate

neighbouhood

M ethods

The ethnogaphic field work was undertaken between April 1995 and March 1997
The first phase was an extensive colledion of qualitative data in Lipangalala, a rural
subwill age within Ifakara. We caried out a total of 81 in-depth interviews mainly with
mothers of children under five yeas old. The seledion d the interviewees was mediated by
our locd interpreter. Apart from questions abou the recmgntion d malaria, and treament
practices, we included questions abou hedth and ill nessin general. A prospedive foll ow-up

study with 10 mothers of children urder five over aperiod d 7 weeks (total of 70 interviews)
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provided further in-depth data on their understanding of malaria and related illnesses and on
treatment-seeking for actual episodes. Furthermore, much information was gained about
general aspects of illness perspectives and management through participant observation and
informal conversations during 18 months living in the community.

In the same community of Lipangalala, we visited atotal of 18 waganga: 10 diviners
(three men and seven women), 2 herbalists (both men) and 6 bibi (see above). With most of
them we had continuing contact, enabling us to explore their concepts of health and illness,
observe healing practices and talk to their clients.

Based on the qualitative material, the second phase of our fieldwork consisted of the
collection of quantitative data. In Lipangalala and the neighbouring community of Mlabani,
we interviewed mothers of children under five using a structured questionnaire. We
randomly selected 220 mothers, 110 in each of the two subvillages. Two trained local female
field workers visited the mothers in their homes and interviewed them about malaria and
related childhood illnesses. The mothers were asked in detail about treatment practices at
home, the first therapy option and, in case of perceived treatment failure, second and third
therapy options. Most questions were hypothetical in order to gain information about normal
and normative behaviour and to comprehend the underlying ideas which guide people in their
actions. We also included questions about the last malaria episode in order to know about

actual behaviour.!

Medical Syncretism: Ways of Interaction

The intensive and long-term transmission of health information through various
channels of communication has certainly led to a very good community understanding of
malaria which corresponds largely to the biomedical model. A close look at the qualitative
data revealed that biomedical information about malaria has not always displaced traditional
ideas, but rather coexists with and has sometimes merged with pre-existing concepts.

Integrating new information is a dynamic process, which follows and is determined

by particular modes of interaction. With regard to malaria, we identified three different
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modes of how biomedicd and traditional views coexist and interrelate. We shall cal them
‘acommodation’, ‘parallel coexistenceé and ‘complementary articulation’. They are
described in the following, with a last sedion discussng their implications for treament-

seeking kehaviour.

Accommodation

By ‘acommodation’, we refer to the fusing of traditional and biomedicd ideas. We
cdl it ‘acoommodation’ when traditional elements are incorporated into or acammodated to
biomedicd messges. The examples illustrate how biomedicd nations abou malaria
transmisson, symptomatology and antimalarial therapy are explained on the grounds of

traditional concepts andlogics.

The Malaria-Mosquito Link

Nealy all responcents to the questionreire (216) mentioned mosquitoes
spontaneously as a cause of malaria, and the remaining 4 agreed to it after prompting. The
causes for malaria mentioned by the mothers in resporse to the questionreire ae listed in
Fig. 3. It is not surprising that, in a setting where the popuation has been exposed so
intensively to hedth information, people ae well aware of the malaria-mosquito link. In fad,
the link is even present in everyday language, when people dternatively use homa ya mbu
(‘fever due to mosquitoes’) for malaria. Thisis also the terminology used by health workers
as can be seen in the Kiswahili teading bookfor vill age hedth workers where homa ya mbu
is synonymously used for malaria (Mkumbwa, 1983.

People’'s knowledge @ou malaria transmisson gcaes further than the malaria-
mosquito  link. Scientific terminology, clealy refleding the wording of hedth
communication programs and schod lesns, has been incorporated into the locd discourse.
For example, many informants referred to the malaria parasites by their scientific name
Plasmodium. Generally, they were also aware that there are different types of mosguitoes,

not all of which transmit malaria. Several informants, both men and women, were even able
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to name Anopheles as the malaria mosquitoes, and corredly explained that only the females
would bite, while anather type they knew was cdled Culex. This knowledge did na,
however, have any pradicd use, as people did na know anything abou how to dfferentiate
them or abou their ecology, which were both considered to be ‘experts knowledge' . People
did redise that the more mosquitoes there ae, the higher is the risk of getting infeded. In
their view, the most dangerous places were the fields, and standing water nea the houses, but
by ‘cleaing the bushes and ‘keeping the environment clean’, the risk could at least be
reduced. ‘Cleanliness as a measure against malaria is an idea which has been strongly
promoted in hedth campaigns, espedally in the 19705, and the expressons people use refled
the wording d government brochures of that time (seeMkumbwa, 1983.

The understanding that * many mosquitoes mean highrisk’ has important impli cations for the
use of bednets. On the whale, it is known that bednets are helpful for preventing malaria, but
they tendto be seen asbeing d limited efficagy. As one informant (male, aged 76) put it:

“The children sleg under a mosqguito net. But in the evening, when [there ae so many

mosquitoes and] we ae till talking ouside, it isnot easy to pu them under the net.”

While people are very familiar with the malariaamosquito link, their knowledge is
rather vague when it comes to the detail s of the mode of transmisson. Only few informants
had detailed knowledge of transmisson from an infeded to a noninfeded person ua the
mosquito as a vedor. Most people we asked were unsure dou how the mosguitoes acquire
the malaria parasites. A very frequent view was that the mosquitoes ingest parasites when
they drink from the dirty water pools where they live. This is vividly described in the

following qude:

“The mosqguitoes from the river suck clean water, unlike other mosquitoes [of standing, dirty
water] which suck dirty water containing parasites. Once the mosqguitoes have sucked them,

they can vamit the parasites on a person’ s bodyand cause malaria” (female, aged 21).

Most likely, this naotion is an inference from other hedth messages abou ill ness
causing parasites which live in drty water. Parasites, mosquitoes and drty water are so
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closely related in people’s view that hedth messages abou infedious diseases can easily be
mingled. Also, the often head explanation that malaria can be a@juired through dred water
contad see fig.3), either by drinking or wading through ‘dirty water’, points towards a
distorted interpretation of messages abou the prevention of, for example, amoebiasis or
schistosomiasis. A 32 yea-old male informant stated that “the hedth doctors explained that
there are so many vijidudu (literally: small animals) in the water of the puddes that if you
drink it you can get malaria”. However, it is important to note that althoughthese ideas are
biomedicaly wrong they do nat have any negative implicaions for people's hedth. On the
contrary, they may even be beneficial by encouraging behaviour that helps to prevent
common water-borne diseases.

There is another interesting ndion abou malaria transmisson where biomedicd ideas
fuse with traditional elements. While all the informants agreed that malaria caana be diredly
transmitted from person to person, some mentioned an exception to this with regard to twins.
For twins, they say, everything is shared and if one does omething, the other will foll ow.
They explained that if one twin falsill of malaria the other will i mmediately contrad it as
well. People give & a reason that twins have the same body constitution and the same blood
becaise they are from one and the same womb. Although anedaatal, this idea drealy
indicaes the importance of blood nations for ill ness susceptibility, which will be dedt with
below.

IlIness Progression and Malaria

Besides mosquitoes, some further, additional causes for malaria were mentioned.
People commonly said that if somebody is exposed to ‘hat sun' (seefig. 3) or ‘hard work’
(for adults, so it was nat acually mentioned in the questionraire) this can provoke malaria. In
complete contrast to mosquitoes and ‘dirty water’, these two adiologies are in no way
asociated with parasites which enter the human body. But their link to malaria beames
easily understandable when one considers them in the context of ancther traditional concept,
which regards ill ness as a dynamic processof transformation from one stage to another. In
this view, illnessis a continuows progresson of different phases that can follow eat ather.

This was made explicit in the in-depth interviews where the informants explained that ‘to
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stay under the hot sun’ (kukaa juani) and exhaustion due to ‘hard work’ (kazi ngumu)can
provoke an excessof hea in the body, resulting in homa (‘fever’). Homa, then, indicates the
first stage of ill nessthat eventually progresses into homa kali (high or fierce ‘fever’) out of
which malaria and, if it is persistent or deteriorating, degedege (‘ convusions’) can develop.
During the progressof an ill ness ead stage can thus be seen as the cause of the foll owing
one. This might explain why nealy all questionraire responcents mentioned homa as an
immediate caise of malaria, just as it is £en as a caise of any aher febrile ill ness
Embedding malaria adiology into this broader frame of ill ness progresson permits us to
understand hav multiple caises mentioned by the popuation are assciated with ead ather.
The logic of ill ness transformation, however, goes beyond the mere description o the wurse
of illness From the people’'s point of view, the development of ill ness transcends the
boundiries of asingle episode. They refer to ill nessas smething which emerges, disappeas
and reappeas in a different form, and progresses over yeas. This perception was clealy
ill ustrated when we asked mothers abou the last ill nessepisode of their currently sick child.
Instead of telling ws, as we expeded, abou the last episode, a mother (aged 22 of aone and
ahalf yea-old child explained:

“He got sick when he was three months old. It started with coughing and homa kali. With
treament, [the problem] stops after two to three days. He might be fine for a month, then it
starts again.”

In the locd nation, the personal history of ill hedth is not a series of independent
illness episodes. Rather, illness is regarded as a ntinuows transformation from one

condtionto the next, whereby single ill nessepisodes are blurred.

Malaria, body strength and blood groups

People say that some persons have strong dood while others have we& blood. The
locd notion understands blood as the vital force which acouns for a person's body
constitution. The strength of the bloodrefers to the physicd and mental condtion d a human
being. A person with we& blood is typicdly somebody who is frail, cdm, depressed o

eally startled. But blood strength is aso associated with ore's date of hedth, whereby
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having we& blood means being more prone to contrad ill nesses and to have less $rength to
reover. A disease like malaria which directly interads with and weakens the blood is
considered to be more dangerous for people with ‘weak blood .

Blood properties are determined by various fadors. On the one hand, they are innate,
referring to how a person is creded by God. Women and espedally children are considered
to have naturaly less strong blood and therefore to be weger and more susceptible to
ill nesses than men. But innate also means the type of blood a person is given by God. The
locd concept of blood types is an excdlent example of how biomedicd elements of hedth
information have been incorporated into people's lay discourse. For the dasdficaion o
blood types, people even sometimes used the biomedicd notion d blood goups. A diviner

(female, aged 52 yeas) explained:

“Sometimes, it develops to degedege, and sometimes it is normal malaria. This is due to the
strongressof the blood People with blood goup 0 dont easily get aaute malaria. Then there
are [persons with] A, B, A+, B+. They are more eaily attacked by degedege.”

Age, sex and ‘blood group al determine the basic strength of a person’'s blood On
the other hand, blood strength can also temporarily be dtered by external influences. Good
nutrition, for example, was mentioned as having a beneficial effed. Men sometimes
explained that bea makes one strong kecause it makes the blood bal. Or weaher condtions
may be asociated with blood strength and ill nesssusceptibility as explained by an informant
(male, aged 24):

“Maaria is very much related to cold weaher. Your blood gets frozen. Maybe he [his son]
was bitten at night and the mld pressed the vijidudu more inside the blood”

If somebody is severely frightened, this may also change his or her blood strength
temporarily.
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Parasites and Malaria Symptoms

People’'s enumeration d maaria symptoms largely overlaps with medicd
descriptions (see fig. 4). Yet community understanding of how these symptoms arise and
relate to ead other provides an excdlent example of how biomedicd knowledge can merge
with locd nations about ill ness
The qualitative data show how concepts abou the movements of parasites inside the body
relate the three symptoms cited most often in answers to the questionnaire - homa, vomiting
and convusions - to ead other. In the in-depth interviews, parasites were portrayed as
circulating throughthe body and to ‘attad’ the blood The battle between the parasites and
the blood is made perceptible with the gpeaance of ‘fever’ (homa). The ideaof the battle
comes metaphaicdly close to the scientific explanation of an immundogicd readion. In
peopl€ sinterpretations, however, a link was made between susceptibility and Hood strength,
and thus to innate or externally influenced blood poperties (see dowve) rather than to a state
of aaquired (semi-) immunity against malaria They explained that if a person's blood was
strong, the parasites could be more eaily combated while aperson with weg blood would
be more severely affeded by malaria.
In the locd model of malaria, parasites are transported throughthe blood vessels to dfferent
parts of the body, mainly to the stomach. The acaimulation d parasites in the stomad is
perceved to provoke severe painsin the ddamen, and vamiting. Informants usually referred
to this form as malaria ya tumbo or ‘stomach malaria .2
The terms and ideas people use for describing the movements of parasites inside the body
show paralels to notions abou witchcraft that are more than incidental. In bah cases,
external agents (parasites and ‘poison’ of witchcraft) are introduced into the body, either by
mosquitoes or by witches. Even more eplicitly, parasites in the blood are sometimes
referred to as ‘poison’. Furthermore, it is said that both parasites and the *poison’ of witches
make the blood‘dirty’ (chafu) and in bah cases, the drculation caries the polluted blood to
one part of the body, typicdly the stomadh. This analogy haes important pradicd
implicdions. Just as vomiting is seen as a sign d cleansing the body from the ‘poison’ of
witchcraft, it is percaeved as reducing the severity of malaria and thus as evidence of

improvement. As one informant (male, aged 73 explained:
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“If youvomit yellowish, you have deaeased the power of malaria. It depends on the strength
of the blood If the strength of the blood is higher than that of the parasites, you vomit

yellowish. Thisisaway to reduce parasites.”

Informants recourted that if malaria remains uncontrolled, parasites may continue
spreading throughthe blood circulation uril they read the head, provoking convusions and
in severe caes lossof consciousness mental disturbance and deah. People often described
this form as ‘malaria of the head’ (malaria ya kichwa) or ‘malaria has gore up to the head’

(imepandwa kichwani).

Parallel co-existence: malaria and degedege

Here, ‘parallel co-existence€ means that biomedicd knowledge has penetrated into
the traditional model but has neither displacel its core notions nor merged with them.
Degedege serves as an exemplary case of this.

Maybe one of the greaest achievements of hedth information in the aeais that,
unlike in many other areas of Africa (see Introduction), the popuation has incorporated
convusions into their model of malaria. However, convusions are aso asociated with a
traditional, extremely feared childhoodill nesscdled degedege. Fig. 5 and fig. 6 show causes
and symptoms of degedege mentioned by the mothers in response to the questionraire. The
symptoms of degedege listed by the responcdents closely correspondto what could be severe
or cerebral malaria, including fever, convusions, uncontrolled movements of the eyes,
stiff nessof the bodyand shivering.

Almost all responcents linked degedege to malaria. But at the same time, they also
mentioned a certain moth - itself cdled degedege, and zodlogicdly identified as Nudaurelia
zambesina - as a cause of degedege. In the interviews, informants narrated that usually at
dusk this moth flies nea to the houses and attadks children. In the ac@urt of one informant
(female, aged 47):
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“The moth enters the house for finding mosquitoes, then it flies around and spreads the flour

[of itswings] inside the room. The cild can so be atadked by degedege.”

The doule causdlity of degedege - malaria and the moth - in people’s narratives
displays to a certain degree the dynamic process of integrating rew knowledge into locd
discourse. In the cae of degedege, hedth messages which put particular emphasis onto the
severe consequences of malaria have foundtheir way into people’s models. This information
has not, however, displacel the traditional concept of the moth. Rather, to the popuation, and
often to the same persons, degedege signifies both a particular stage or manifestation o

malaria and a traditional ill nessinflicted by a moth.

Complementary articulation: malaria and witchcr aft

Medical syncretism in the aeais most clealy illustrated by the interdigitation o
malaria and witchcraft. A detail ed description d how during the aurse of ill nessideas abou
witchcraft can complement the biomedicd concept of malaria has been pulished elsewhere
(Hausmann Muelaet al., 1998.

Typicd indicaions which point towards the malevolent adions of witches are mental
confusion, barrenness abortions or repeded bad luck. However, the peauliarity of witchesis
that apart from causing these spedfic ill fortunes, they are ale intentionaly to provoke any
kind of illness manifestation a other misfortune. This makes the presentation d ill ness
ambiguots as the dinicd picture does not provide evidence @ou the origin o the problem.
One way of finding out abou it is through treament, as illustrated in the following

conversation between the interviewer (1) and a28 yea-old woman (W):

I: Can all diseases be treaed at the haospital ?

W: Some can betreaed, espedally those mwming from God.

I Which dseases come from God?

W: For example, normal homa, diarrhoeg malaria, all of which can be treaed easily. But

other diseases are caised by persons who want to torture others.
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I For example?
W: For example homa that never stops and any disease which daesn’t get successully
treaed at the hospital.

Informants explained that witches particularly like to ‘play’ with malaria because,
since it is © common in the aeg a person will be mised by its manifestations and
(unsuccesdully) try to trea theill nessat the hospital.

Two different ways in which malaria and witchcraft can interad were described by
the people we interviewed. In the first, witches are said to crede ‘fake’ malaria by
indistingushably imitating its symptoms. Thus the ill ness ‘looks like' malaria, but in fad,
has nothing to do with malaria; malaria and witchcraft are, so to spe&, two possble, but
exclusive explanations for the same appeaance of illness In the questionreire survey, as
many as 73% agreal that malaria symptoms can be imitated by witchcraft.

In the seaond interpretation, the two adiologies are syncreticdly linked with eat
other. Acocording to the informants, witches can interfere with ‘normal’ malaria by ‘hiding
the parasites, making them invisible in the blood and thus undetedable at the hospital. This
interpretation was shared by 626 of the questionraire responcents. The cre that underlies
the syncretic explanations lies in peopl€’ s deep faith in the eff ectiveness of biomedicine for
treaing malaria. People have @ntinuouwsly been told and profoundy believe that malaria is
curable with western medicine. In their eyes, the hospital with its ophisticaed tecnicd
instruments and highly trained experts is (almost) infalible. Hence if the hospital is
perceved to fail either with diagnasis or treament (once, twice or more times), the logicd
interpretation could be that the problem is possbly not malaria. In this case, the nation o
witchcraft, and even more in its g/ncretic combination with malaria, provides an
interpretation for events where biomedicd explanations fall short. In this snse, beliefs in
biomedicine and witchcraft, rather than being contradictory concepts, not only complement
but acually reinforce eab ather.
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Treatment behaviour for malaria and implications of medical syncretism

Locd people most probably head first of ‘malaria’ at the turn of the century, when
the missonaries established the first schods and hedth fadliti es in the region. Althoughthe
term has been entirely integrated into the locd vocabulary, for the locd people ‘malaria’, and
the scientific information linked to it, still have an external charader. This is made explicit
when people state that ‘malaria’ is something which ‘they’ or ‘people of your sort’ (wenzako)
know abou, referring to medicd experts, be they foreigners or locds. They oppase
‘their/external’ or ‘biomedicd’ notions to ‘our/own’ or ‘traditiona’ notions. Knowledge
provided in hedth messages and biomedicd institutions are usually welcomed and well
accepted bythe popdation.

Malaria, percaved as an ‘externa’ ill ness is very much linked to biomedicine. Even
though nealy everyone knows medicinal plants for malaria - usualy the informants
mentioned mwarubaini (sp.), a tree dundntly growing rea the homesteals of which it is
commonly said that it cures 40 (arobaini) diseases and is used for treding fevers - people
clealy prefer biomedicd treament to traditional medicine & any stage of the illness Only
one mother among the questionnaire respondents said she (usually) treas malaria with loca
herbs, and only 2 said they had adually used them in the last illness episode. A few
informants gated that as a domestic treament, they might occasionally use herbal remedies,
abowe al if working on their fields where no prarmaceuticds were avail able, or if they could
not afford them.

What the mothers said they would do at home corresponced closely to what they were
told they shoud do by ledth messages. 75% stated they would gve atipyretics and 6%%
sponge the child. Almost every fourth mother (24%), however, said she would administer
chloroquine at home and 16% answered said that they had dore so in the last episode.
Althoughdomestic use of antimalarials is not promoted by dficial hedth programmes, there
are many reasons for people to trea themselves at home. Not only is it much easier to
purchase antimalarials in the numerous small shops al over the coommunity than to travel to
the health fadliti es and wait for attention, but people ae dso so experienced with malaria
and malaria treament that they often prefer to try at home first and only to seek professonal
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help in case of failure. Moreover, the omnipresent advertisements of private drug companies
on the radio, in shops and in newspapers cetainly encourage people to buy and wse
antimalarials withou medicd prescription.

Informants most explicitly linked malaria to treagment at the haspital, mainly because
there they have microscopes for blood examination and drips. In the questionraire survey, all
but one mother, who preferred to consult a traditional heder, mentioned the hospital as their
first hedth care optionfor treaing malaria.

While basic treament-seeking petterns for malaria follow the messages people ae
given, cetan reported behaviour can only be understood in the context of medicd

syncretism.

Accommodation

Informants often mentioned that they have to ‘cod down’ symptoms in arder to
reducethe disease to aless ®vere stage. For example, they said that degedege shoud first be
converted into ‘normal malaria before strong treament (injedions or a drip) could be
applied. Therefore, home treament for degedege is percaved to be a ‘first aid’ (huduma ya
kwanza) in order to cod down the dild’s body, as a preparation for attending the hospital.
This perspedive clealy relates to the concept of ill nessprogresson. Coding dovn was e
as an important measure in order to slowly bring down an illnessto a milder level and so to
avoid a (potentially mortal) clash between strongtreament and strongill ness

Furthermore, the notion of blood properties and blood strength may also have
implicaions for treament choice Medicaions, it was said, have to ‘agree (kukubali) with
one’'s blood One informant said he would always use chloroquine tablets for treaing malaria
because this was the treament which ‘agreed” with his blood and would therefore never fail .
Whether a treament ‘agrees’ with one’s blood also depended on the strength of the blood
Several informants gressed that a person whose blood was very wegk needed to be caeful
with applying ‘strong medicine. For example injedions, athough they were considered
more powerful and qucker in effed than tablets, were perceived as dangerous if applied to a
wedk body. One heder explained that he would administer herbal remedies which would
give a person strength before or after hospital treament. Sometimes, and if it was aff ordable,
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people would drink a red manufadured syrup in order to ‘increase blood strength’ for better
recovery after treament.

Maybe most criticd with regard to people’s hedth is the ideathat vomitingis asign
of relief. This perception may have severe wnsequences for treagment compliance
Interpreting that throughvomiting the body is expelli ng parasites, the patient may nat see ay

need to goto the haspital or continue with antimalarial treament.

Parallel Coexistence

Althoughpeople link degedege to malaria, they do nat follow the tregment pattern
for malaria. Unlike for malaria, whaose treament is entirely biomedicd, a child attacked by
degedege is typicdly first treded traditionally at home or by a knowledgeable woman (bibi),
and subsequently taken to the hospital. Traditional pradices include abowve al urinating on
the child (41%) and herbal remedies for bathing and dinking (35%). Lessfrequently mothers
mentioned using their sanitary towel for menstruation to wave over the dild's body (12%) or
elephant dung (6%) to rub on it. Elsewhere (Hausmann Muela & Muela Ribera, 2000 we
have suggested that the traditional domestic treaments are deeply rooted schemas
symbdlicdly linked to the agiology that a moth is resporsible.
Traditional pradices can easily be used by the mother at home or by a bibi. They are,
however, mainly considered as ‘first ad’, above all enabling the mother to read quickly. But
it would be a mistake to conclude that the traditional concepts hinder a person from attending
the hospital - in fad, most respondents (93%) regarded the hospital as the preferred hedth
faality to opt for after home tregment. Home pradices are only problematic insofar as they

can result in temporary miti gation, and therefore interfere with the perception d emergency.
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Complementary Articulation

The syncretic explanation of malaria and witchcraft provides the underlying logic of
the frequently-observed movement from biomedicd to traditional treagment modaliti es.
Patients with a malaria-like symptomatology usually first try haospital treament; but if
symptoms persist, regppea or bewmme inexplicably aggravated, suspicion of malevolent
adions of witches may arise, for which only a diviner can provide information and treament.
In the questionraire survey, 61% of the respondcents answered that if there was no
improvement after once or twice attending the hospital they would seek help from a mganga.
Since witchcraft is a serious matter and usually implies the participation d an extended kin-
group (Hausmann Muela et al., 2000, people would namally try several times at the
hospital before dedding to consult a traditional heder. However, even if traditional
assstanceis souglt after biomedicd treament, this may still be asource of delay in seeking
further hospital care. From a biomedicd perspedive, what people may perceve & ‘haospital
failures and reinterpret as interventions of witches might be illness relapses due to
reinfedions, parasite resistance or inadequate/incomplete antimalarial treament, and

therefore require areturn to the hospital.

Conclusions

In their book on hedth promotion, Downie et al. (1998 cdled attention to the
difference between ‘comprehension’ and ‘interpretation’. Writing abou the communication
process the authors pointed out that interpretation is influenced by what they cdl a person's
‘thinking framework’ and that “*messages’ must be wuched in an appropriate way, based on
aknowledge of a patient’s badkgroundand thinking framework” (p.47).

The study of medica syncretism reveds most clealy that even if hedth messages are
well understood by the popuation, the meaning gven to them may considerably differ from
what hedth promoters intended to transmit. A prime example of thisis the analogy between
the acawmulation of malaria parasites in the stomad and the poison d witchcraft. While
people comprehend that vomiting is a manifestation d malaria, they interpret it asasign o
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improvement, a perception which may have fatal consequences since repeaed vomiting may
adualy indicae an evolution from uncompli cated to severe malaria.

The interdigitation of malaria with witchcraft shows the distinction between
comprehension and interpretation and its consequences for behaviour even more poignantly.
In most respeds, the community perspedives on malaria closely correspondto biomedical
ones. But an interpretation of malaria in terms of witchcraft beaomes probable if biomedica
treament does not provide the expeded outcome. On the one hand, this interpretation
indicates that the popuation has not been made sufficiently aware of the eistence of parasite
resistance and of the posshbility of relapses due to inadequate or inappropriate treament. On
the other hand, however, our findings also suggest that this interpretation has been fomented
by hedth messages which overemphasised the ‘infallibility’ of biomedicd treament for
malaria, and therefore leare noroom for abiomedicd explanation d treagment fail ure.

The divergence of comprehension and interpretation, moreover, raises important
methodologicd isues. While @mprehension d hedth messages can be studied in
guestionraires, interpretation needs to be ascertained with qualitative enquiries. As we have
shown, questionraire results may come to the @nclusion that people have good
comprehension of cause, symptoms and treament of malaria, but in-depth information
reveds that the interpretation diverges in important respects from the biomedicd model.
Notably, the oppdasite can also be the case, i.e. an apparently insufficient comprehension by
the responcdents may turn out to be a misinterpretation by the investigator. An ill ustrative
dilemma with which we were confronted during the field work is the example of ‘dirty
water’. People frequently mentioned that malaria can be caused by ‘dirty water’, which is of
course not corred. But when we prompted them, they often explained that “this is where
many mosquitoes live”. In the questionnaire, we therefore specified our question and asked
explicitly whether drinking a wading through'*dirty water’ can cause malaria.

In this article, we have presented the interadions between hiomedicd and traditi onal
knowledge and their consequences for treament as they occur in ore aeain Tanzania. While
every other region will show its own particular picture, depending on the history of
biomedicd presence and traditional concepts, we can asuume that similar relations and

syncretic articulations will be found. Knowing them permits us to understand to some extent
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the basic logic that underlies treatment-seeking behaviour, and thus to understand the
dynamics of how information is processed by the population. This is certainly valuable for
health promotion as it provides practical orientation for adapting programmes specifically to

the local context.

Notes
A copy of the questionnaire and question-guides for the interviews can be obtained by the

corresponding author.
*The terms malaria ya kichwa and malaria ya tumbo have also been identified for the same

region by Gessler (1995b) and Matthies (1998) who described them as different types of

malaria.
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Paper 3. Fake malaria and hidden parasites

Abstract

Lay perspectivesand health-seeking behaviour for mal ariawereinvestigated in an ethnographic
study carried out in a village in Southeastern Tanzania. The inhabitants have easy access to
hospital services and education programmes, and as aresult, biomedical knowledge on malaria
is comparatively high. However, the cultural model of malaria does not always explain all the
eventsthat occur during an actual illness episode, e.g. when the disease cannot be detected at the
hospital or the symptoms persist despite antimalarial treatment. Under these circumstances, the
model of malaria may be complemented with the logic of witchcraft. This can lead people to
consult sequentially both biomedical and traditional health servicesfor the sameillness episode.
The consequences can include non- compliance with treatment or delay in seeking diagnosis or
treatment. Our analysis offers elements for the understanding of aspects of the dynamics of
reinterpretation and health-seeking behaviour for malaria, particularly in the phase after
diagnosisand trestment at abiomedical healthfacility. Theresearchispresented with an applied
perspective. We propose specific recommendations that could be discussed with health
promoters.
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Introduction

Inthetropicsandsubtropics, malariaremainsoneof the principal infediousdiseases, and
has an immense hedth impad. The figures spe&k for themselves: world-wide, 300-500milli on
personsfall sick and 15-2.7 million de from malaria per yea (WHO, 1994). In Africa done,
an estimated onemilli ondeahsresult fromthediseaseannually, primarily amongchil drenunder
5 yeasold (Gomes & Litsios, 1993.

Malariamorbidity and mortality can be substantiall y reduced with prompt and adequate
treament. Inrecent yeas, grea emphasis hasbeen placed oninvestigating sociocultural fadors
that influence hedth-seeking behaviour for malaria (Tanner & Vlassoff, 1998, in particular in
understandingthereasonsfor delay in attendinghedth fadliti es. Sincetherolesof patients’ and
caetakers ill nessperceptions are an essential fador in dedding where and when professonal
helpissougtt, knowledge of the cause, symptomsandtreament of malariahasbeen extensively
studied (Aikinset al., 1993 1994 Agyepong 1992 Gesder et al., 1995 Hongvivatana, 1985
Jackson, 1985 Kengeya-Kayondoet al., 1994 Lipowsky et al., 1992 Makemba et al., 1996
Mwenesi, 1995 Ongae et al., 1989 Ramakrishna et al., 198889; Winch et al., 1996. In
various communiti es, reseachers haveidentified loca termsfor ill nessesthat overlap to alarge
extent with the biomedicd concept of malaria(Agyepong 1992 Gesder et al., 1995 Kengeya-
Kayondoet al., 1994 Makemba et al., 1996 Mwenesi, 1995 Ramakrishna et al., 198889;
Winch et al., 1996. At the same time, in many areas ®vere manifestations, namely cerebral
malaria and anaemia, are excluded from most models of malaria and are often associated with
‘supernatural’ causes, requiring treament by traditional heders (Makemba et al., 1996
Mwenesi, 1995 Winch et al., 1996).

Previous studiesof malariaperceptionemphasised theimportanceof ealy identificaion
of malariasymptomsby thepopuation, andcentred onthe hedth-seeking processfromthe onset
of symptomsuntil thefirst attendanceat ahedth care service, in order to deted posshlelacunae
in knowledge that contribute to delay. However, espedally in areas where there is chronic
malaria, drug resistance or high reinfedion rates, a single consultation at a biomedicd hedth

fadlity doesnot necessaril y result inacomplete cure of malaria. Thedynamicsof hedth-seeking
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for malariaand the posgble causal reinterpretation when the disease persists or regppeas after
attending a biomedicd hedth faality do nd seem to have been investigated in detail .#

Inturn, theprocessof interpretingandreinterpretingill nessin general andthelabyrinthic
hedth-seeking peth for seaching for explanations and relief has been patrayed in a series of
studies on African medicd pluralism (Good, 1987, Janzen, 1978. The observation that ill ness
can be associated with various causes, excluding or complementing ead other, is the corner-
stone for understanding successve (re)interpretations of ill nessas alogicd and contextuali sed
process of ‘chocsing among posshle causes (Fassn, 1992. Establishing and regatiating
diagnoses invalves different types of spedalists as well as the ‘therapy management group
(Janzen, 1978.

It has been suggested that in chronic or fatal ill nesses, when symptoms change abruptly
or when treament does not provide the expeded results, suspicions of witchcraft or spirits can
emerge(Good, 1987 Mallart, 1983 Podl, 1994). Felermannhaspointed out that “in many cases,
ill nessepisodes which areinterpreted as ‘natural’ at an ealy stage ae later explained in terms
of sorcery or spirit causes’ (1985 p. 77). In areaswhere biomedicd faaliti esarewell accessble
and biomedicine is usualy the first therapy choice for ‘natura’ illneses (Good 1987
Velimirovic, 1990, the suspicions of evil forces may arise if the illnessfails to respondto
biomedicd treament (Good, 1987). The reinterpretation of ill nessfrom ‘natural’ to witchcraft
or spirit causes can mark the turning point for moving from biomedica to traditional hedth care
providers.

We asaume that in the areastudied, relapses or reinfedions of malariasimilarly tendto
be reinterpreted in terms of witchcraft. In particular, we are concerned with how, in people’s
explanationsfor ill ness notions of witchcraft are interwoven with knowledge of the biomedica
cause of malaria, andin what way the sequential or complementary use of these concepts affed

the dynamics of hedth-seeking.
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Study setting

The study was conducted in Lipangalala, a semi-rural vill age adjacent to the rural town
IfakaraintheKilombero District, Southeastern Tanzania. TheKilombero Vall ey isabroad flood
plain where malaria is highly endemic and perennial (Tanner et al., 1991). Hospital records
indicae that malariais the most commonly diagnaosed disease (Kahigwa, et al., 1993 and the
leading cause of mortality for children under 5 (St. Francis Designated District Hospital). The
inhabitants of the areahave participated in a series of malariareseach programmes (Tanner et
al., 1994,

Reaoords of intensive movements of popuationsinto the Kilombero Vall ey date bad to
themidde of thelast century (Brantschen, 1953 andthe flow of immigrants continues urtil the
present time. The people who have settled belongto over 30 different ethnic groups (Schaer,
1985. The predominant onesin the community under study are the Wandamba, Wapogoro and
Wambunga. Around 70% are Christians (mainly Roman Cathadlics) and 30% are Muslims.
Lipangalala, with an estimated popuation d 3'000 inhabitants, is one of the eonamicdly
poarest communities in the areaaroundthe town of Ifakara. Subsistence farming is the major
eqonamic adivity, althoughan increasing number of vill agers are engaged in petty trading and
small-scde market gardening.

A variety of hedth care services are available in or at a short distance from the
community. The Ifakara District Hospital, built in the 1950 by Swissmisgonaries and locaed
on the alge of Lipangalala, is the main source of biomedicd hedth care. In private town
pharmades, a broad seledion of pharmacauticds is avail able, and in most small shops of the
community antimalarialsandother drugs can be obtained withou prescription. The‘folk’ sedor,
inthecommunity of Lipangalalaalone, comprises an estimated 20well -known maleandfemale
traditional hedersandan unknavn number of old women who spedali zein childhoodill nesses
and attend petients in the immediate neighbouhood
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M ethods

Qualitative and quantitative data were colleded within a period d 18 months between
April 1995and March 1997, during which time at least one of the investigatorswaslivingas a
participant observer in the community. The language used for data @ll edionwas Kiswahili .

Inapreliminary phase, we used focus groupdiscussons (FGDs) in order to gaininsights
into knowledge abou malariaand related ill nesses and hedth-seeking behaviour. A total of six
FGDs were mnducted, four in a hospital setting with adult malaria patients and caretakers of
children under 5 andtwo in a community setting with mothers.

With the ad of alocd collaborator who fadlit ated the mntads to the cmmunity and
asssted the interviewers in bah literal and cultural trandation, we caried ou 81 in-depth
interviewswith Lipangalaavill agersin their homes (including adults of both sexes, but mainly
mothers, and all ages). The conversations covered a broad spedrum of issues abou hedth and
illnessin general, including econamic and social aspeds.

Inaprospedivefoll ow-up study of ten householdswith two or more chil dren under 5we
investigated knowledge abou malariaand hedth-seeking behaviour for actual ill nessepisodes.
Over aperiod of 7 weeks, eat howsehold was visited onaweekly basis and the mother of the
sick child was interviewed.

Based on the quditative information, we designed a structured questionraeire for
colleding numerica data on knowledge and hedth-seeking behaviour for malaria. Usingatwo
stage cluster sampling approad, 110mothers of children under 5in Lipangalalaand110in the
neighbouing community were randamly seleded andinterviewed at home by two trained loca
field workers.

A total of 12 traditional heders (5 men and 7 women) from the community were
interviewed. Threeof them we visited once (3 interviews), whil e with nine we had continuing
contad, enablingusto gaininsightsinto their heding pradiceand concepts of hedth andill ness
through observation and repeaed interviews (31 interviews). Over a period of 2 weeks, we
attended heding sesgons at a heder’ s establi shment where we obtained information through

observation and a series of informal interviews with the heder, her patients and their relatives.
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L ocal knowledge about malaria

The locd model of malaria mainly consists of elements derived from the biomedicd
model, althoughthe two are not entirely congruent. Throughou the paper, we have written
‘malaria in italics when we spedficdly refer to the locd model.

The inhabitants of Lipangal ala have been exposed to hedth educaionfor more than 20
yeas, starting with the extensive Mtu ni Afya national campaignin 1973 The neaby District
Hospital, appredated by the locd people espedally for treament of malaria, isthe main site of
hedth promotion adivities. It is therefore not surprising that the popuation has a good

biomedica knowledge of malariatransmisson, concisaly ill ustrated by the foll owing acourt:

“1 don't know where the mosquitoes first get the parasites from. Thisis not easy to know. But
when amosquito bites somebody with malaria, and then bites ancther person, then malariacan

be transmitted.”

In the questionraire, 98% mentioned (withou prompting, 100% with prompting)
mosquito bitesasthe cause of malaria. Someresponcents, however, also referred to other modes
of transmisson, namely drinking or wadingthroughdirty water (12% and 48%, respedively) or
being exposed to ‘intensive sun’ (jua kali, 5% and 44%, respedively).

Malaria is felt to be a common, everyday ill nessthat means a big hedth burden to the
wholepopuation. Nealy everyonein the community has already experienced mal ariaepisodes
him- or herself. The most frequently reported symptom for malaria is homa, which literally
translated means fever. However, the notion d homa has a broader meaning and is also
commonly used for expressng general malaise or diff use body pains. An analoguots meaning
of homa hasbeen described in detail inother studiesin Tanzania(Winch, etal., 1996 andKenya
(Bederleg, 1994 Mwenesi, 1993. Homa ya malaria (malaria fever) is felt to be areaurrent
disease of the rainy season. During this period, when the hot and wet weaher condtions favour
mosquito breading, peopletendtoidentify homawith malaria, whileduringthedry season, homa
ismore likely to be attributed to hard work, exposure to the cold or to intensive sun (Winch, et
al., 1994,
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Whil e homa is mandatory, a broad range of other signs and symptoms are enumerated
as manifestations of malaria, and these include severe headacde, joint pains, chill s, yellowish
vomiting, diarrhoeg stomach ache, convusions, general bodyweakness lossof appetite, ‘the
child does not play’ and dizziness Althoughmalaria often presentsin amild form, people ae
well aware of its possble severe mnsequences, espedally in children. In the questionreire,
pradicdly all mothers (99%) affirmed that if untreaed, the child can de of malaria, and 86
stated that deah can occur within hours or afew days. Compli cations of malariaare recognised
as such, but are neverthelessalso included in the interpretative model of two common ‘folk
ill nesses’ of chil dren, degedege (convu sions) andbandama (splenomegaly andsevereanaemia),
which will be described in detail elsewhere.

Treament of malaria with pharmaceuticdsis clealy preferred to home treament with
locd herbs or traditional therapies. Administration of western drugs in the home is widely
pradised: 81% of the respondents said that they would first tred their chil d with antipyretics or
antimalarials before attending the hospital compared to only one mother who stated that she
would givelocd treament. Only asingle respondent mentioned the traditional heder asher first
therapy choice for a child suffering from malaria. Even the heders, athoughthey know a
seledion of herbal remedies for malaria (Gesder, 1995, generally agreethat biomedicine has
better means to trea an episode.

Isaues of hedth and ill nessare of major concern to people and are extensively disussed
in everyday conversations. In their acouns, people habitually spes of malaria as a‘normal
ill ness (ugonjwa wa kawaida) or an‘ill nessof God* (ugonjwawa Mungu). Used inthiscontext,
theterm ‘normal’ (kawaida) doesnat refer to the high prevalencenor to the grade of severity of
the illness but expresses that such an ill ness belongs to the natural order creaed by God.
‘Normal ill nesses' clealy exclude any ail ments resulting from intentional adions of witches

(wachawi) or spirits (mashetani). Describing two types of homa, atraditional heder explained:

“Thereishoma (‘fever’) from God which ismalaria. Thisiseasy to betreaed. Anacther type of

homa can be caused by spirits. Thistypeisvery difficult to trea and it comes time after time.”
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Thewitches' crafts

Belief in witchcraft (uchawi®) is widespread in Tanzania despite along history of anti-
witchcraft campaigns (Green, 1994 Mesaki, 1994). In Lipangalal a, plenty of fictional andlived
storiescirculate, forming part of everyday conversations. Thereishardly anybodywhodoesnaot
believe in witchcraft and most informants affirmed that they have been in contad with it, either
diredly or indiredly asvictims or as aresult of beingacaised of performingit.

Witches are male or female alults who have a@uired the skill of creding cdamities
which they use intentionally to harm others. Many witches are said to be found among the
traditional heders (waganga wa jadi, singuar: mganga), since a person who hes the power to
hed has also the power to harm. The heders, when referring to themselves, claim that they
would never ad aswitches even if they could, but recognise that there are other hederswhodo
sell their evil pradices clandestinely to clients.

The most commonly cited motives for harming are related to jedousy and hatred. Thus
witcheraft suspicions and acaisations usually occur amongneighbous, friends or relatives. An
attadked person can be struck by any kind of affliction such asill ness, bad luck, barrenness
abortions and aher misfortunes.

Thewitches work isoccult; they ad seaetly at night when they areinvisibleto ordinary
peopleandvictimsare morevulnerable. A common pradiceof witchcraft isto apply poisonows
substances, usually plant extrads, which can either be putinto foodanddrinksor placed onroads
and homesteals. A witch can aso prepare a ©ncoction by bali ng toxic leares and roots and
blowing the vapour in the diredion of the personto be afflicted. A different form, particularly
feared, iswhen spedally skill ed witches use the power of evil spirits. It issaid that some people
have the power to keep and control majini (bad spirits) which can be sent to the victim with
sinister intentions. These witchcraft attadks are perceved to be very serious sincethe spiritsare
sent to destroy the victim’s life existence and ultimately to kill . The evoked affli ction does not
necessarily manifest itself in the targetted person him- or herself but may appea in any close
family members, bringing misfortune over the entire homestead. Whileit is said that children

canna be posessed by majini, they arethemost frequent indirea victimsfalli ngill when aparent
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is attacked. The majini are capable of provoking an immense diversity of symptoms, thus
imitating any ‘normal’ ill ness

The traditional heders have the skill s to deted witchceraft through spirit-mediumship
divination(kupigaramli) andtotrea it by performingcleansingritualswhere avariety of herbal
remediesare applied. The hedersaso havethe power to proted their clientsfrom witchcraft by
preparing charms and amulets (hiriz) or pladng‘medicine’ onthe groundof the homesteadsto
contravene the evil effeds. People spend considerable anounts of their wedth to safeguard
themselves, their famili es, the household and the fields. The protedion is often orly partial,
espedally if thewitch isextremely powerful, or it canloseits eff ediveness in which caseit has
to be renewed. Once somebodyis attadked by paverful, sent spirits, the heder is usually only
ableto ‘cod them down’ and proted against new attads.

While for ‘normal illnesses’, like malaria, people generally state that the ‘ Europeans’
have better medicine, in cases of witchcraft, the ‘haspital people’ canna help in any form.
Indedd, it is felt that treament with western medicine is nat only inadequate, but can even
aggravate the condtion d the patient.

Rethinking illness: the ambiguity of malaria

Asarealy noted, people have aclea concept of cause, symptomatology and treament
of malaria. However, in adua ill ness episodes, they are confronted with the ambiguity of
malaria. Firstly, becaise the symptomatology d malaria itself is inherently ambiguous. The
manifestations of malaria are variable and its symptoms often diffuse, making a differential
diagnasis based on the dinicd presentation dfficult. Secondy, because asolutely identica
symptomatologies can be equally well explained using different interpretative models that
coexist in the locd cultural repertoire, i.e. ‘malaria’ and ‘witchcraft’. This makes a causal
attribution based on the observation d symptoms imposshble. The question then is which
interpretationis ‘seleded’ amongdifferent possbiliti es? With the onset of homa (‘fever’), the

most usual interpretationisinitially tothink of acommonand‘ normal’ ill ness(usually malaria),
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tredable with pharmacaiticds. People explicitly recognze this association, but as a first
orientation only. They can by nomeans be cetain of it before the disease is diagnosed and

successully treaed by a spedalist. In the words of one informant:

“First you haveto gofor examination (at the hospital). If they detea anythingwrong, they can
tred it there. It isamatter of trying. If they dori't find anything, | dedde to go to the mganga.”

Other possble interpretations - in ou analysis we only focus on those related to
witchcraft®- set in when the model of malaria does not provide satisfadory explanations for all
events that occur during ill ness In filling in the gaps, people cdl uponavail able knowledge
which transcends the li mitations of the model, as will be described below in the sedion onthe
dynamics of ill nessreinterpretation.

Duringthe course of theill ness suspicions of witchcraft may emergein caseswherethe
symptoms persist or regopea or when the ill nessis inexplicably aggravated. Charaderistic
indicaors for witchcraft are when the disease caina be deteded at the haospital, or when
antimalarial treament does not provide the expeded relief. Suspicions are reinforced when
unusual signs, indicaing the probable intervention of witches, coincide with the development
of thedisease. Thisisill ustrated by the ac@urt of amother whoone morningfoundher sonwith
high fever and naticed peauliar scratches on his skin. These she interpreted as the marks of the
witch’'s claws | eft behind after the atadk.

Sinceill nessexperiencesareinextricably embedded within peopl€e slifeworld, rethinking
ill ness takes place within a broader situational framework. Speaulations abou malevolent
intrusions mainly arise in the context of social conflicts, when a series of misfortunes in the
family occurs or when somebodyalready hasalonghistory of witchcraft experiences (cf. Mair,
1969 GonzdezEchevarria, 1984). The foll owing case gives an example of how existing social
tensions result in witchcraft acausation after ill nesshas not responced to hospital treament.

The informant had lived together with her husband for several yeas. When she was
pregnant with her sixth child, her husband left her and went to live with ancther partner. After
the child’ s birth, however, he deaded to return to hiswife and to take care of hisfamily. This,

in turn, upset the mother of the abandored girl-friend, whowanted him to get separated from his
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wifeandto marry her daughter. From then on, the wife and the annoyed mother werein constant
conflict. Oneday, thechildfell serioudly ill andwasadmitted at the hospital with severe malaria.
Despitetwo weeks of hospital treament, the child did not recover. Theinformant dedded to ask
for advicefrom amganga There, shewastold that her child wasnat sufferingfrom malaria, but
was bewitched by the mother of her husband's former girl-friend. The mgangasuccessully
treaed the dhild and proteded him from further attadks of the witch.

Dynamics of illnessreinterpretation: exclusivity and complementarity

In her analysis of the diversity of understanding hedth and ill ness Stainton Rogers
(1991 noted that for interpretingill ness people have accessto and use alternative explanations
which compete within a culture. She argued that the way to make sense of ill nessexperiences
is“aprocessof making explicit, at any predase point in time, one from a number of co-existing
complementary explanations’ (p.9). In the study community, malaria and witchcraft are two
distinctive models for understanding ill ness The informants stated that witchcraft can never
diredly cause malaria. However, witches are believed to be able to ‘play’ with the disease. In
people’s narratives of affliction, the cultural model of malaria is linked to the strategies of
witches acording to two different dynamics of ill nessreinterpretation. The first we shall cdl

‘exclusivity’, the second’ complementarity’.

Exdusivity

Intheinterviewswe observed that, apart from distinctive manifestations, such asepil epsy
or mental disturbance, people ususally think of ill nessas something‘normal’. A reinterpretation
of ill nesstakes placewhen itsadiologyisrecnsidered and an alternativeoneis substituted for
it. For example, thefirst diagnasisof anill nessas‘normal’ may bereplaceal by anew one, where
the cause is considered to lie solely in the sphere of spirits or witchcraft. The reasson why the
modelsof ‘malaria’ and‘witchcraft’ arein aexclusiverelationship relatesto the mode of adion

of witchcraft which can provoke exadly the same symptomsthat people attribute to malaria. A
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mganga explained:

“1f somebody wantsto harm, he can dobad thingsand cause malaria, but it isnot redly malaria.
Often youseesmall children who are very sick and at the hospital, they give injedions and the

child candie. Thisisbecauseit wasnot malaria, but witcheraft. But the symptoms are the same.”

The emic explanation of why witchesliketo imitate malariaisthat its symptoms easily misead
people, who will attribute them to a common, ‘normal’ ill nessthat needs hospital treament.
Witchcraft is camouflaged and the witch thereby gains time to destroy the victim. In the words

of another heder:

“Witchesareclever. They know that so many people are disturbed by malaria. They send majini
(bad spirits) to attadk the person andto cause problems so that people think it ismalaria. But it
isnatredly malaria. Atthe haspital, they won't detea anythingandif thereisdelay intreament,
the patient gets mentally disturbed.”

A few informants state that witches can cause amalaria-like condtion by preparing
parasites throughmagic powers and sending them with the majini. These fake parasites cause
the same symptomsas malaria. Usually, they canna be deteded at the hospital, but eveniif they
can, the treament with antimalarials fail s, becaise the parasites are not red.

Accordingtotheinterpretationof exclusiveexplanations, themganga cantrea thehedth
problem completely, asit isexclusively provoked by witchcraft. To attend the hospital isonly
thefirst step to find out the cause, and asitstreament canna adually be of any help, thereisno
nedl to return to the hospital afterwards. We shall seethat thisis different for the secondtype

of interpretation, complementarity.
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Complementarity

Exclusivity involves the co-existence and use of alternative causal explanations. The
concept of complementarity isused for the situationwhere multi ple causes, interadingwith eath
other, co-exist andinterrelatewhen explaining anill nessepisode. Complementarity isasyncretic
medahanism whereby concepts and logic derived from both biomedicd and locd models are
amalgamated in arder to gve meaningto ill nessexperience

Anthropdogists (Ackerknedt, 1985 Evans-Pritchard, 1976 Foster, 1976 Gluckman,
1976, intheir endeavour to understandthelogic of witchcraft, have applied theideaof diff erent
levelsof causality to nonwesternill nessadiologies. The‘immediate’ cause makesreferenceto
common adiologies, such as acadents, infedive micro-organisms, poison etc. Underlyingthe
‘immediate’ cause is the ‘ultimate’ cause, which is the intentional adion d witches, spirits,
ancestors or deities.

Immediate and ultimate cause are examples of complementarity, where the underlying
cause (witchcraft) is resporsible for a person’s contrading an infedious disease agent. In his
book on the African world-view, Mbiti (1990 provides a hypaheticd example of how

witchcraft can diredly provoke malaria:

“A bereaved mother whose child has died from malariawill not be satisfied with the scientific
explanationthat amosquito carrying malariaparasites stungthe chil d and caused it to suffer and
die from malaria. She will wish to know why the mosguito stung her child and nd somebody
else'schild. The only satisfadory answer isthat * someone’ sent the mosquito, or worked other

evil magic against her child.” (p. 195).

However, this dired relationship between malaria and witchcraft was not expressed by
the informantsin Lipangalala. They explained that an individual whois suffering from spirits
or witchcraft can be infeded with malaria, just like everybodyelse in the community. Malaria
and majini can simply co-exist, by coincidence, in the same person. People clealy stated that it
isnot passblefor witchesto sendinfeded mosguitoes. Onthewhale, all theacwourtsindcaed
that witches can never master living beings stemmingfromthe ‘redm of God', but they havethe

skill sto imitate and interfere with them. Simil arly, they said that when lions or snakes are sent
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to kill a particular person, these animals are not red, but produced by the witches' power to
conwvert, for example, a stick into an imitation d aliving creaure.

Another mode of witches' adion, reported by Caprara and coll eagues in their work on
AIDS on the lvory Coast, is where “witchcraft can force a person to ‘irrational behaviour’
exposing him/her to thedisease” (Capraraet al., 1993 p. 1231). Theinformantsin our studydid
naot offer analogouws examples of inappropriate behaviour - such as failing to use preventive
measures against malaria - being guded by witchcraft.

That some individuals get malaria more often than others is ascribed to their bodly
constitution. Bodily strengthisconsidered to bemainly related to innate propertiesof the person,
ageandgender. External fadors such asweaher condtions, hard work or poar nutritionare also
perceved to cause body weakness so that the person is more vulnerable to infedion. In this
sense, witchcraft can also be understood as an indired, underlying cause of malaria: People
reckoned that ‘ sent spirits’ can wegken thebodesof their hostsby feedingontheir blood which
renders them more susceptible to any ill ness including malaria.

Another, more explicit form of complementarity refers to the dired interference of
witchcraft with malaria. The community is well informed that malaria parasites, injeded by
mosquitoes, can be deteded in the bloodand removed with antimalarials. But it isalso knovn
that witches can ‘play’ with malaria to achieve their evil purpose. People believe that witches
have the skill to make malariaparasites occult in the blood- just asthey can make any ‘normal’
disease occult - in away that malaria canna be recgnzed by the spedalists at the hospital.
When theill nesscanna beidentified at the hospital, the suspicion of bewitchment may emerge,

requiring consultation with a mganga for divination. An elderly woman explained:

“Youcangodiredly tothe hospital. If they seethe problem, they cantrea it. But they might not
find anything. Then you go to the mganga. The locd treament makes the medicine & the
hospital work. If you don't go to the mganga, they won't seethe disease. Even if they make an
X-ray, al would just be black. Or if youhave malariaparasites, they won't deted the parasites,
the blood|ooks completely clean. Bad people have put ablad veil between you and the other
side, that’swhy they won't see anything. The mganga takes this veil away, then you can goto
the hospital. Themganga cannd tred the problem, he canna operate or trea malaria. Hisability
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isto take off the veil. For further treament, you go to the haspital, it needs highly experienced

doctors.”

Thehedth problemistheresult of two causesthat interad. The spirits sent by witchcraft

interfere with ‘normal’ malaria, taking advantage of the disease. In order to eliminate both

causes, two types of spedalists are needed: first the traditional heder who removes the power

of occultation exerted by the sent spirits and afterwards, the medicd personnel who treas

‘norma’ malaria.

Thefoll owing conversation between one of theinvestigators (SH) (1), amganga (M) and

one of her clients (C) with asick child ill ustrates the sequential use of baoth hedth care sedors

for oneill nessepisode:

=2

“What isthe dild suffering from?’

“Hewasvery ill withhomayamalaria, now thehomawent downandheisedingwell.”
“Did you ceted malaria?’

“Yes, the mother went first to the hospital, but there, they didn't detea anything.
Therefore, she cane to consult me and | deteded spirits.”

“The dcild has girits?’

“No, the mother. At the hospital, they didn't deted the parasites in the child’s blood
because of the sprits of the mother.”

“After the treament here, will you send the mother to the hospital ?’

“We dready went there dter | had applied the locd treament.”

“Andwhy did you come badk here?’

“To trea my problem of the spirits.”

“Andthe dild, doesit need further treament?”’

“No, he remvered, it’s only me who reals treament now.”

“What is the treament so far?’

“1 gave her (the mother) medicinefor bathinganddrinking, for 7 days. Then | asked her
spirits what they wanted. The spirits told me that they have now recaved the foodand
that they won't disturb her any more. So after these 7 days, they said that the mother can
take the dild to the hospital and there they will be &leto trea him. *
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Children, asin the case abowe, are frequently indired victims, and traditional treatment
isneeded for all affli cted family members. Bewitchment ispercevedtobeaseriousproblemand
itstherapy, includingprotedionagainst further attads, isalonglastingprocess A grea number
of patients have to undergo various treaments over a period d several months or yeas, often

spending upto seven days at atime, sometimes longer, at the heder’s place

From the hospital to the healer, back and forth

Beliefs in the ability of witches to imitate or interfere with diseases offer elements to
understand relevant aspeds of observed hedth-seeking behaviour. As mentioned ealier, with
the onset of malaria-like symptoms, the first choice for therapy, after home treament, is the
neaby district hospital. In most people’s view, diagnosis and medication at the hospital isthe
most reli able and convenient way for succesully deteding and treaing malaria. Moreover, it
is the most econamica option for finding ou abou the caise of the illness Only when the
patient or members of his/her therapy management groupare convinced that the problem cannat
be identified or completely treaed, might they consider consulting a mganga. In the
guestionraire, all mothersbut one stated that when their chil d suff ered from malaria, they would
first go to the hospital. If there was no relief, 60.6% would opt for traditional services after
having attended the hospital once (45.7%) or twice (14.9%).

Guessng and evaluating treament plays a pivota role in the process of illness
reinterpretationandhedth-seekingbehaviour, asill ustrated by amother whowas asked whether
the homa (‘fever’) of her child could also be caused by witchcraft:

“1 haven't gore to the hospital yet. How can | susped anything before going to the hospital ?
...Thefirst step isto goto the hospital. There, they can examine. Only when | seethat they have

tried their best, yet are unsuccessul, then | goto the mganga wa jadi.”

Inamodified state of consciousness the mganga revedsthe degy cause of the affliction

to the client. Oncethe heder detedsthe harmful intervention of witches, he or she hasthe skill s
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to neutralize the evil adions through application of herbal remedies. However, through
divination, themgangaisneither empowered to el ucidatethe detail ed strategies of thewitchcraft
being used nor to determine whether malaria parasites are present in the blood Notably, while
“rethinking ill ness’ is the processthat leas clients to the mganga, a refledion on whether
exclusivity or complementarity is applicable can only take placea posteriori, after evaluating
the outcomes of thetreament. Revery after the hedi ng performancesuppatsthe explanation
that sent spiritsimitated malaria. The heder’ streament procealsin order to proted the patient
from reaurrent attacks and there is no real to return to the hospital. Persistence of ill ness
indicates complementarity, either ‘occultation of parasites or ‘induced weakness. The
subsequent step isto gobadk to the hospital for achedk-upandfurther treament. Thissequential
therapy path, from hospital to heder, to and fro, determined bythe anbiguity of malaria, may
be repeded urtil the patient recovers. The foll owing case portrays how various events can be
intermingled and reinforce eab aher in the processof explainingill ness

A young single mother experienced a difficult delivery with her secondborn. She
figured that her neighbou - an elderly, chil dlesswoman - might have tried to harm her out of
jedousy. Her suspicion increased when she saw her small daughter suffering from reaurrent
episodes of severe homa. Over aperiod of nine months, she repeaedly searched for cure at the
hospital, where they treaed the child with antimalarials. But despite treament, malaria
perpetualy regopeaed, fostering her suspicion that her neighbou was trying to bewitch her in
order to kill her daughter. She dedded to ask for advice from a mganga, who confirmed her
suspicion, treaed the child and proteded her with an amulet against further witchcraft attadks.
Some months later, the woman's homestead cauglt fire when a sudden gust of wind blew over
the moking fire in the badkyard. Soon after this event, the dild, who bythen had lost her
amulet, fell ill againwith highfever. The mother rushed the chil d to the hospital, but no disease
could be deteded. The concurrent incidents alerted her and she consulted ancther, well-known
mganga. He corrobarated that the neighbou was still bewitching her. To both her andthe child,
he administered ‘bitter’ treament over a period o seven days. The mganga instructed her not
to take any (‘bitter’) antimalarials during the traditional treament. The ritual was completed

when a new nedklaceto proted the child had been prepared. After the seven days - homa was
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till persisting - she returned to the hospital where malaria was diagnosed and succesdully
treaed. Asked abou whether it would have been necessary to return to the hospital if the child
had recovered during the traditional treament, she said: “No, then you knav that it was not
malaria, but only malaria-like.” When we asked her what she would have dore if they still had
not deteded the disease & the hospital, she answered:

“This means that the (traditional) medicine has nat worked entirely and the treament neals to
berepeaed for ancther seven days. Thenyoureturnto the hospital andtherethey’ Il deted. If nat,
you go ladk to the mganga and badk to the haspital until they deted the parasites. Y ou shoud

nat get tired to continue with treament as longasthe dildis sck.”

The acmourt illustrates the refledions abou ill ness causation foll owing the logic of
complementarity (parasiteswere madeinvisible by witchcraft) and exclusivity (“then youknow
that it was not malaria, but only malaria-like”). It aso shows clealy that the explanation o
whether an exclusive or complementary adiology operated is a post-hoc interpretation, based
onthe course of ill nessandtreament success The dedsionto consult amganga was only taken
after several visitsto the District hospital. Other informantstoo explained that before movingto
traditional heding modaliti es, they had attendend the hospital various times becaise they were
scepticd abou havingreceived corred examinationsor treaments. Alsofor traditi onal therapies,
informantssometimes mentioned the neal to reasurethemsel vesof the correanessof divination
results by consulting several waganga in order to compare their diagnases, if they could aff ord
it.

Antimalarials, majini and local treatment

Theinterdependent and sequential treament of malaria andwitchcraft pases significant
problemsfor compli ance andadequatetreament with antimal arials. Peoplefromthe community,
and espedally the waganga, offer elaborate explanations of why the intake of antimalarials

before or duringthetreament of witchcraft may beinappropriate, ineff edive or even dangerous.
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Antimalarials are felt to be ssimply inappropriate and uselessif theill nessis exclusively caused
by witchcraft. Moreover, when witchcraft interfereswith malaria, it isconsidered ineffediveto
attend the hospital first, becaise initially, the mganga needs to counterad the spirits’ ability to
hinder biomedica diagnasisandsuccessul treament. Apart fromtheir artsof * making parasites
invisible’ and ‘imitating malaria’, majini are believed to rejed any effedive medicaion, e.g.,
by forcing the patient to vomit the antimalarials, making hig/her skin rigid so that injedion
neealles bre&k, or impeding the penetration d the injedion into the blood, resulting in alocd
abscess Intheworst case, it is said that spirits can induce sudden de&h after a dnloroquine or
quinineinjedion.

A further problemisconneded with the mmbination o antimalarialsandlocd treament.
For heding, the mganga usesaseledion of herbal remedies, some of which are extremely bitter.
Dependingontheheder’ sspirit (mainly ‘wild’ Chamkela) and onthe patient’ s symptomatol ogy
(espeaally for abdaminal pains), there is a tendency to apply ‘bitter’ (chungu) herbs to trea
witchcraft. The term chungu nat only refers to its taste but also to its ‘strength’. In the locd
classficaionof medications, ‘bitter’ isdichotomicdly oppcsedto cold’ (baridi). Western drugs,
too, areincluded into these two caegories. Of interest hereisthat for ‘cold’ drugs (e.g. aspirin
and paracdamol), there is no reed to take precaitions of simultaneous intake of different
medication, whereas an excessof ‘ bitter’ remediesisconsidered harmful (seecase studyabowe).

In the words of a mganga:

“Chloroquineis ‘bitter’ and paverful. ‘Bitter’ locd medicine is powerful aswell. If you give

baoth, it will harm the patient becaise he will get an overdose and the blood starts baili ng.”

This opinioniswidely acceted in the coommunity. In the questionraire, nealy all the
mothers (96%) affirmed that chloroquine and *bitter’ herbal treament could not be taken at the
sametime. To mix the two treaments alwaysrequires permissonfrom the mganga. He/shecan
either refuse to combine them or all ow aregimen with atimeinterval of several hours between
locd and western medicine.

Asaresult of these constraints for using antimalarials, the risk of non-compliancewith

treament schedules and delay in attending a biomedicd hedth facility presumably increases.
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Althoughthese ideas hardly ever present any problems at the beginning d an ill nessepisode,
they can gain relevance during traditional treament in cases where malaria persists or reaurs.
Espedally for infants and small children who have not yet aajuired semi-immunity against
malaria, adelay of afew days can have severe or lethal consequences.

Treament of witchcraft usually requires a period of seven days to deadivate the
pernicious powersthat are ‘playing with malaria. In the fight against the sent spirits (majini),
the mganga interprets aggravations of the patient’s condtion as signs of the spirits
rebelli ousness The angry spirits, when reading to treagment, seize the body from inside and
jigde it. Their fury makes the victim fed extremely week, trembling, shivering and losing
control over thebody. Stiffness vomiting, sudden fevers, convusions, andtalkingnorsense are
described as charaderistic manifestations of the battle taking daceinside the patient. Strong
majini can defea the mganga and leal to irreversible mental disturbance, paralysis or deah.
Nevertheless in despair, when the condtion becmmes extremely severe and is percaved to
require urgent treament, the caretaker might dedde to rush the patient to the hospital before
completing the heder’ stherapy, in spite of fea of the ‘wrath of spirits'.

What isinterpreted asreadions of the spirits corresponds well, from abiomedicd point
of view, to the development of inadequately treaed or untreated malaria. Although @ople ae
aware, too, of the symptomatol ogy of severe malaria, at this stage of the hedth-seeking process
the hypahesis of witchcraft isstrong, predsely because of the previous experienceof ‘ hospital

failure'.

Conclusion

A society where medicd pluralism is well established isrich in knovledge stemming
from diff erent explanatory systems. Themodel of ‘malaria’, regarded withinthe broader context
of cultural knowledge, not only co-exists with the model of witchceraft, but the two can aso
complement ead aher. Our data permit an understanding d the dynamics of ill ness

reinterpretationand, to some extent, they explain the sequential use of biomedicd andtraditi onal
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hedth care services for malaria and malaria-li ke symptoms.

In the community of Lipangalaa, the principal reason for delay in ead step of the
therapy path is certainly the limited avail ability of econamic resources, espedally before the
harvesting season. However, a variety of other fadors can retard prompt and appropriate
biomedicd treament. Our impressonis that in the study area a source of delay in repeaedly
seeking biomedicd treament can be explained by reinfedions, relapses and reaurrence of
symptomswhich areperceived as* hospital fail ures induced by thewitches' craft. Paradoxicdly,
beliefs in witchcraft and traditional heding are not ‘cultural obstades for people's faith in
biomedicd effediveness for treding malaria; on the cntrary, by dfering supra-normal
explanations for the limitations and fail ures of medicd pradice, these beliefsadually reinforce
the validity of western medicine in the view of people.

The study was not designed in afashion that would all ow usto make a statement abou
the extent of the problem that traditional treament can result in delay and non-compliancewith
antimalarials. As we have no guantitative data for adual episodes, it is difficult to assessthe
frequency of malariacasesthat are reinterpreted in terms of witchcraft andtreaed by waganga.
We think, however, that the described pattern of hedth-seeking behaviour israther commonin
the community. The opinion that witchcraft can be related to malaria is widesprea in the
community - in the questionreaire, 73% of the mothers stated that witches are able to imitate
malaria and 62% responced that parasites can be made invisible by witchcraft. There is data
showing that reaurrent malaria episodes (which can be perceived as ‘hospital failure’) are
common in the area & a result of frequent reinfedions (Smith, et al., 1993 and high rates of
incomplete curesdueto resistant parasites (Mshinda, et al., 1996. It isalso observed that theuse
of subtherapeutic dosages of antimalarials is often pradised.

Approachesin hedth information, communication and education has been successul in
transmittingknowledge abou whenandhow peopleshoud ad torecave appropriate andtimely
treagment for malaria. However, there is little information abou treament failures. This
information could effedively be transmitted duing the dinica consultation. Rather than
discouraging people in their beliefs abou witchcraft, the hedth personrel shoud thereby play

a key role in sensitizing patients and asssting them with clea explanations of prescribed
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treament and possbleoutcomes. The speafic recommendations, which could be discussed with
the hedth personrel, are to communicae to people that (i) incomplete treament can gve
temporary alleviation, but symptoms might regopea; and (ii) intake of antimalarials prior to
hospital attendance (acommon pradicein the aeg can produce partia parasite cleaanceand
thereby explain negative findings from abloodexamination. Information abou drug resistance
shoud be provided to encourage patientsto attend the hospital promptly if symptoms persist or
reaur.
The dallenge is to find ou how hedth personnel can effedively enhance dients

awarenessof corred administration of antimalarials and drug resistance. People, including the
waganga, are certainly open to additional information, provided it makes sensein termsof their

own experience

Notes

(a) Winch et al. (1996) mentioned that people referred to ‘fevers due to spirits’ also as ‘fevers
which do not respondto haspital treagment’, indicaing a reinterpretation of the caise dter
hospital attendance

(b) In the study area, the terms uchawi (witchcraft) and wachawi (witches) are known to
everybody, but they are usuall y avoided. People useinstead euphemismslike mkono wa mtu (the
hand of man), mchezo wa mtu (the game of man) or watu wabaya (bad people). Intheinterviews

and the questionnaire we used the aiphemisms.

(c) Naturally attadking and ancestral spirits are dso said to provoke malaria-li ke symptoms.

121



lliness naming and home treatment practices for malaria

- an example from Tanzania

Susanna Hausmann Muktand Joan Muela Ribeta

'Swiss Tropical Institute, Dept. of Public Hedth and Epidemiology, PO Box, 4002 Basel,
Switzerland

’lfakara Health Research and Development Centre, PO Box 53, Ifakara, Tanzania

SUniversitatAutonomadeBarcelonaDept.d’AntropologiaSocial 08193BellaterraBarcelona,
Spain

This paper has been presented at the workshop on “People and Medicines in
East Africa”, held in Mbale, Uganda, Nov. 16. - 20. 1998, organised by the Danish
Bilharziasis Laboratory (dbl), Copenhagen, and has been accepted for publication in t
workshop proceedings.

e




Paper 2: 1l1Iness naming and home treatment practices

Abstract

Evenin areasvherebiomedicabndtraditionalhealthservicesareavailableandeasilyaccesible,
the vast majority of illness episodes are managédmeandprofessionahelp is only sought
if symptomsecomesevereor persistBut althoughhometreatments widely practisedlittle is
known about how people decide what treatment to apply.

In an ethnogaphic study in South Eastern Tanzania we investigated damestic treament and
health-seekingehavioufor childhoodmalariawith aspeciafocusonpeople’schoicebetween
traditionalandbiomedicatreatmentsWefoundthatfor children peoplemadeacleardistinction
between‘normal malaria’ (malaria ya kawaida) and ‘cerebral malaria’, charaderized by
convulsiongdegedege). Paradoxicallyalthoughdegedege wasrecognizedsaconsequencef
malaria,hometreatmentwasvery differentfrom thatfor malaria.ln sharp contrast to malaria,
degedege wasprimarily treatedtraditionally, with herbalremediesandspecificpractices, and
practically no pharmaceuticals were administered.

Theexampleof thelocally usedtermsmal aria anddegedege, eachlinkedto differenttreatment
preferencesill ustratesthat in this setting knowledgeaboutthe causeof an iliness plays a
subordinateolein theselectiorof hometreatmentsRatherwe suggesthatit is thenameof an
ill nesswhich gudes peoplein their treament adions. Naming an ill nessautomaticaly evokes
a specificformulaor ‘recipe’ for the patiert (or caretaker), who then knows how to ad. The
concepbf‘recipeknowledgeprovidesaframefor understandingtheroleof nonreasoned adion
in treatment-seeking.
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Introduction

In the light of the curret WHO strategy to promote ealy recognition and prompt
treatmenbf malaria,communityundestanding and damestic treament of the disease becane
importantfields of investigation.Oneof the principal objedives of studies on cultural aspeds
of malariahasbeeno detecigapsn people’sknowledge Probablythemoststrikingfinding was
that in many areas,the community did not associate convusions with malaria, or only
occasionallydid so. Ramakrisina et al. (1988-89), for example, reported from their study in
Nigeria that convulsions were thoughti®provokedby leaving a child on the ‘cold earth’. A
numberof otherinvestigatordoundthatconvulsionsverelinkedto ‘supernaturatorces’rather
thanto malaria.Theattributionof convulsiongo a spirit whichtakeson the shapeof a bird and
attackssmall childrenis extensivelydescribed in the literature for both West (reviewed by
Bonnet 1986) and East Africa (Mwenesi 1993, Wigachl., 1996; Makembeet al., 1996).

This limited understanding d malaria intensified the cdl for localy adapted hedth
campaigns with the am of transmitting bomedica information abou cause, symptoms and
treagment of malaria dfedively (WHO 1993. The implicit expedation is that widespread
knowledgeof malariawill encourag@eopleto usebiomedicahealthservicesaappropriatelyand
promptly. But to what extentdoesimproving biomedicalknowledge redly change people's
behaviour?

While it is clearthat social and economiccorstraints may limit therapy choice the
guestiomalsomeritsattentionfrom a cognitiveangle.In this article, we discusshow traditional
notionsaboutconvulsionganpersistevenin acommunitywheretheyarecommonlyattributed
to malaria,andwhy adequaté&nowledgeabout malaria does not necessrily affed treament
behaviourThedatawe presenshedight ontherole of non-reasonedctionin makingdecisions

about treatment.
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Study setting

The studywas set in Ifakara, a semi-rural town in the Kilombero District of Morogaro
Regionin Southeastermanzania.This is an ideal place for investigating hav biomedicd
knowledgenfluencedreatmenpracticesFirstly, becaus@eoplearewell awareof malaria- in
thehighly endemicareaof the Kilomberoriver basin,practicallyeveryonehassufferedseveral
timesfrom it (Smith et al., 1993).Secondly thereis a remarkably high level of biomedicd
knowledgein the community (HausmannMuela et al., 1998, resulting from frequent
experiences of malaria gisodes, together with extensive hedth information which has been
providedfor manyyears through rational and locd hedth campaigns, involvement in malaria
researchprojects(Tanneret al., 1994), schooleducation,radio programmesand aboveall
attendancet the District Hospital in Ifakara. In addition, the inhabitants of If akara generally
havegoodaccesso biomedicaresourcesBesidegshehospital severaprivatepharmaciesffer
a broad seledion d pharmaceiticas withou prescription, including various types of
antimalarialsFurthermorechloroquineandantipyreticscaneasilybeobtainedn thenumerous
smallshopsin the community.For a descipition d the locd hedth care system seeAlilio &
Tembele (1994).

Alongsidebiomedicinenumeroudraditionalservicesxistin theregion.Thevariety of
healersand healingpracticesis enormousand complex,making a clear classfication aimost
impossible Thepeoplethemselveshowever differentiatebetweernwo basictypes:thehealers
who performdivination (kupiga ramli) andthe ones‘who only tred’ (kutibu tu). The more
renownednesn thecommunityaresurelythediviners.Theirdomainis principallyto dealwith
afflictions attributedto witches and spirits, whereas the heders who ‘only tred’ mainly trea
illnessesbelongingto the ‘natural order’. Amongthe latter, there ae on the one hand the few
herbalistavhotreatmostlyadultsandontheotherhandthe numerousknowledgeablevomen’
whospecialisen childhoodllnessesThe‘knowledgeableavomen’aresometimescal ed ‘ heders
of children’ (waganga wa watoto), but peopleusuallyreferto themsimply as‘grandmothers’
(bibi). They are mainly consultedby menters of their family or mothersof the immediate
neighbourhoodThe remedieghey apply are not only for treagment but also for ‘proteding

children from illnesses.
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M ethods

During 18 months gent living in the community we mlleded data on people’s
understanding@f childhoodmalariaandtreatment-seekinigehaviour BetweenApril 1995and
March 1997,we carriedout a total of 81 in-depth interviews mainly with mothers of children
underfive yearsold. A prospectivdollow-up studywith 10 mothersof childrenunderfive over
a period of 7 week&otal of 70 interviews)provided further in-depth data on understanding of
malariaandrelatedillnessesandon treatment-seekinfpr actualepisodesln 20 actualcasef
childhood malaria we asked in detail about treatment at home.

Basednthequalitativeinformation,we designe@questionnairén whichweasked 220
mothers of children under five about recognition of malanidrelatedillnessesandtreatment
practicesMostquestionsverehypotheticalpermittinginformationto beobtainecaboutnormal
and normative behaviourand about underlying ideas which gude people in their adions.
Questiongbouthelastmalariaepisodewhichprovided nformationabou adual behavior, were

also included.

Childhood malaria

Thequestionnaireesultsconfirmedthatthe populationhasa very clearideaof malaria
(seetable 1). Pradicdly al responcdents (98%) mentioned mosquito hites to be a case of
malaria. The malariaamosquito link is also part of everyday language and homa ya malaria
(‘malariafever’) is often usedsynorymously with homa ya mbu (‘fever dueto mosquitoes’),
reproducingermsandanalogiesisedoy theTanzaniaMinistry of Health(Wizaraya Afya), e.g.
in themanualof village healthworkersfor medicaleducationMkumbwa,1983).Othercauses
suchasdirty water(12%) andhot sun (5%) were dso mentioned, but always in addition to
mosquitoes.

Thesymptomdistedby themotherscorrespondedloselyto whatwould beunderstood
asmalariafrom thebiomedicalperspectiveNotably,convulsionsvereafrequently-mentioned

symptom(48%), afterfever (homa, 97%)andvomiting (75%).Unlike the findings from other
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areagreviewedn theintroduction),n Ifakaranearlyall (95%,whenpromptedYherespondents

recognised convulsions as a severe manifestation of malaria.

Home treatment and therapy choice for malaria

With regardo treatmenttherespondentstatechclearpreferencéor biomedicabptions
(seetable3). Mostsaidthatathometheywouldapplyantipyreticg75%)and/orspongehechild
(65%).Almostaquarten(24%) statecthattheywould treatthe child athomewith chloroquine.
Traditonal home remedies,on the other hand, were dealy nat perceved as a valuable
aternative. Althoughmany people knew some herbs which could help against malaria, they

usually stated that they did not use them. One informant explained:

"Thereis atreewhich helps.It is calledMwarobaini.Thisis like quinine,very bitterandstrong.
You haveto drink it, thenyou getbetter.Thereis onetreein ourgarden.But we don’t useit, we

go straight to the hospital.”

Otherssaidthattheywould only usethemin caseof emergencyif theywerefar from a
healthserviceor shopto purchas@antimalarialsin thequestionnairgurvey only onerespondent
answeredhatshewould useherbalremediesA similar patternof domestidreatmentouldbe
observedvhenweaskedaboutthelastactualmalariaepisode55%o0f therespondentstatedhat
they hadadministeredantipyretics,16% had gven chloroquine, 2% antibiotics, and orly 2%
herbalremediesWhenprofessionahelpwasconsideredo benecessarypeoplestronglyrelied

on biomedical facilities, as these words of one informant clearly show:

"Do youthink | couldgoto themganga for malaria?o, it is only atthe hospitalwheremalaria

can be treated.”

Only onemothermentionedhetraditionalhealerasafirst recoursewhile all theothers

said they would attend the hospital.
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Degedege

Althoughconvulsionsverelinked to malaria,theyweremoreexplicitly associateavith
aseverechildhoodillnesscalleddegedege. Thecharacteristienanifestation®f degedege which
the respondents listed were acute fd8df6),convulsiong81%), uncontrolled movements of
the eyes(83%), stiffnessof the body (60%) andshivering(54%) (seetable 2). Because of its
acutenessindbecauset is a life-threateningcondition, degedege is extremelyfearedby the
population Almostall therespondent§8%) statedthatif degedege is untreatedthe child will
die and 77% of them said that death can occur even within hours.

Thus while the term ‘malaria’ is primarily usedto describe mild or uncomplicated
malaria, degedege closely correspond€o what would be consideredfrom the biomedica
perspedive to be complicaed and in particular cerebral malaria (see &so Gesder et al., 1995;
Matthies, 1998). The terminology, however,doesnot mean that malaria and degedege are
regardedhsisolated distinctdiseasentities,ashasbeenfoundfor coastallTanzanigWinch et
al., 1996).In fact, degedege wascommonlyclearly understoodas a consejuence of malaria
(mentionedy 80%,andeven97%whenprompted) probablyasaresultof theintensivehealth
campaignshatfocusedmuchoninforming the communityaboutmalariain its differentforms.

Besidegnalariatherespondentmentionedhatdegedege canalsobe causedy spirits
(1%,8%whenprompted)py beingexposedo hotsun(2%,27%whenpromptedndespecially
by a certainbig moth (34%, 65% when prompted) - itself cdled degedege, which hasbeen
zoologically identified as Nudaurelia zambesina (Naturd History Museum, Basel). It was
describedhsaverybig insect,like a butterfly, of blackandwhite colourwith pointsor eyeson
its wings. Peopleexplainedthatdegedege is commonin theareaandflies aroundthe housesat
dusk.Whena child inhalesthe white powderwhich spreadrom the moth’swings, s/hewill be
attackedy degedege. Severainformantsrecountedhatoncethemothfalls ontotheground,it

moves convulsively, just like a child witlegedege. One informant remembered:

"Once my child was attacked by thigludu (insect)...Henvasplayingwith his friendsand after

he had touched thdegedege, | saw the child confused.”
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At first sight,onemightthink that,in analogyto thebird-spiritreportedrom otherareas
(seeabove) themothmightbeakind of naturalisedpirit. Thiswashoweverclearlydeniedby
the informantswho statedthat both the moth as well as the ill ness degedege belongto the
‘natural’ realm.Nevertheless the moth can be understood as a natural being byits nature but
similar to the spiritsin its characteristicstike spirits,the mothcomesin the darkness attadks
suddenlyandfiercely.Moreover thesymptomf degedegeresemblesocloselythoseprovoked

by spirits that they can easily be confused. One healer (female, aged 52) explained that:

“when a spirit entersinto a person’shody, it cancortrol the movements of its victim, seizethe
body from inside and vigorously shakethe armsand legs of the possessd, thus provoking

convulsions that might look likdegedege but are different from ‘normaliegedege.”

Malaria and thenoth coexistsideby sidein people’scausalkexplanations oflegedege.
Whichof thetwo aetiologiess referredto is notamatterof whatapersorbelievess correctbut
depend®nthenarrativecontextor ontheinvestigator'sjuestionsT o mentionbothcausesgven
in the sameaccountwasnot considereacontradictory andthe informants saw no reed for an
explanatiorwhichwouldbringthetwo modelgogetherOnly whentheinformantswvere'forced’
throughtheinterviewer’'squestionsgdid theysometimeprovideacomplementarlink of thetwo
causesOn one occasion, an informant replied that body wealpresekedby malariawould
makethe child moresusceptibld¢o beingattackedy the moth.In mostcaseshoweverpeople
themselvesvereunsureabouthow malariaandthe mothwereassociatedascanbe seenn the

following interview fragment:

"Oncethisbutterfly passesearbyijt leavedts powderandthis attackghechild. Thechild starts
geting fever,andit goesup to malaria.Thenit comesto degedege.” [The butterfly bringsfirst
malaria?] "Yes. It starts from malaria.” [And this malaria is hot cabyadosquitoes?] "It can
startfrom mosquitoespr youcangetit from degedege.” [And if malariais causedy thebutterfly
andyou go for check-up canparasitede foundin the blood?] ”Yes.” [Where ae they from?]
"Oncethebutterfly spreadshis powder,it attacksthechild. At the hospital theydetectmalaria

parasites. We don’t know whether it is from the powder, maybe?”
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The finding d the mexisting doulbe caisality has sgnificant implications for health
programmessit suggestshatevenif awarenesaboutseveremanifestation®f malariacanbe
raisedthroughinformation campaignspeoplewill not necessarilyabandon their traditional

explanations for it.

Home treatment and therapy choice for degedege

Althoughdegedege is widely recognizedhsa severestageof malariatreatmenathome
for degedege is very different from that of ‘normal malaria’ (seetable 3). While domestic
treatmenfor malariais principally biomedicd, degedege tendsto be treatedwith ‘traditional’
home practices:41% of the mothers said they would winate on the cild and 336 would
administerherbalremediesfor bathingand drinking. Some mothers mentioned using their
personalsecretcloth’ - referringto their sanitarytowel for menstruation for treatingdegedege
by wavingit overthe child’s body (12%), or preparing a paste of elephant dungto rub onthe
child’s skin (6%). Typically, asseverainformantsexplainedthesereatmentsreperformedat

special places, usually in the entrance of the homestead or at the threshold of the door.

"If degedegeattacksyouhaveto take[herballmedicineandputit anthecentreof thedoor.Then
you wash the child. Then youtake that medicine and spray it into hiseasand on hisface..and

you put some into the rope [for the child to wear as a protection].”

Lessfrequentlymentionel were spongng (23%) and administering antipyretics (10%)
or chloroquine (2%).

Our femaleinformantsstatedthatthey hadlearntthesetraditionalpracticesdrom their
mothersand gandmothers, but more often they mentioned having asked a bibi from the
neighbourhoodor adviceandespeciallyfor theherbs.Theboundariebetweerhometreatment
andtreatmentby a healerare, however, blurred as the wnsultation d the bibi is frequently
consideredo form partof domestichelp, not least because in many caseshithigs a relative

of theclient. All thesdraditionalpracticeswhethermperformedoy themotherghemselvesr by
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abibi, werenot seemasthe only measures$o take.Rather theyweresaidto beappliedasfirst
aid’ (huduma ya kwanza) in orderto cool downthechild’s bodyasa prepastion for attending
thehospital However themothersalsousuallyremarkedhatif thetraditionaltreatmenproved
to be successful and the child got relief, there was no need to visit the hospital anymore.
However,onthewholethehospitalwaswidely acceptedor treatingdegedege. 93% of
therespondents thequestionnairstatedhattheirfirst choiceof ahealthservicewould bethe
hospitalwhile the remaining7% would consulta bibi. If the hosptal was not perceved to be
successfulafter one or two attempts, three out of four responcents (73%) would opt for
traditional services - 47% for the bibi and26% for the diviner. Whetherasfirst or as cond
choice,the bibi andthe hospitalwerebothvaluedalternativedor treatingdegedege. To some
extenttheywerealsoseenascomplementarywhile biomedicaltreatmentvasfelt to be highly
effective, it was also consideredoo strongand therefoe dangerous if applied withou first

reducing the child’s body heat by traditional means.

Thetraditional model of degedege

Traditional treatmentpracticesfor degedege are not empirical but follow a symbalic
logic. Thislogic is, however not something explicitly existing in people’s mithdshasto be
reconstructedy theinvestigatoin orderto explainthehiddenessencef thesepracticesAt the
core of what we call ‘the traditional model of degedege’ is the moth around which all the
elemens are aticulated. On the one side, there is the metaphaicd link between the moth and
theillness i.e. the analogy ketween convusive movements of the moth when it falls on the
groundandtheconvulsionf apatientwith degedege. Ontheotherside,themothis associated
with darknessaanddirtiness,clearsymbolsof a dangerousnysticalpollution which hasto be
internally and externally cleansedusing herbal remediesand counteracté with powerful
substances, i.e. menstrual blood, urine and elephant excrement.

Thesebodysubstancearethemselvesonsideredo bedangerougpolluting agentsput
atthesametime, their powercanbe canalizedandutilized for differentpurposesln Ifakara,as

hasbeerdescribedor manyotherplacesall overtheworld (Bourke, 1976;BuckleyandGottlieb,
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1988 Doudas, 1966, they can be used for preparing charms either for protedion from
malevolenforcesandmisfortunesor for bewitchmentAs medicinesbodyexcretiondorm part
of the pharmacopoeiaf numerousmedicaltraditions.Theyareemployel for treaing various

commonillnessesandspiritualafflictions,andagainsimysticalcontamination like themothof

degedege.

The paradox

Contraryto what one would expect,our datashow that there is no clea correlation
betweenthe causalattribution of degedege andthe selectionof domestictreatmentin sharp
contrast to home treatmeuwit ‘normal malaria’, only a few mothers saw pharmaceuticals as an
appropriatehoicefor treatingdegedege. Despitethehighfever,only 10%saidtheywouldapply
antipyretics;and even more strikingly, despitethe association o degedege with malaria,
practically no mothers (2%) would administer antimalarials at home.

Paradoxicallyeventhe 76 respondenta/ho sawdegedege asa consequencef malaria,
andexplicitly deniedthe maoth as causal agent, preferred traditional pradices (urinating 39%;
herbalremedie22%; ‘secretcloth’ 2%; elephantdung13%)to pharmaeuticals (antipyretics
17%; chloroquine 1%) (see table 3).

Traditional treatment of degedege as ‘recipe knowledge’

‘Recipeknowledgeis atermintroducedoy Alfred Schiit21964)anddivulgedby Berger
andLuckmann(1966)in their well-knownwork "The socialconstuction of redity: A tredise
on the sociology d knowledge”. Persons dispose, the authors suggest, of a repertoire of
knowledge for adion which is, one might say, automaticdly at hand for coping with the
confrontation®f daily life. Thisknowledgas like arecipebookcontainingiormulaefor solving
routineproblems.Recipeknowledge’is usedin a pragmaticway. It is the type of knowledge

which is consideredcorrectfor dealingwith common occurrences. By its definition, ‘reape
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knowledg@' is not reasoned knowvledge: The formulas are sufficient for a person to know how
to act, but they do not provide the underlying relations between cause and effed. The ‘reape
knowledgefor treatinganillnessis, soto speaka‘schemeor therapeuti@action’,meaninghere
aculturallylearnedandwell-establishedormulawhich providesguidanceaboutwhatto doand
how to do it.

Wethink thatthe concepbf ‘recipeknowledge’offersa usefulframefor theanalysisof
ourdataontreatmenpracticedor degedege andprobablyfor otherillnessesAt least|t provides
aplausiblesolutionto theparadoxstatedabovethateventhosemothersvhorepliedthattheydid
notbelievein theillness-causingowerof themothmainlyusetraditionalpracticeslerivedfrom
the ‘moth modelof degedege’. Althoughthetraditionaltreatmenfor degedege is certainlynot
a routine in the sense aflaily habit- thekind thatthe above-cited authors mainly refer to - it
is a habitual practice which ‘everybody in the community knows about'.

Theherbalbathsandteasurineandmenstruabloodaswell astheelephanexcrements
all form partof ‘recipeknowledge’sharedy thewomenof thecommunity(we do nothaveany
quantitativedatafrom men).'Sharedknowledge’doesnot meanthateverybodyhasexactlythe
samebodyof ideas Obviously,individual variationsexistin thecompositiorof the‘formulae’,
dependingon the instructionsthe womenreceivedfrom their mothersor grandmothers or the
bibi, ontheirregion oforigin, or on the effectsof formerexperiencesRecipeknowledge’is a
guidefor action,butthisdoesnotnecessarilyneanthatit determinesheactiontaken.Probably
all thewomenof Ifakaraknow the‘traditional recipe’,yetsomewill neveractuallyuseit, beit
because¢heyremembebadexperiencedyecause¢hese practices corresponditbatwould be
considered ‘backward’, or because they see pharmaceuticals in principle as more effective.

In the real experienceof the illness, the ‘redpe’ for treaing degedege is activated
following aproces®f perceptiorandidentificationof symptomsin contrasto ‘normalmalaria’,
which usuallymanifeststself with a diffuse symptomatolgythat couldindicatevery different
illnessesandwhich thereforeneedgshediagnosticvalidationat the hospital,degedege presents
itself with very clear,unambiguousymptomswhich do na lease the mothers any room for
different interpretations.

An importantreault from our data is that knowledge @ou a speafic illness and in

particularknowledgeaboutits adiology, seensto play a subardinate role in the seledion o a
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specifictype of hometreatmentln other words, even thoughthe caise plays a central rolein
understandinghe internallogic of treatmentaswell asthe whole modd, the majority of the
respondentapparenthydonotestablisfracognitivelink betweernreatmenandcausality Rather,
it seemdhatthe naming d the ill ness (by the interviewer) automaticdly evokes a particular

‘recipe’ for treatment.

The interplay of ‘traditional’ and ‘modern’ knowledge

Themarkeddifferencein treatmenpreference$or malariaanddegedege alsostandsn
relationto anothetevelof associationdn everydayusagetheterms'malaria’ anddegedege are
associatetly thepeopleof Ifakarawith ‘modern’and‘traditional’, respectivelyButtheseerms
arenotbeingusedin achronologicakensebutratherpeoplereferto ‘traditional’ as‘belonging
toourownculture’,in contrastothe‘'modern’,'Europeanknowledgeandinstitutionsthatcome
from outside.In this way, the term ‘malaria’ is associated with ‘foreign’ things which the
‘experts’ know about, whereas degedege is immediately identified with autochthonous
knowledge.In the in-depthinterviews,people dealy described degedege as‘our iliness’, an
affliction completelyunknownto the Europeardoctorsandmissionariesvho arrivedin Ifakara
in thebeginningof thecentury.On severabccasionsmainly elderlyinformantsexplainedhat
nowadays;the hospitalpeople’know howto treatdegedege thanksto theinterventionof Sister
Arnolda.

SisterArnolda Kury of the Capuchin Order started her missionary activity in Ifakara in
thelate19205(Hardyet al., 1964).Throughoutall theyearsuntil herdeathin 1962,sheworked
in thecommunityasanurseandmidwife. Hercollaboratiorwith traditionalhealers sheherself
cultivatedandadministere@varietyof locally usecherbalplants- helpedo makeherextremely
popularandrespecteda thecommunity.Up to today,peopleremembeherasa persorof great
charisma and as somebody who understood their culture.

Onecansaythatatleastfrom the perspective of the community, Sister Arnqgitiyed
therole of amediatobetweeriocalandEuropearculture particularlyconcernindhealthissues.

More than oneinformart recourted that Sister Arnolda leant from the heders how to trea
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degedege andintroducedhis knowledgeto the‘hospitalpeople’.Hermediation theinformants
explained,enabledthe Europearndoctorsto recognizethe illnessandto adapttheir therapies
accordinglyln formertimes theysaid,somanypatientswvith degedegediedatthehospitawhile
nowadaysthanksto SisterArnolda, the doctors know that they first have to ‘cod down’ the

symptoms in order to reduce the illness to ‘normal malaria’.

The persistence of traditional treatment

It is clearfrom our studythatnowadayghe populationof Ifakaradoesgenerallyaccept
andappreciatdospitaltreatmentor degedege. Y et theideathattheillnessmustfirst be‘cooled
down’ at homeis widespreadandfor thisthetraditionalschemas clearlydominantOneof the
reasonsouldberelatedwith tolocalideasaboutprotection’.In thefirst monthsafterchildbirth,
the mothersusuallytaketheir newborngo a bibi who prepares amulets worn as a nedlaceor
ankletby thechild for protectionagainsimoto (literally: ‘heat’, referringto the contagiousheat
thatadultscantransferto childrenafter sexual intercourse) and degedege. Protectiondoesnot
mearthatthechildisimmuneagainstlegedege. It is saidthattheamuletwhichusuallycontains
elephantlung,repelgheillness-causingnoth.If, howeverachildis still attackedy degedege,

the amulet will attenuate the power of the illness. In the words of one informant:

"If heis protectedandthe mdudu comesandspreadshe powder, the child won't be atadked
verystrongly.Firstly, thedegedegeis afraidof thesmellof theamulet.Thereareonionsin it and
apieceof woodandelephantiung.Thechild wearst asanecklaceandthesmellof it makeghe

degedege go away. And secondly, the powder is neutralized by the protection.”

In asimilar sensethetraditional‘cooling down’ of degedege athomeis regardedasan
effective‘protection’ or ‘first aid’ beforeattendingthe hospital,which mayor maynotbeseen
to be necessary afterwards.

Thetraditionalformulaefor hometreatmentreclearlyvery persistentandthequestion

of why thisis soremaingo bediscussed-ollowing Schiitz(1964), recipeknowledge’persists
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aslong asa persondoesnot perceivea reasonto questionhis or heraction.Thus,aslong as
traditionaltreatrent of degedege is felt to bring relief, peoplearelikely to continuewith their
practices Furthermorepesides the quick, at least momentary, improvement of the condtion,
traditionaltreatmenfor degedege hasimportantpracticaladvantagesverhospitalattendance.
Thereis alwaysabibi wholives nearby andcanurgentlybeconsultecatanytime of thedayor
night. Accessibilityis notonly amatterof time anddistancethebibi is moreaccessibl¢ghanthe
hosptal with its predominantly male personrel because there is no social or cultural distance
betweerherandherfemaleclients.Probablythemostcrucialadvantagehoweverjs thefactthat
thebibi usuallydonotchargemoneyfor theirservicesMostcommonly theyaregivenareward
later on - a chickenor a cup of rice - which is e as a gift rather than a payment. All these
reasongsre particularlyimportantfor women,as they permit the treament of degedege to be

almost their exclusive affair, largely independent of men’s participation in decision-making.

Conclusions

The basicquestionwhich we posedin the introductionwasto what extentimproving
biomedicalknowledgeaboutmalariawould changgreople’sbehaviour Our particularinterest
in thispapemwasto elaboratenthisquestiorfrom acognitivepointof view. Analysingourdata
from Ifakaraon community perspeaives on childhoodmalaria we conclude that, at least for
domestigoractice knowledgeaboutmalariaacquiredhroughhealthinformation,evenif it has
beenwell understoody the population, is nat necessarily of first importance a the time of
deciding about treatmentaction. There is no doubt that a genera good knavledge dou
aetiology,symptomsand treatment does to a certakientinfluencepeople’sbehavioumwhen
someondalls ill with malaria,andrestts in their seeking the biomedicd treament generally
regardedaseffective. This can be deduced from the finding that in If akara, a cmmunity with
along hstory of hedth educaion, nealy everybody would opt for biomedicd treament of
malaria, either pharmaceuticals at home and/or attendance at the hospital.

However,the exampleof degedege raisesimportant questions concerning cedsion

making. We found that althoughalmostthe entire populationhas acceted that degedege
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correspondso severamalariathisdoesnotimply thattraditionalnotions particularlyaboutthe
aetiologyof degedege, have disappeaed. Rather, malaria and the moth coexist as independent
causeswithout peoplebeing much concernedabout elaboratingexplanationswhich would
coherentlyintegratethe two aetiologiesNeitherdoesthe link betwesn degedege andmalaria,
evenfor peoplewhoexplicitly denythemothasacausenecessarilymply thattheillnesswould
be treated as malaria.

We proposethat the idea of ‘recipe knowledge’ for treatmentprovides a possble
explanatiorfor the discrepancyetweerknowledgeandbehaviourln contrasto thedecision-
making which is determinedby reasoningaboutthe possiblecausesof an iliness, ‘recipe
knowledge’functionsby establishingan automatic asociation between the name of an ill ness
andits ‘therapeutic formula’. In an interview, the name of an ill nessis often mentioned by the
researchewhile askingquestionsin everydaylife, anillnessis namedwvhena particularsetof
symptoms appea that are so clea-cut that the identificationis not in doul, asis the aase for
degedege. Theformulaswhich arelinked to the name of an ill nesshave to be mnsidered in a
broadeicontext.Practicareasongor usingtraditionalratherthanbiomedicakreatmentsuchas
the economicand socialadvantageslescribedabowve, further reinforce the persistence of the
traditional practices.

It will beinterestingo knowmoreaboutthesituationsn whichanactionis reasone@and
in whichit isautomaticWethink thatin researclonhealthbehaviourincreaseattentionrshould
bepaidto theconcepbf ‘recipeknowledge’ asit mightcontributeto theunderstandingf non-
reasonedctionin makingdecisionsabouttreatmentandthusincreaseour comprénension d

treatment-seeking behaviour.
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MALARIA

Symptoms Causes
Fever 97% (100%) Mosquitoes 98% (100%)
Vomiting 75% (95%) Dirty water 12% (48%)
Convulsions 48% (95%) Hot sun 5% (44%)
Diarrhea 31% (76%)
Anaemia 1% (60%)
Enlarged spleen0% (14%)

Table 1: Symptoms and causes mentioned (and prompted) for malaria, N=220.
DEGEDEGE
Symptoms Causes
Fever 84% (99%) Malaria 80% (97%)
Eyesrolling 83% (99%) Moth 34% (65%)
Convulsions 81% (96%) Hot sun 2% (27%)
Stiffness 60% (95%) Spirits 1% (8%)
Shivering 54% (97%)
Diarrhea 1% (16%)
Anaemia 0% (34%)

Enlarged spleen0%  (3%)

Table2: Symptoms and causes mentioned (and prompted) for degedege, N=220.
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Malaria Degedege (1) Degedege (2)

(all respondents) (Moth denied)
Antipyretics  75% Antipyretics 10% 17%
Sponging 65% Sponging 23% 30%
Chloroquine 24% Chloroquine 2% 1%
Herbal remedied % Herbal remedies 35% 22%
No treatment 2% No treatment 17% 14%
Urinating 41% 39%
“Secret cloth” 12% 2%
Elephant dung 6% 13%

Table 3: Home treatment for malaria and degedege. Degedege 1 includesall
respondents (N=220). Degedege 2 only includes the respondents who
explicitely denied the moth as a cause oegedege (N=76).
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Paper 4: Cost and affordability of traditional and government services

Abstract

Sincetheintroductionof use feesystems in the government hedth faaliti es of most African

countries,which shifted pat of the burden o financing hedth care onto the community,

affordability of basichealthcarehasbeenamuch-discussetbpic. It is sometimesassumedhat
in areasvherehighlevelsof spendingor traditionaltreatment@recommon peoplewould be
ableto pay for basichealthcareat governmentafacilities, but may not be willing to do so.

However,examiningwillingnessto pay andability to payin the broadercontextof different
typesof illnessandtheir treament leals us to a very different conclusion. In the course of a
medicd-ethnogaphic study in south-eastern Tanzania, we found evidence that people may

indeedbewilling, but may neveathelessnot be able,to payfor biomedicalhealthcare— even
whentheycanafford costlytraditionalmedicineln thisarticle,we suggesthattheability to pay
for traditionaltreatment can dffer from ability to pay for hospital attendance for two main

reasonsFirstly, becausenanyhealers- in contrastio the hospital- offer alternativego cash
paymentssuchascompensatiom kind orin work, or paymenbnacreditbasis Secondlyand
moreimportantly becaus¢heactivationof socialnetworksfor financialhelpis differentfor the
two sedors. Espedally for the poar, ability to pay for hedth care depends a grea ded on
contributionsfrom relaives, neighbous and friends. The treament of the ‘personalistic’ type
of illness,whichis carriedoutby atraditionalhealerjnvolvesanextendedin-group,andthere
is highsocialpressuréo complywith therequirementsf thefamily elderswhichmayinclude
providing financial suppat. In contrast, the csts for the treament of ‘normal’ ill nesses at the
hospitalare usually coveredby the patienthim- or herself,or a small circle of relatives and
friends.
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Introduction

It is well known that wide sectionsof the populacein urbanandrural Africa spend
considerableamountsof moneyon traditional therapiesThis fact hasfrequentlyled to the
conclusiorthatif peoplecanaffordthehighcostof treatmenby traditionalhealerstheyshould
alsobeableto payfor basichealthcareatgovernmentafacilities. In arecenttudyof traditional
healersn TanzaniaPattersoiBakari(1997)observedhatthecostsof treatmenby healersvere
oftenhigherthanthefeesof thegovernmentahospital fromwhichsheinferred:*Therefore one
cannotsaythatmostpatientscannotpayfor basiccaretheyreceiveatgovernmentacilities, but
maynotbewilling to payfor treatmentheyseeaslesseffective,convenienbr accessibléhan
that obtainablefrom traditional healers.”(p.5). The quotationpresumeshat high levels of
spendindor traditionaltherapiesneanthatresourcesor payingfor healthcarearepotentially
available Thus,whethempeopleattendpublic healthfacilities or not, whentheyhaveto pay,is
regardedhsa questionof willingness ratherthanability to pay. Alreadythebaselinedocument
for the Bamakolnitiative, the influential World Bank Policy Study (1987, used the same
argumenfor promotingtheintroduction of user fesystemsnto the public healthcaresector,
whereservicesat thattime weregenerallyfree. Itwasarguedthatthe amountpeoplespenton
traditionalpractitionergndicated‘an ability andwillingnessto payfor traditionalcurativecare
andperhapgor someneffectualdrugs;thepublicsectorcouldtapthissourceo financemodern
curativecareandeffectivedrugsandfree public fundsfor prevenive programs’ (p.31). This
statementhasdirectpolicyimplications.Theaval abilit y of resourcesoften seans 0 self-evident
thatit is animplicit assumptionn manydiscussion®f policy-makersaboutpromotingprice
adaptationsandextension®f userfeesystemgo theprimaryhealthcareservicesBut doesthe
fact that people pay high treament fees for traditional hedersredly indicae ageneral ability
to pay for basic health care?

In this article, we explore thguestionof willingnessandability to payfor biomedical
ascomparedo traditional servicesfrom an anthropologicaperspectiveOur reflectionsare
largely based on field observations from an ethnographic study focused on lay perspectives of

malariaandits treatmentgcarriedoutin Ifakara, the capital of the Kilombero Distriatsouth-
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eastermanzaniapetweeril995and1997(HausmanmMuelaet al., 1998).A laterconsultancy
studyfor the St. FrancisDesignatedistrict Hospital(SFDDH)in Ifakaraon theimpactof the
cost-sharingystemMujinja et al. 1997)stimulatedheideaof re-examiningour ethnographic

data and seeing what light they could throw on the discussion of user fees.

In the semi-ruraltown of Ifakara(for a descriptionof the areaseeTamer et al., 1987,
1991)both biomedicalandtraditionalhealthfacilities exist side by side.Whil e both types of
healthcareproviderschargefor their servicesthetraditionalsector,onthewhole,is knownto
befar more expensive than the government fadliti es. The more expensive traditional services
are intensively used, so at first sight it would appea that the popdation d Ifakara has
considerableesourcesvailableto pay for healthcare.Nevertheless, when we interviewed
clientsof healersyve metmanypeoplewho werespendindargesumsof moneyontraditional
therapies, but at the same time said tt@yld not afford to attend the hospital. To understand
this paradoxwillingnessandability to payfor eitherbiomedicalor traditionalservicesannot
bedetachedrom the socialcontextof illnessandtherapy We arguethatpayingfor healthcare
is conditionedby a combinationof specificfactorsthatapply differently to the two types of
health services.Since perceivedaetiology plays a key role in the doice of hedth care,
willingnessto pay,andtheinvolvemenbf socialnetworkdn illnessmanagementye beginwith
adelineatiorof thelocal classificatiorof illnesscausationSecondlywe consideithedifferent
typesof treatmentavailable, treament choice and willi ngressto pay. Thirdly, we consider
differences in payment modaliti es; and finally, the role of the social network in traditional as

compared to biomedical treatments.

‘Normal’ and ‘out of the order’ illnesses
Fortheinhabitantof Ifakara,andprobablyfor most African societies, aetiologythe

main elementaccordingto which illnessesare broadlyclassified.Peopledistinguishbetween

‘normalillnesses’or ‘ilinessesof God’ asopposedo illnessescausedy witchcraftandspirits,
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sometimes also referred to‘ast of the order’ ilinesses. ‘Normal ilinesses’ are said to belong
tothenaturalordercreatedy God.Theyareunderstoo@spartof humanrife andsuffering,and
can‘just happen’to any exposedand susceptiblandividual. In this snse, ‘norma’ disease
agentsaffecta personaccidentally.This is not to say that such ill nesses are wnsidered to be
unavoidablesinceit is knownthatpreventivemeasureseducesusceptibility butit doesmean
thatnointentionis seerbehindthem.Thecause®f ‘normalillnessesareanimateor inanimate
naturd forces or condtions such as germs, hed, cold etc. Localy recognised ill nesses like
malaria,schistosomiasigiarrhoealdisease®r ‘worms’ are dl clasdfied as‘normal’. People
believethatthe hospital,with its technicalexaminatiortools andmedicalexperts, is the most
effedive site for a mrred diagnosis and treament of a ‘normal ill ness. However, athough
biomedicine is generally said to be stronger and more powerful than locd treaments, for the
treatmenibf certain‘normalillnesses’ knowledgeablelderly women who administer herbal
remedies,and are specialistsin treating childhood illnessesand reproductivedisordersof
women, are sometimes preferred.

‘Out of the order’ ilinessestypically include afflictions like barrennessimpotence,
mentaldisturbanceindchronicdisordersHowever,'supranormalpathogenareconsideredo
provokeanykind of sign o symptom, thus making dfferentiation from ‘normal ill neses a
priori difficult. Thedistinctivecharaderistic of ‘out of the order’ ill nesses is that they are not
treatableatthehospitalbutarethedomainof thetraditionalhealersespeciallythediviners,who
havethe skills to enterinto contactwith the invisible world. The treament system for these
ailmentsis markedlydifferentfrom that of ‘normal illnesses’.Diagnasis is not based onthe
examinatiorof clinical manifestations the sick patientis sometimesiot evenpresent - but is
obtainedthroughdivination (kupiga ramli). Most of the heders in If akara use the power of
spiritsfor divination. During the divination sesson, the heder invokes the spirits by chanting
and burning incense. Then, when the spirits arrive, the healesaatsediumthroughwhich
the spiritsrevealthe deepcauseof the client’s problemor misfortune and its treament. Both
menandwomenpractisedivinationthroughspiritmediumshipAnotherformof divination,only
performedoy Muslim men,usesArabicbooks.Bookdivinersarerespected/uslimleadersvho

havelearnttheir skills in along apprenticeshiplheydo notinvoke spirits;thedivining power
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is said to be contained in the Arabic verses inspired by Allah. The verses are read out aloud in
Arabicandtheirmeaningexplainedo theclient. Both Muslim andChristianclientsconsultthe
few book diviners in Ifakara.

Divinationaimsto identify thereasonsvhy apersons struckby misfortune Threemain
typesof agentsaresaidto afflict people. Themostcommonandmuchfearedtypeis witchcraft
(uchawi). The performancef witchcraftis relatedto quarrelsandfrictionsin the socialworld.
Witchcraftsuspicionsndaccusationareusuallyraisecamongneighboursrrelativesnvolved
in conflicts,who arebelievedto ad out of jedousy and hetred. Witchcraft is a very serious
misfortunesincetheaim of thewitch is to tortureandultimatelyto kill. Thevictims sufferfrom
the perniciouseffectsof poisonousubgances or foreign oheds, like thorns and small bores,
whichareputinto theirbodiesby thewitch. Or, evenmorecommonly theyareattackedy bad
spirits (majini) which are sent to them through witchcraft.

Thesecondypeof agentsareancestraspirits(mahoka) whoaresaidto sendmisfortune
to punishtheir descendantd they are neglectingtheir obligationto worship them. Unlike
witches, the mahoka trouble only membersof the kin group, with the moral intention o
remindingthemto performthe family rituals. The manifestationgrimarily appeain children
whofall sick,andmaydieif theceremoniesrenotcelebratedWitchcraftandancestraspirits
canbelabelledaswhatFoster(1976)callspersonalisti@etiologiesi.e. “the active,purposeful
interventionof anagent”(p.775).The third type, finally, comprises the many dfferent spirits
wholurk everywhereandattacktheir victims unexpectedlywith no prior relationshipgbetween

the spirit and the victim.

Hospital and traditional health carein Ifakara

Asthecapitalof theKilomberoDistrict, Ifakarais well servedwith a370-bedeferralhospital.
Formerlyaprivatemissionaryfacility, the hospitalwasdesignatedo the KilomberoDistrictin

1976. While the ownershipof the structures remained with the diocese, the St. Francis

DesignatedDistrict Hospil receved government subsidies for reaurrent expenditures and
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offeredfree healthservicesto the population (for details e Frel, 1997). In response to the
economicrisisin theTanzaniampublichealthcaresectorandaspartof thehealthsectoreform
processthehospitalintroduceda cost-sharingystenin 1993,beingoneof thefirst institutions
todoso.Thesystemadopteds onafee-for-servicdasiswith separatehargedor consultation,
admissionexaminationlaboratoryandoperatiorservicesDrugsareprovidedin aprivate non-
profit-orientedpharmacyadjacentto the hospital.In recentyears,the system has undergore
repeatedadaptaions and price mark-ups. However, routine treagment in the out-patient
departmenis still relativelycheapAt thetime of thestudy treatmenbf uncomplicateanalaria,
one of the most frequent interventions, cost an adult patient around $ 170 ($ 0.50 for
consultation$ 0.85for labservicesand$ 0.35for drugs) Ontheotherhand jn-patientreatment
(% 4 for oneto four days)andexaminatiorfees(between$ 1.70 and $ 850 per examination)
increased costs considerably.

The'folk’ sectorencompassesbroaddiversity of healersvho live andpracticein the
communities. The officia list of the District Cultural Officer includes 63 heders for Ifakara
alone(Matthies, 1998).Thesearetheoneswhohavepaidthecompulsoryicensefee.However,
the majority of healersare not registeredso the real numberis muchhigher. A few heders
practisefull-time, andsomeof themevenhavein-patientclinics (describedn detailby Gessler
et al., 1995;Matthies,1998).Most healershowever.engae in farming as their main adivity
and practisehealingonly part-time.The incomeof the different typesof healersfrom their
practicesvarieswidely. The pure herbalists and ‘knowledgeable women’ who spedalise in
childhoodilinessesoffer their servicesasa sidelineactivity with very modest costs or free of
chargeThediviners,ontheotherside,chargehigh pricesfor their servicestheirtherapiesare
substantially more expensive than hiomedicd treaments. With their skill in mastering
supranormapowersdivinersgenerallyhavearelativelyhigh socialandeconomicstatusn the
community.However big differenceof wealtharealsofoundamongthem.A healer'sncome
dependsnuch on hsor her reputation and the status of the dients. Furthermore, they usually
do not have standardfees, but charge acording to the hedth problem, the duration d the
treatment and the wealth of the client.

At thetime of thestudy,typical feesof anordinaryhealerfor basictherapywerearound
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$ 1 for divinationandbetweers 5 and$ 15 for aone-weekreatmentDependingonthewealth
of theclient, howeversuch‘simple’ treatmentouldgo upto $ 50 andmore.Thefeesdo not
includetheritual utensilssuchasa pieceof cloth,achickenandspecialspicesetc.,which have
to beboughtby theclients.‘Out of theorder’ ilinessesusuallyrequirelong-lastingor repeated
therapeutiénterventionsandmostof theclientsareundertreatmenbvermonthsor sometimes
evenyears.For witchcraft problemsthe mast frequentafflictions, treatmentusuallynot only
meansuringtheailment,butalsotaking precautionaryneasuresgainsturtherattacks.Thus
largeamount®©f moneymaybespenbnapplyingprotectiorto theafflicted,theotherhousehold
members and the entire homestead.

Treatmentbecomesmost expensie when the heder prescribes participation in a
drummingritual. The public ritual called ‘drums ttie spirits’ (ngoma ya mashetani) lastsfor
two to threedays.Severahealerstheir assistargand a group d patients take part in dancing
and singing to the rhythmic sound d the drums. Under the guidance of the leading heder, the
badspiritsarechasedwayandthepatientgeceivetreatmentBarrenwomen,andmothersvho
weresufferingfrom barrennesandarebelievedto haveconceivedchildrenthanksto the help
of thehealerreceivespeciatreatmentndblessinggrom thehealer’sspirit. Clientswhowere
diagnosedashavinga spirit who wants them to take up dvination become possessd and the
spirit speakghroughthem,giving requestandinstructions Althoughthe costsfor the ngoma
ritual aresharecamongtheclients,theyarestill high,sincethedrummersthehealers'services,
food andlocally brewedbee for all the participants neal to be paid for. Depending onthe

number of clients, agoma may cost a client between $ 10 to $ 70 or more.

Willingness to pay

Are people more willing to pay for traditional than for hospital services? In ou

ethnograplt studywegainedinformationabou peopl € sexpedationsof traditional and hospital

service, andtheirviewsonthequality of careandthefeeschargedPeoplegenerallyexpressed

a high willingnesdgo pay for hospital care. With respect to the (spiritual) healers, the common
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opinion was that most of them charge too much for their services. What makes people spend
largeamountsof moneyfor traditionalservicesn spiteof thisis thatthereis no otheroption.
The choicebetween the two hedth care sedors, the biomedicd and the traditional, is guided
primarily by the expectedreatmensuccessThetradtional heder is consulted when it is felt
thatthehospitalwill notbeeffective eitherbecaus¢heproblemis notaphysicaloneorbecause
theillnesshasalreadyfailedto respondo hospitaltreatmentLookedatin thislight, theattempt
tocomparewillingnessto payfor thetwo differenttypesof servicess highly questionableSince
thereis no alternativeto attendinga healerfor treating‘out of the order’ ill nesses and the
hospital for most ‘normal’ ill nesses, paying the fees is a matter of necessty rather than of
willingness.

Whenweaskedheinformantsan afocusgroupdiscussiorabouttheirwillingnessto pay
for traditional treatment,a lively discussionaroseaboutwhetherhealersshoud be paid o
whetherthey shouldoffer their servicesfor free. A few informantswere of the opinion that
heders roud servethe mmmunity withou expedingany compensation. Most, however, agreed
thatthe healers deserved a good payment, since they spend a lot of theim tire& practice
andshouldbe remuneratedThe main concern they raised was that of confidence This was
interestingpecausé is commonlyassumedhatconfidencen thepractitioneris astrongfactor
in people’sdecisionto attenda healerinsteadof thehospital butwe obtainedaratherdifferent
impressionAlthoughtheempathyin thepatient-practitionerelationshipgs lowerwith hospital
personnekwho were accusedf beingrude and giving only scanty information) than with
traditional healers the informantswere muchlessscepticalabou the trustworthiness of the
hospitalthantheywereabouttraditionalservicesTheywerevery critical aboutthesincerityof
themajority of healersywhotheyallegedto bestronglybusiness-mindedhtherthanhavingthe
intentionof servingpeoplelt wassaidthattherearemanyfakehealersvhoonly pretendo have
the skills of divination,andactuallymanipulateandexploit clients in order to oltain money.
Sinceaccessotheinvisiblespiritualworldis thedomainof healersprdinarypeoplecannothave
anycontroloverthevalidity of diagnosisandtreatmentin contrastpeopleexpresseduchfaith
in the hospitalmainly becauseof its technicd examination tools throughwhich a ‘normal’

iliness, in their view, can be infallibly detected.
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Confidence— and, linked to it, willingnessto pay —is certainly a aucial fador when
peoplechooseamong different healersor betweenmedicalpraditioners and herbalists. For
decisionsbetweenbiomedicineand spiritual treatmenthowever,it plays a subardinate role.
Here,the determinant fador is the perceived cause of ill ness whether it is‘normal’ or ‘out of

the order’, and hence the expected treatment success from the different health care providers.

Payment modalities

Themajorityof theinhabitantof Ifakaraaresubsistenctarmersmainlycultivatingrice
andmaize(Tanneretal., 1987).Agriculturalproductionis themainsourceof householdncome
in the area(KVTC, 1993)andincomepatternsthereforeundergolarge seasonafluctuations
determinedby the agricultural calendar.The paymentmodalitiesoffered by the traditional
healersaarewell matchedo people’seconomicsituation. Althoughthehealerausuallypreferto
be paid in cash,manyalso accet payments in kind. Espedally when crops have just been
harvestedfood is a common means of payment. The period before the harvest, which is
economicallythe mostdifficult time, is alsoalabour-intensivédarmingperiod,andclientsand
their supporterganoftencompensatéor treatmentostsby working onthe heder’sfields. A
frequentpracticeis to startthetreatmenbnacreditbasis thoughthisis usuallyonly offeredto
clientswho haveto undergolong-lastingtreatmentsr who areknown to the healer.If after
sometime theclientis notreadyto pay,the treament isinterrupted and orly continued when
thedebtsarepaid.Healerscomplainedhowever thatmanyclientsavoidedpayingby moving
to another healer for treatment continuation.

Thesealternativepaymentschemes- in kind, by labouror on credit— enablepeopleto
copebetterwith healthcosts especiallyduringthetimeswhenresourcesrelimited, thanthey
canwith the hospitalsystemwhere‘no cashmeanso treagment’. Furthermore, in contrast to
hospitalchargesthoseof healersaareusuallynegotiableandareoftenadjustedo theeconomic
statusof the client. Most appreciatedvere healerswho chargedpar of the fees only after

treatmentsuccessln the opinion d the informants, their credibility as heders who serve the
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community was highest.

Table 4 summariseghe main differencesin methodsof paymentfor hospital and
traditionalservicesln theliterature ,paymenimodalitiesareoftencited asthe maindifference
betweertraditional and homedica services with resped to ability to pay (e.g. Russall, 1996
Abel-Smith and Rawal, 1992). However, althoughcertainly relevant,they cannotentirely
explainwhy somepeoplestatethattheyareableto afford traditionalbut not hospitalservices.
The key issue,we think, is the way in which the social network is involved in ill ness
managementyhichleadso differentpattern®f resourcenobilisationfor payingfor traditional

and hospital treatments.

Hospital Traditional Healer (Diviner)
When to pay? before treatment is startedduring treatment or after recovery
How to pay? cash cash, kind, labour work
Fees fixed negotiable
Table4 Payment modaliti es at the hospital and the traditional hedth services

Social network support

Copingwith illnesscostsis normally nat the endeavour of the sick person alone but
involves assistancérom a social network. It is a widely held view that in Africa etended
familiesfunctionaswell-structuredsocial suppat nets' for ill nessmanagement. Thisview is
strengthenetby the numerousanthropologicatlescriptionof treatmentsn which the family

takespart. In his famouswork in Lower Zaire, Janzen1978)analysedn detal the ways in
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which kinshipgroupsareimplicatedin diagnosisandtreatmenthoice.With his investigation
of the ‘therapy managing goup, he cdled attention to the influence of family networks in
therapeutiprocessedilis conceptanbeappliedfor studyingtheeconomiacostsof illnessand
strategiegdo copewith them,ashasbeen suggested by Sauerborn (1996). However, Janzen
focussedis casestudieson severeandchronicillnessedor whichheportrayedhepivotalrole
of extendedyroupsof relativesin illnessnegotiationrandmanagementor ‘banal’ or ‘simple’
healthproblemsin contrasthealreadypointedoutthatthe‘therapymanagingyroup’comprises
only a few persons and is much lessrelevant. There is thus a dea difference of the role of
kinship and other support groups for different types of ailments.

Similarly, we foundthat the involvement of relatives differsfor ‘normal’ ill nesses and
‘personalistic’illnesses!Normal’ illnessesaffed primarily the individual, thoughthey do d
coursehavea socialdimension,becauseopingwith illnessentailsreallocdion d time and
economiaesourced thehouseholdSauerborret al., 1996a)andatthefamily level. To what
extentreallocationgakeplacedependsery muchonthepositionof the sick persorwithin the
householdand the kin group. There are good ground for supposing that under difficult
conditions,lesseffort to savea person’slife would be undertakerfor a sick child than, for
examplefor themoney-earningnalehouseholdead Furthermoreillnessactivatesocialroles
which, following the moral nomms of society, demarcate resporsibiliti es for caring and for
financialaid. However,economimbligationsarelimited to only afew closerelatives—usually
mainly the husbandor father. And, more importantly, the social pressureto observe these
obligations emsto be rather low. A close look at patients’ strategies for coping with ill ness
costsgivesriseto doubtabouttherelevancef solidaritynetworksfor payingfor basichospital
cae. At least in ou study, tight family bonds and arganised suppart structures for paying for
hospitaltreatmentseemedo be a myth ratherthanreality. Adult men,andalsoa surprisingly
large number of women, reportedthat they usually pay for routine hospital attendances
themselveslf they hadreceivedfinancial support,it was usually after asking for help from
severalpersonsandoftenonly asaloan.In child hedth care, examples of wegk family bonds
areparticularlyevident Althoughthenormis thatfathersareeconomicallyresponsibldor their

children,theburdenof payingfor ahospitalvisit for asick child notseldomfell onthemother.
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Womenof the community complainedoutspokenly abou the indifference of husbands and
partnerdowardstheir children.A fatherwho caredfor his childrenwasconsidered fortunate
exceptiorratherthantherule, whichillustratesthatsocialpressureo complywith thenormis
minimal.

In contrast;personalisticillnessedeadto amuchbroadessocialinvolvementTheyare
perceved as vital family matters, which concern persons belongng to the extended kinship
groupratherthanonly closerelatives.Notably, when somebody is affeded by witchcraft or
spirits, members of his or her kin-group are urged by the family elders to participate in the
traditionalhealingprocessassistingn decision-makingswell asfinancially,accordingotheir
positionin the lineage.Beforeandduring traditional treament, family gatherings are held in
orderto discusgherapyactionsandpaymentsandevenrelativeswho live far awayhaveto be
consultedand contributeto the therapy. For ‘personalistic’ ailments, unlike for ‘normal’
illnessesthekin groupexertshighsocialpressurenits memberso complywith theireconomic
duties. This can goso far that, as we could olserve, persons who rejed witcheraft beliefs are
forcedto givefinancialsupporto theperformancef anti-witchcraftherapiespotwithstanding
their reluctance.

Thereis thusa very differentlevel of involvement of extended kinship groups in the
managemerdf illnessegdreatedy thehealerascomparedoillnessedreatedchtthehospital But
why doesthekin-grouptakeon a muchmorecentralrole for ‘persoraistic’ than for ‘normal’
illnesses?

‘Normal’ illnessesrefer to a natural disorder within the individual body whereas
‘personalistic’illnessesnanifesthatsomethings wrongin thesocialworld, andendangethe
group.'Personalisticillnessegevealperturbedsocialrelations’(Augé1984:80) meaninghat
anunderlyingsocialconflict manifeststself in theform of illness.Suspicion®f ‘personalistic’
causatiorof illnessmainly emergan the contexteitherof existingquarrelsamongrelativesor
neighbourgwitchcraft) or the negleding d family customs (punishment by ancestors). The
person who is struck kiiness is not necessarily the person in conflict or the transgressor, but
the victim can be any memberof the disorderedkin-group. In this sensethe sick person

representkisor hergroupand,atthesamedime,embodies ‘socialillness’ (Turner,1970).0n
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the other hand, ‘personalistic’ illnessescan be regarded as cia aill ments, becaise they
transcendhevulnerabilityof theindividualandcanpotentiallyharmanybodyin thefamily. As
long asno counermeasures are taken, misfortune and dceahs are likely to continue within the
kin-group.This signifiesthateveryonen thelineageis atrisk of beingthe nextvictim of the
perniciousor puritive adions, and the eistence of entire families is jeopardised. In fad,
people’seconomidehaviouiin treatment-seekingeemso follow thebasiclogic thatthemore
an illness affects a social group, the more will the group be involved in illness management.
Figure 7 deli neates the relations between the nature of the ill nessand the adivation d
financial resourcedor traditiond as compared to haspital treament. However, the marked
contraswhichis reflectedhasto belookedatwith caution Firstly, becaus¢hemanysituations
of illnessandtreatmentannotberigidly categorisedA personn ahighposition,for example,
is likely to becapableof mobilisingresource$rom his or herextendedkin-groupfor aserious
‘normd’ ill nessneeding costly treament at the hospital. Or, when an affliction attributed to
witchcraftis thoughtto haveits origin in aminor conflict, it will presumablyhotsetin motion
acomplextherapymanaginggroup’with theparticipationof anextendedin-group.Secondly,
thedichotomyshownin thefigure is misleadingn thatit suggestshatwith theonsetof illness
the type of aetiology,the appropriatetreatmentand the socialimplicationsareimmediately
determinednddefinite.Ratherjlinessneedd$o beunderstoodsaprocessvhereinterpretations

and reinterpretations of the caise can lead to complex therapy paths (Hausmann Muela et al .,

Hospital Traditional
healer
(diviner)
‘Normal —— 3 Closfs rﬁlc?tives, ‘Personalistic’ —— Extended
cause \ / neigllehbostjrs cau\ / ingroup
Low social High social
pressure pressure

Fig. 7 Activation of financial resources in relation to the perceived nature of illness and health
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1998. In the @urse of the ill ness episode, the involvement of suppat groups in ill ness
managementanthereforesuccessivelghanggJanzen1978).With theshiftin interpretation
from a‘normal’ to a‘personalistic’iliness,the supportof thegroupwill changerom asimple
toacomplexsocialinvolvementfrom thesupporiof closerelativesandfriendsto authoritarian

directions from the family elders, accompanied by increasing social pressure.

Conclusion

Pe@le's ability to pay for hedth care is not only determined by treament costs but
depends on a series of other econamic and social fadors. One of these is the role of payment
modalities.In the studyareawe foundthatsometraditional heders (diviners) offer flexibility
with respectto when and how feesareto be paid, andthis is well adapéd to the econamic
constraintof the population.The popularityof their systemmight motivatehealthplannergo

createcomparablalternativeso thecurrentrigid pricingpoliciesof biomedicahealthservices.

The role of socia networks in coping with ill nesscosts is even more important, andis
little acknowledgedn policy reports.We haveillustratedthat the financial contributions to
illnessmanagementy relatives friendsandneighbourglearlydiffer accordingo whetheran
illnessis perceivedto be causedoby spirits or witchcraft - and thus only manageale by a
traditional healer- or whether it is though to have anatural cause, for which biomedicd
treatment is usually preferred. Thus, to assumethiedict thatmembers of a community can
affordtraditionalhealthcareimpliesthattheycanafford biomedicahealthcareis questionable,
and could evebedangerous. In health policy discussions it might be used as an argument for
promoting pricing adaptationsand extensionsof user fee systems, but this is probably
unjudified. We anphasise the need to carry out studies on the impad of hedth costs on the
communitybeforeuserfeesareincreasear extendedln particularaffordability studiesshould
considemwho ultimatelypaysfor thetreatmentandinvestigatahefactorsthatcontributeto the

involvement of social networks.
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Our reflectionscentred on thevari ous support networksimplicated inillnessmanagement
in relation to the perceived nature of illness, but support networks certainly also change with
respect to the perceived severity, the situational context and the capacity of individuals to
mobilise human and economic resources. Support networks do not function asrigid structures,
but have afluid organisation. Information is needed about the members of the support networks
and their relation to the sick person and to each other, their social and economic status, their role
within the network and the community, and social pressure exerted on them. A better
understanding of these points might contribute to a public health perspective of basic carein
which illness and its management are seen in the context of the family and the community. We
think that these observations should be considered within the ongoing review of cost-sharing

schemes as part of health sector reform processes in Africa.
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Paper 5. Women, seasons, and resour ce-seeking

Abstract

Even in areas where hedth fadlities are available, patients often delay before obtaining
professonal care. Espeadally in children, febrile ill nesses such as malaria can progressvery
rapidly, even a short delay can have severe or lethal consequences. An important reason for
delaying treament is the time spent on resource-seeking, i.e., the time which passes from the
dedsion to attend a hedth fadlity until money is foundto cover treament costs. In 22 case
studies, we explored how mothers obtained money for covering tregment costs for a recent
hospital attendancewith afeverish child. For women whowerenot suppated by amalerelative,
finding money was not only difficult and budensome, pladng them at an increased risk of
delaying hedth care, but also caried potential negative long-term implications. Particularly
important isthefinding of aseasonal pattern of risk asaresult of aninteradionbetween disease,
gender, and labour fadors. During the wet and ealy in the dry season, when malaria
transmisgon is highest, agricultural work most intensive, and the e@namic situation most
adverse, women and chil dren are most at risk of infedion and also of delaysin treament. Our
datasuggest that hedth programsandinvestigationshoudincreasingly include gender-sensiti ve
and/or season-adapted approadies. Based on gender inequalities in accessto resources, we
proposerecommendationswhichfoll ow thelineof a‘ gender and development’ (GAD) approad,
i.e. apoalicy approach which centres on gender-related fadors and their underlying reasons.

KEY WORDS: coping strategies, malaria, gender, seasonality, Tanzania
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Introduction

The current strategy of WHO to reducemal ariamorbidity and mortality centresonealy
recogntion and prompt treament (WHO, 1993. Rapid identificaion d malaria and adequate
treament can prevent irreversible compli calions and avert most deahs. However, evenin areas
with good accessto hedth services, it is common for malaria patients to present at hedth
faciliti es late or not at al. Thisis espedally problematic for children, as their condtion can
deteriorate very rapidly, and even a short delay in tredment can have severe or letha
consequences. Recant datafrom Tanzania estimate that 90% of all deahs of chil dren under five
yeasold whosuffered from fever with seizure occurred at home, 48% of them without any prior
contad to aformal hedth faality (AMMP, 1997).

One of the most important fadors that can cause delay is the time spent on resource-
se&king, that is, the time which passes from the dedsionto attend a hedth fadlity until cashis
foundto cover dired andindired treament costs. Accessto resources depends not only onthe
adual availability of cash, but also on hav effedively resources can be mohili zed, which is
largely determined by aperson’ ssocial network andthe cagpadty to develop“ coping strategies”
(Sauerborn et al., 19963). These, in turn, are influenced by gender, both of the sick personand
the person resporsible for obtaining treament.

Inarecent article, Tanner and Vlasff (1998 stressed the importance of gender isaues
in treament-seeking behaviour for malaria, and cadled for a better understanding d gender
differencesin order toimplement malariainterventionprogramsmoreeffedively. Most literature
ongender and hedth care has regarded resource-seeking and control over resources asamainly
mal e dominated sphere. Some authors, however, have focussed their investigation ontherole of
women in coping with ill nesscosts of their famili es. For example Cosminsky (1987 reported
from a Guatemalan plantation that “when a husbandis unable to provide cash for medicines, the
resporsibilit y fallsonthe woman. She must resort to strategiesto supdement the wages andfind
ways to increase her resources’ (p1166. Similarly, it was found that widows and separated
women living in female-headed househalds in the urban setting d Dar-es-Salaam, Tanzania,
were left to fend for themselves and their children (Obrist and Minja, 1997).

Inthisarticle, we explore the role of women in resource-seeking for malariatreament in
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children. “Malaria” as used in this paper isnot defined in abiomedica sense, but isbased onthe
mothers’ diagnosesof the child’ sfever, which did nat always correspondto the diagnastic results
from the hospital. In particular, we focus onthe coping strategies of women who canna court on

the eonamic suppat from the father of their children or other male family members.

Study Setting

Thestudywasconductedin Ifakara, the cgpital of the Kil ombero DistrictintheMorogaro
Region, Southeastern Tanzania. With its estimated 40000 inhabitants, Ifakara is the main
settlement of the Kil ombero Vall ey, abroad floodplain where malariais highly endemic (Tanner
et al., 1991, Smith et al., 1993. In the hedth profile from 198385, malaria ranked first as a
pubic hedth probleminthe area(Tanner et al., 1991) and hospital recordslist the disease asthe
leading cause of mortality for children under fiveyeasold (Schellenberg et al., 1999 St. Francis
Designated District Hospital, Annual Report 1993.

Peopleof theKil ombero Vall ey mainly engagein subsistencefarming, cultivatingrice and
maizeasthemost important staplefood(KV TC, 1993. Theuncertain climatic condtionsandthe
diversity of micro-eclogies with only few highly fertile zones are the most criticd fadors for
farmers and gealy limit large-scde aop production (Zehnder et al., 1987 Monson, 1991).

Inhabitants living in and nea town centres have increased accessto cther econamic
adivitiessuch astrading, businessand paid employment. The main field work wascarried out in
Lipangalaa, a subvill age of Ifakara, which although oty few kilometres away from the town
centre, has very rural charader and most of its inhabitants engage in subsistence farming.
Lipangalala belongs to the lessdeveloped areas of Ifakara which does not have an eledricity
suppdy and howsingis generaly poa.

AsaDistrict cgpital, Ifakara has areferral hospital. The St. Francis Designated District
Hospital (SFDDH), aformer missonary hospital, iswithits 371beds one of the biggest haspitals
in Tanzania. The hospital aso offers primary hedth care services to the popuation o Ifakara.
Since1993 acost-sharing systemshas been establi shed chargingfor consultation(chil dren under
five yeas of age are officialy exempted) and diagnastic services (Mujinja et al., 1997).
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Prescribed drugs haveto be purchased from the private sedor, either from the non-profit oriented
hospital-based pharmacy or from one of the severa profit-oriented town pharmades.
Antimalarials, antipyretics and sometimes antibiotics can also be obtained withou prescription

from the numerous small shopsin the ommunity.

M ethods

Much of the badkgroundinformationis based onour ethnogaphic research focussed on
lay perspedivesandtreament-seeking behaviour for malariawhich wecarried out between 1995
and1997inLipangalda(Hausmannetal., 1998. Asinformantsrepeaedly emphasised econamic
constraintsasthe main barrier to seeking prompt care, we dedded toinvestigate resource-seeking
behaviour for hospital attendances. During the wet season, in March, which isthe econamicaly
most adverse period, we caried ou in-depth interviews with 22 mothers who hed recently
attended the hospital with a dild suffering from aaute fever, considered to be malaria by the
mothers. The seledion of the motherswas aconveniencesample, identified by informationfrom
other female study participants and acquaintances. Theinterviews were carried out in Kiswahili
withthe asgstanceof a(male) locd interpreter. We enquired systematicdly abou whogenerally
paid for treament when this child was sck, and who spedficdly paid and hav money was
obtained for thelast hospital visit. Weal so recorded informationabou the mother’ smarital status
and the occupation of the person who peid for the last hospital visit. In three focus group
discussons (FGDs) - one with mothers, one with female and ore with male ten-cdl |eaders
(baloz) of thecommunity - andintwointerviewswith femalekey informants, diff erencesamong
women in the ommunity, their status and gender-related problems were discussed.

Further data was avail able fro us from a study of the impad of (Mujinja et al., 1997
caried out half a yea later, during the dry season in September 1997, where 22 adults were
interviewed at the hospital pharmacy abou payment for drugs. Due to the diff erent setting, the
seledionof the studygroupandtheinterview approad, thisdataset isnot comparableto the case
studies of the mothers, but it does provide alditional information for the eonamicdly less

adverse dry season.
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Gender differencesin accessto resour ces

No matter in what sedor of economic production, men tend to have alvantages over
women. In agriculture, the mainincome generatingadivity intheregion(KVTC, 1993, men are
clealy dominant in cash crop farming while women are more likely to engage in subsistence
farming. Thisisrefleaed in the substantial differencesin the mean halding sizes between men
and women as they were observed in the socio-ecnamic survey for Kilombero and Ulanga
Districtsin 1991to 1993 The report concludes that “the difference could more likely be due to
differential accessto capital andlabour rather than to legal or customary barriersto women land
ownership...” (p.24).

Tradingasamajor sourceof incomeisalso dominated by men. Shopsin town and stands
onthe main market aswell asthe numerous small shopsinthe community are almost exclusively
owned by men. Most other small-scde enterprises which provide socia prestige and a regular
income are undertaken by or off er employment to men, who work as carpenters, masons, tail ors
and bcyclerepairers.

Asin other East African regions (Whyte, 1997), wage labour oppatunities exist for both
men and women, but the mgjority of salaried jobs are occupied by men. Women can be foundin
salaried jobs, but most of them require spedal training, like those of hospital nurses, teaders or
seaetaries. With the difficult accessfor women to seandary education, only afew women have
the oppatunity for such training. Amongunguali fied workers, men are again in an advantageous
pasition sincemost jobs, like deaingforests or guarding houses, require amale labou force

The only income generating adivity open to women on a large scde is petty trading.
Althoughmen have the morelucrative oppatuniti es, li ke selli ngfish or game med, or suppying
shopswith items bough in bigger towns, the majority of petty trading adivitiesis carried out by
women. Onasmall scdeandusually onirregular basis, women trade home-madepastries (locdly
known as chapati, vitumbua, maandaz), green vegetables, firewood, charcoal, tobacw etc. All
these adivities require little cagpital but on the other hand provide only a small profit. An
exceptionisthe brewing of loca beea (pombe). For the Kilombero District, it was estimated that

143



Paper 5. Women, seasons, and resour ce-seeking

locd bee brewing was the major source of income in 6% of the househalds a magjor and a
seondary sourcein 35% (KVTC, 1993. Asin other regions of Tanzania (unicef, 1990, bee
brewing is the surest and most profitable source of income for women duing the dad

agricultural season.

Who receives support from whom?

Itiscommonly assumed that in Africathe burden of caringand hedth costs does nat fall
onthesickindividual alone, but isshared by an extended kinship network. Elsewhere (Hausmann
et al., 2000 we have agued that this might well be true for ill nesses perceived to be caised by
spirits or witchcraft, but not for ‘normal’ ill nesses which are treaed at the hospital. As spirit and
witchcraft problems are social in nature and do na only affed an individual but concern and
endanger a whole kin-group, the dedsion to attend a traditional heder (diviner) tendsto be a
matter for the family, and is direded bythe dders. In contrast, ‘normal’ ill nesses, for example
malaria, only affed the individual diredly. Simple hospital interventions therefore only involve
the suppat of animmediate circle of relativesor friends, andrarely that of an extended group of
persons. Thisisaso confirmed in the case studies, bath of the mothersinterviewed at home and
those at the pharmacy. Among the 22 mothers, all the 11 who receved help were suppated by
animmediaterelative. In the pharmacy data set, out of the 11 personswhoreceaved help,10were
supported by a dose family member and orly 1 by a nonrelative. Male patients who were
suppated were either elderly men or students who depended on other persons. None of the
eonamicdly adivemenrecaved suppat. In both datasets, the suppatingrelativeswere almost
alwaysmen, usually either partners, fathersor, for elderly patients at the pharmacy, their sons. In
only 4 cases (3 of the 22 mothers and 1 person in the pharmacy data set), was the suppater a
female relative, either the mother, mother-in-law or a sister.

While nore of the mothers of the 22 case studies was in a paid job at the time of the
interview, many of the male supparters had an occupation with aregular income: 4 of the 8 men
who suppated their partner for the last hospital visit in the present study, and Smen of the 11
who were recorded as suppating a patient in the pharmacy data set.
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Itisstriking for thiscommunity that many chil dren are born out of wedlock. At the time
of theinterview, only 9 mothersout of the 22 case studieswerein an establi shed rel ationship with
the sick child’ s father or his family: 6 were married, 1 in processof marriage, 1 in dvorce and
1 was awidow. All the other 13 mothers were nat, nor had they ever been married to the sick
child’s father. The relationship to the child’s father was found to be highly determinant with
regard to apartner’ seconamic suppat of the child: Womenwhowere married to thesick child’'s
father (or in an establi shed relationship with him or hisfamily) could almost always court onhis
(or hisfamily’s) help. Only in 2 caseswas a married woman nd (or only irregularly) suppated
by her husband. Althoughboth these accepted the child astheirs, they had usually refused in the
past aswell asin the latest episode to pay for treament costs. Women who were not married to
the sick child’ sfather typicdly had to strugd e themselves, or receved alittl e suppat from their
own family. There was only 1 case of a nonmarried woman who was (abeit irregularly)
suppated by her partner for child care. Among the other 12 fathers, 5 accepted the dild bu
refused to pay, 5 denied fatherhoodand 2 ted left Ifakara.

These findings draw attention to the unequal situations among women with regard to
econamic suppat asaresult of their relationship to the father of the child (and hisfamily). Even
under the most adverse econamic condtions, amarried woman is at least likely to be suppated
in coping with treagment costs, as husbands in this community mostly seam to fulfil their
eoconamic obligationsin child hedth care. Unmarried women, onthe other hand, usually have to
fend for themselves.

Women whose partners refuse to pay generally have a doulle burden. Not only do they
have little accesto eaonamic suppat from others, but they are usualy restricted in accessto
resources, and rarely have aregular income. To study their strategies for coping with treagment
costsistherefore of particular interest, asthey are more at risk of delaying adequate hedth care

for their children (and themselves).

Coping strategies of mothers not supported by a malerelative

Amongthe 22 case studies of mothersinterviewed intheir homes, 14women said that for
the last hospital visit, they had na been suppated by a male relative, but either had to fend for
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themselves, or (in 3 cases) recaved help from afemalerelative. At thetime of theinterview, only
2 o the 14 mothers were married, one & her husband' s sondwife.

Wefocussed our analysisonthreemain questions. How dothesewomenwholadk suppat
from a male relative cope with treament costs? In what way may their coping strategies
contribute to delay in seeking care? And what are possble negative longterm impads resulting
from coping with treament costs? Speaal attentionwas given to the influence of seasonality in
women’s coping strategies and their consequences.

In a society where the mgjority of people are subsistencefarmers and small scde traders
and money is limited but increasingly neaded for clothing, schod fees, fertili zers, taxes etc., to
cover treament costsiscertainly not an easy endeavour. A seriousill nessepisoderequiresurgent
treament and thusimmediate cash. Women of the community have adopted avariety of coping
strategies which they carry out with more or less siccessin readion to these immediate cah
requirements. From the case studies, we could discern seven strategies, often undertaken in
combination and acmrding to the women’s «ill s, their situation at the moment and current
oppatunities. Theseven strategiesare: takingmoney from savings, sellingcropsor brewingbee,
caryingout petty business engagingin casual labour work, borrowingmoney, pawning personal

items, and attempting to find lessexpensive treament.

Savings

If savingsareavail able, prompt treament ismost likely to occur. However, although @ing
savings is of gred advantage at the moment of treament, it can have important negative
implicaions on abroader level. It may mean that a person has to cut back on aher, lessurgent
investments, as for example amosquito net or fertili zersfor the fields, for which the money was
beingsaved. Onalarger scde, higher treament costs canimply morefar-reatingconsequences.
One of the 22 mothers interviewed told us that becaise a member of the family had required
urgent surgery they had been unable to carry out planned repairs to the roof of the house. In
ancther case, recorded during our ethnogaphic fieldwork, a daughter could not continue with
higher education because her sister, living far away, had to bein hospital alongtime.

Most women, however, donat have savingsat their disposal. Assubsistencefarmers, they

haveto strugdedail y for even the small est amourts of money. Amongthe 14 caseswherewomen
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had to raise the money for treatment, none stated that they had access to savings.

Crop sales and beer brewing

After the harvesting period, selling cropsis certainly the most practised and one of the
quickest strategiesfor obtaining cash. Crop salesare, however, much determined by local market
fluctuations. In the months after harvesting, when there is an abundance of crops, it can be
difficult and time-consuming to find a customer, and crops often have to be sold at very low
prices. The urgent need for money is likely to further reduce the prices. Most serious are the
implications for subsistence farmers, for whom unforeseen crop sales at one stage mean food
shortages | ater. To purchase staple food from the market later in the agricultural year isadouble
financial burden. Not only does staple food need to be bought, but because of an increased
demand towards the end of the cultivating period, it has to bought at a much higher price.

Duringthelast monthsbefore harvesting (mainly from February to April) cropsaremainly
sold by men engaging in cash crop cultivation, but only exceptionally by women. Among the 14
case studies, which were recorded in March, only 2 mothers reported to have obtained money
through selling rice.

Related to cropsislocal beer brewing. This activity, traditionally carried out by women,
isone of the most important income generating activitiesinthearea. It is, however, only possible
for women who have sufficient rice or maize (or money to buy it) and the necessary knowledge
and equipment. It is thus open to only afew women in the community. Moreover, although itis
certainly alucrative business, beer brewing has its limitations as a strategy for immediate cash
requirements. First, sinceit can only beprepared freshly, it ishighly demand-dependent. Demand
ishigh during the slack agricultural period, but low during the cultivating and harvesting period.
Secondly, the preparation of beer is labour-intensive and requires three days of work. Two

mothers out of the 14 case studies said they had obtained the money through local beer brewing.

Petty business activities
For women, the most important income-generating activity is petty trading. This is
certainly an important strategy for covering treatment costs, as it permits a woman to obtain

money within arelatively short time. Especially home-made pastries can easily be prepared and
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sold within the community and alongthe roads. There are, however, two main constraints which
limit the business First of all, the need for littl e starting capital, and second, time-constraints
duringthelabour-intensivefarmingperiod. Thusathoughit isawidely pradised strategy, it must
be noted that not every woman can cary it out it at any time, nor isit areliable way for coping
with treament costs. In ou case studies, 4 women had engaged in petty trading for covering
hospital expenses, 2 throughselling hane-made pastries (maandazi), one selli ng vegetables in

the small market, and ore selling tobacm leaves.

Casual labour work

The most commonway to obtain resources, and one open to any adive adult, isthrough
casual labour. Most oppatunities are off ered on the fields during the intensive farming period,
either during the planting, weading a harvesting season. The neeal to work as casual labourers
during the aultivation season can, however, have serious implications. To women, the situation
means alossof working time for their own fields because they have to work onthe fields of
others, in addition to the time spent caring for the sick child. The result can be a substantial loss
of their own harvests, which for subsistencefarmers signifies extremely critica foodcondtions
later in the yea, when staple foodwill haveto be bough from the market at high prices.

Among the 14 case studies, 8 mothers gated that they had oktained resources for the
hospital expenses throughcasual labou in ancther person's fields. Since obtaining resources
through casual work requires considerable time and effort, it is most often combined with

borrowing money.
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Borrowing

When immediate cash is needed, the quickest way to find resourcesis probably through
borrowing. Usually, money is borrowed from persons with aregular income, such as employees
and shopkeepers, and mostly within a circle of relatives and friends. It is, however, not always
easy to find someone who will lend money. Sometimes two, three or more persons have to be
asked, an effort which may imply considerable time. While some women have extended social
networks with different potential money-lenders, others, especially immigrants (locally named
wageni, guests) from other regions, find it difficult to borrow money. An important factor for
being helped out iswhether the person asking for aloanisreliablein promptly paying the money
back. On several occasions, women said they could not ask for money from the person who
usually supported them because they were still in debt.

In the case studies, 7 mothers reported that they had borrowed the money for prompt
attendance at the hospital. The borrowed money was (or was intended to be) paid back by casual
work (4), petty business (2), and crop sales (1).

Pawning

A rather rare strategy isto pawning itemsfrom the household. Thisis primarily an option
for personswho otherwise have no accessto loansor family support, usually for immigrants. Only
one mother in the recorded case studies used this strategy. She explained that she took her hand-
made mat and, with a written agreement signed by the village leader, received money from a

pawnbroker.

Using cheaper treatment options

A particular treatment strategy may be chosen for purely financial reasons. If people have
no money available or want to try and avoid hospital costs, illnessis managed at home with the
meansavailable. Either herbal remediesor, possibly morefrequently, pharmaceuticalswhichwere
stored at home or received from a neighbour, are administered. A common practice is also to
purchase drugs, usually antimalarials, antipyretics or antibiotics, from the small shops in the
communities or from town pharmacies. Although the prices are higher compared to that from the

hospital pharmacy, the possibility to buy partial courses of treatment makes these drugs more
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accessble when alimited amourt of money is avail able.

Domestic treament with antimalarials can result in inadequate drug wse, which has
important implicaions. Temporary relief can cause apatient to interrupt treament, resulting in
under-dosages and subsequent relapse. If the patient is eventually taken to the hospital, over-
dosageispaossble, when medicd personnel prescribe afull dosage of antimalarial s after a patient
has alrealy taken antimalarials at home. Intake of antimalarials prior to hospital attendance can
alsoresult in partial parasite cleaance, providinganegative bloodexaminationresult. Elsewhere
(Hausmannet al., 1998 we have described in detail how reaurrenceof fever and negative blood
results can be reinterpreted as an ill nesscaused by witchcraft, thus requiring the intervention by

atraditional heder and delaying further hospital treament.

The following case study, recorded in September during the dry season, ill ustrates a
mother’ s difficult path of resource-seeking and its impli cations.

When her 3yea old daughter fell ill with highfever andshivering, Fatumaused her small
savings from her petty trade in home-made pastries (maandaz) which she pradised ill egally (at
the time, food business was banned becaise of a locd choera epidemic) for paying the
consultationandexaminationfees of 700/= TShs. (around $ 110, rate 1997) at the haospital. The
money was, however, not enoughto puchase the prescribed antimalarials and antibiotics. Her
neighbous helped her out with two antipyretics which gave the child somerelief. Leaving both
her children with their grandmother, she went 10 km away to cary bricks as casua work. Two
dayslater, she had not yet recaved her wages, andthe chil d’ scondti ondeteriorated rapidly. Her
uncle, ashopkeegper whom she asked for help, said he could nat suppat her with money because
of his own debts, but gave her two aspirin and two chloroqune tablets from his shop. Despite
some relief, her daughter continued to have fever. AlthoughFatuma repeaedly asked for her
wages, her temporary employer refused to pay her and later left Ifakara. A new, serious fever
attadk motivated the desperate mother to ask usfor assstance, and with the drugs she could then

purchase, the child recovered.
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Sometimelater, shetold usthat because of repeded ill nessepisodes of her two chil dren,
shecould only culti vate part of her farm. Threemonths after harvesting, she had alrealy sold half
of her cropsfor paying hospital expenses, andthe remaining harvestswould last at most for three
more months. Neither did she have accessto capital for readivating her petty business Asked
abou how she will manage during the next eight months, shereplied: “I dorit know. | hope my

uncle will help me, or other relatives. God will help me.”

Seasonality: Pandora’srisk box

“The seasonal occurrenceof harvestsimpliesaseasonal pattern of foodshortage, hunger
andasciated dseasesand debiliti es.” (Raikes, 1981:67). Seasondlity inIfakarahasaparticularly
stronginfluenceonchildhoodmalaria. Table5 liststhe four season-dependent fadorsfor the wet
and the dry season - malaria epidemiology and community perception, agriculture, gender, and
coping strategies.

Ifakara has two marked seasons, the long rains in February to April (‘wet season),
foll owed by along‘ dry season’, which determine the agricultural cdendar (Monson, 1991). The
harshest period in many respeds is during the long rains, when a series of season-related
circumstances contribute to hardship and an increased risk of disease. From February to April is
the peak time of agricultural labour when thericefields are prepared for culti vation and weeded
(Zehnder et al., 1987). Work is intensive and budensome, and a lot of time has to be spent
workingin the fields which are often located far from home. Both time and distance are serious
constraintsfor prompt attendanceat hedth fadliti es. Thedifficult transport condtionsduringthe
rainy season reduce acceshility to hedth services further for patients who live far from the
hospital. But apart from the intensive workload and the temporary residential shifts the rainy
seasonisalso the “hunger period, when stored foodis running short and new harvests of maize
andricearenct yet ready. Associated with foodshortages are nutritional deficienciesand, related
to this, an increased susceptibility to malaria (Bradely, 1981) and other ill nesses. For this areg
a dea seasonal pattern of the nutritional status of the popuation has been shown, with high

deficienciesin energy andproteinin al age groupsduringthe wet season (Tanner and Lukmanji,
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1987).

But asif thiswere not enough the marked seasonal patterns of malariatransmissonadd
much to the risk of infedion duing the wet season and duing the ealy dry season. With the
beginning of the rainy season, the mosquito popuation rises and malaria transmisson increases
(Smith et al., 1993. Early and recent surveys from the study areashowed a pe&k of clinicd
malaria during the late wet and ealy dry season (Freyvogel and Kihaule, 1968 Smith et al.,
1998. ‘Malaria wasdefined onthe basisof what mothersreaognizedto be malaria, andtherefore
has a strong perception comporent. People seea close relationship between the frequency of
mal ariaandthe abundanceof mosquitoes (Hausmannet al, in preparation). Thus people are most
likely to dedde that afever caseis (or might be) malaria and requires haspital treament during
the wet season, when mosquito densities are highest. The impad of increased perception d
malaria during the wet season is also suppated by the higher attendance rate of children with
malarial fevers at the hospital duringthat time (St. Francis Designated District Hospital, annuel
report 1993.

The seasonal stressperiodof peak labou requirementsand hunger hasadverse effedson
coping strategies, espedally for subsistence farmers with no or limited income. During the wet
season, littl e of no produceis avail able for selli ng, andin the worst case, if previous production
had been below subsistencelevels, staple foodhas even to be bougtt from the locd market. For
other income-generating adiviti es, like petty businessor bea-brewing, there is neither time nor
cgpital avail able, nor isthere, particularly for locd beea, ademandin the ommunity. The only
widely accessble and more or less reliable ping strategy is casua labou work. We have,
however, already panted ou that when persons are forced to work as casual |abourers, thereis
a serious lossof time for cultivating their own farms, with severe implicaions for the coming
post-harvestingseason. Thetimerequired for obtainingthemoney isthereasonthat casual |abour
work ismostly combined with borrowing. During the wet season, however, borrowing money is
difficult since althoughwomen and subsistence farmers are most affeded, it is a bottlenedk
periodfor everyone, makingit difficult to find a money-lender.

Seasonality has a particularly strong gender-related impad on risk. First, because the
agricultural workload, primarily duringweeding, isbiggest andmost time-consumingfor women.

Sewondy, because the income-generating adivities available to women are highly season-
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dependent, and at all times of year they have negative implications for many. During the wet
season, abundant opportunitiesto work as casual labourersare available, but timeis constrained.
During the dry season, although diverse options for income-generation are possible and access
to resources generally easier, the limited demand for female casual workersresultsin adifficult
situation for women in low economic status who lack capital for petty business and do not have
crops for sale. Their coping strategies are thus most irregular, and women have fewer
opportunitiesthan mentofind alternative, morestable, or | ess season-dependent work. Inaddition
to other tasks, the job of caring for sick children and other family membersis likely to be even

more time-consuming in the wet season, when more people have malaria.

Conclusion and recommendations

Even though treatment costs for malaria are low, the main problem which patients (or
caretakers) face when achild hasafeverishillnessisthe immediate need for cash. Even after the
decision to take a child to the hospital has been taken, acritical time may pass until resourcesfor
covering treatment costs are obtained. Due to the different access to resources for men and
women, mothers who lack economic support from a male person are most at risk of delaying
treatment for asick child for economic reasons. Inthisarticle, we have explored how women cope
with treatment costs for childhood malaria and the potential implications for delay.

Our data indicate that women opt for a series of coping strategies, adapted to the
opportunities and limitations given by the local social and political structures. Maybe most
importantly, our findings describe an important seasonal pattern of risk as a result of an
interaction between disease, gender and labour factors. During the wet season, when malaria
transmission is highest, agricultural work is most intensive, and the economic situation most
adverse, women and their children aremost at risk of infection and of delaying treatment, and thus

of morbidity and mortality.
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We suggest that hedth programs and investigation shoud increasingly include gender
sensitive and/or season-adapted approadies. Our findings permit us to propose aseries of
recommendations for implementation at different levels.

Firstly, the hospitalsand other hedth fadliti esmight adopt apricing pali cy that acounts
for the high locd seasonal fluctuations of income generation. One suggestion would be to
introduce aseasonality adjusted pricingschemewith “ seasonal crosssubsidies’ (Fabricant 1992
cited by Sauerborn et al. 19960 that permit feesto be set lower duringthe difficult period of the
yea(e.g. January to June) and higher duringthelessadverse one (e.g. July to Decamber). Ancther
suggestionis the introduction of personal hedth cards which allow payment in advanceor at a
later stage when money is more eaily obtainable.

Seoondy, asunmarried or divorced women who are subsistencefarmers are likely to be
at higher risk than athers of delaying treament, marital status combined with occupation could
be a valuable indicaor for identifying target groups for intervention rojeds, for example for
exemption/waiving systemsat the hospital, or for subsidised voucher programsli kethosealrealy
used for the promotion d bed-nets (Armstrong Schell enberg et al., 1999.

Thirdly, knowing the different coping strategies women use for obtaining resources
permitsusto buil d onand extendthem. For example, thefad that women engagein casual labour
could inspire the aeaion d better oppatunities for this type of work all yea round

Fourthly, particularly for small-scde business accessto reliable loan systems would
certainly improvethesituationof many women. Aninterestingapproacd, based onbroad positive
results from Africa and Asia, are micro-credit projeds for women. In acommunity like Ifakara
where women are self-dependent, or to a grea extent have cntrol over their own econamic
means, micro-credit systems might be a promising approach. The mutual suppat groups known
from Tanzania (unicef, 1990 and many other African courtries (Roost Vischer, 1997, and
rotating credit systemsin which women make regular contributions and the whole sum coll eced
is paid out in turns to eat participant (in Tanzania known as Upatu) might provide useful
approades for groups to establish ‘social seaurity systems and fadlit ate income-generating

adivities or accessto higher educdion.

154



Paper 5. Women, seasons, and resour ce-seeking

Acoourting for the disadvantaged pasiti on of women in accessto resources compared to
men, our recommendations strondy suppat a focus on ‘strategic gender neals', an approach
which “helps women to achieve greaer equality and challenges their subardinate positions’
(WHO, 199931). They thus follow the line of a‘gender and development’ (GAD) approac, a
palicy approadch which centres on gender relations and their underlying reasons rather than on

“women as the passve victims who reed welfare and spedal treament” (WHO, 19994).

155



'sa1Ba1e1s Buidod s Uswom o) suoird Ijidwi 1Byl pue Siope) Juspuadop-uoRas

golgel

Buimaiqg laag -
sapes dou) -
ssausng Aned -
Buimo 1log -
paniw|

JOM Inoce| fense) -

}JoMPBU [e100S 01S®IJe
poNWI| 'Seylow abuIS

uawl
0] pafedwod uolireush
3WI0oU| IO} SOAITRUR]R

9 1] /Y USWO

uowl

0] pafedwod (Buled pue
ainjnoube o)) peoyiom
RYBIY 2y usWo/

(86T

l{uewn pue Jouue])
SNIeIS [eUO INU MO| -
3|qe e sdoto payw| -
afie1Ioys poo4

spplayiuo Aexs buunp
eudsoy olaouesp buo| -
9duepuale
[edoy pue buled
JoJ SjuRISUM Bwl) -
Annipe
eJnynoLIie ansuBlU|

Aunwwo syl Aqelreew pue
B8] lbamiy uolrplbuois

€66T

Lodel fenuue ‘e1IdsoH 1011
porubseg sioueld IS B66T ‘e
B YIWS) Sas20 poIUI Aue|n

€66T ‘e ® yuws)
SokJ uossIiwsue JBybiH

© o1 syuo )
uosess B/

}JoM Inoqe| ense) -
padIW |

Buimo 1log -
Buimalq laag -
safes dou) -
ssaussng Aned -

}JOMPBU [e100S 01S®IJe
paWI| sleylow apuis

uawl
0] pafedwod uoireush
BWI0oU| J0) SOAITRUR]R

3 [} /ey UBWOAN

(86T

Iiueunin pue Jouue] )
Snels [euo nuNu eneq -
a|qe|ere sdoso -
Alige reAe pood

[e)dsoy 0}82uelsip Lous -

30UepUSYIe [R1I0DY pue

Buieo Joja|ge e awn -
poliad rinynoLIBe ypeis

Aunwwo ayl Aqelreew pue
B8} LbaMIg] UoIR Pl eI

€667

Jodal enuue ‘eldsoH 1uIsIg
perubiseq soueld IS B66T
‘e 1 YlWS) sesed poluljp mod

€66T e®
Y)WS) S9leJ UOBSLsUel) Mo

(¢ 01 Zsyuo )
uosess AiQg

Buidoo s, uswom
Jojsuolreoaduw|

lapuen

ainyno1 by

uondotad Ajlunwiwod
pwe Abojolwepide elree N




PART V

GENERAL DISCUSSION AND
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General discussion and conclusion

Malaria control and studiesin treatment-seeking

After 100 years of strategic control efforts, malaria remains a major health problem,
costing the lives of more than one million and bringing suffering to severa hundred millions of
people every year. Many lessons have been learnt from the past decades. Unlike during the
eradication era, it is now universally recognised that no single strategy can resolve the malaria
problem, but that it hasto be tackled with acombination of control measurestail ored to thelocal
setting.

In recent years, an increasing body of new knowledge about malaria has been emerging.
There are new insightsinto molecul ar mechanisms of pathogenesis, and thereis more and more
detailed epidemiological knowledge. New drugsor combinationsof drugsare being discovered,
and there is promising progress in vaccine development. The challenge of today isto trandate
these new research results into locally adapted, operational control programmes.

Especially since the primary health care (PHC) concept of the late 1970s, with itsfocus
of tackling the problem through local health services, the relevance of communitiesin control
programmes has been clearly recognised. The acknowledgement of the vital role of human
behavioural aspects has led to a an increasing call to include social science studiesin malaria
research (e.g. Gomes and Litsios, 1993; Oaks et al., 1991; Targett, 1991). The focus on social
sciences was promoted by the UNDP/World Bank/WHO Special Programme for Research and
Training in Tropical Diseases (TDR). Early studies and workshops funded by the Social and
Economic Research (SER) component of TDR contributed much to the increasing emphasison
socio-cultural and socio-economic research on malaria(e.g. Gomesand Litsios, 1993; Sornmani
and Fungladda, 1991).

Taking behavioural aspects into account continues to be of great importance, and the
need to do so recognised in all recent statements about and initiatives for malaria control. It is
clear that any implementation of malaria control, particularly when it is to be based on an
integrated effort of different approaches, can only be successful if it considers the human
response to malariaand to control measures. Any new tool whichisintroduced into aparticular

area - beit anew vaccine, a new drug combination, the promotion of impregnated bed nets, or
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General discussion and conclusion

improved home management - will only be eff edive and sustainable if it is adapted to needs of
the locd popuation-i.e. if it makes enseto people.

The current focus on control based on diagnasis and prompt treament marks a dea
necessty to emphasise people’ s treament-seeking behaviour. As outlined in the introduction,
onesideisthetechnicd part of hedth care provisionthat needsto betail ored to spedfic settings;
resourcesmust reat people. At least equally important, however, isthe human part. Individuals
have to use the avail able treaments; that is, they have to read the resources.

Treament-seeking for malaria has been emphasised in the culturally oriented literature
on malaria for the past two decales (e.g. Bonret, 1986 Brieger, et al., 1984-85; Mwenes,
1993 Ramakrishna. et al., 198889; see sedion “Literature review” in Part I). Recent
investigations show that it is still a much-studied topic, and is considered as important as ever
(e.g. review by McCombie, 1996 review by Tanner and Vlasff, 1998 Winch et al., 1996.
Much work has centred on locd understanding of malaria and related treament-seeking, with
a principa focus on investigating what people know abou biomedicd malaria, and in what
resped locd nationsdeviate from biomedicd concepts(e.g. Brieger, et al., 198485; review by
McCombie, 1996 Mwenesi, 1993 Ramakrishna. etal., 198889; Winch etal., 1996 seesedion
“Literature review” in Part I).

Pradicaly the atire literature starts with the idea of a ‘traditiona’ versus
‘modern/biomedicd’ dichatomy and attempts to fit elements of individuals ‘beliefs and
‘knowledge’ abou malariaandrelatedill nessesinto oneor theother category; to deted elements
that are ‘purely’ biomedicd (i.e. are thus understood bythe popuation) and elements that are
‘purely’ traditional (and are thusin the sphere of ‘beliefs’) . One of the principal findingsisthat
severe manifestations are often na linked to malaria, but associated with a distinct, locdly
reacgnised ‘folk’ ill ness often with a‘ supernatural’ cause, which requirestraditional treament,
andthiscan result in adelay in obtaining adequate care. Thesefindings, strondy influenced by
the traditional / biomedicd dichotomy, have clealy determined much of the investigationinto
the socio-cultural aspeds of malariareported in the literature, and appli cations have been based
onthesefindings.’ Beliefs' abou severe malaria and the relevanceof traditional treamentsasa

source of delay in attending a hedth faality are anongthe topics most frequently discussed.
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General discussion and conclusion

This thesis buil ds on the traditi on of studying cogritive aspeds of malaria relevant for
treament-seeking, but the ideafrom which it departsis diff erent to those of previous studies. In
medicdly pluralistic settings - and these exist pradicdly everywhere in contemporary Africa-
biomedi cineandtraditi onal medicine have co-existed over decales. Thisfad makesit morethan
probable that one system of knowledge has influenced the other, and vice-versa.

A leitmotif of the thesis, continuously appeaing throughou the work, is that locd
knowledgeistheresult of an amalgamation of the biomedicd andthetraditional. By attempting
to identify how traditional and biomedicd elements interrelate in locd ill ness concepts, this
thesisthusquestionsthe austomary dichatomy between traditi onal andmodern/biomedicd. More
than any other, thisapproad permitstheanalysisof locd understanding d both uncompli cated
malaria - which only apparently seems to be purely biomedicaly understood - and severe or
complicated malaria - which orly apparently seansto be apurely traditional concept.

Theinterplay between traditional and biomedicd conceptsinthelocd understanding of
malaria and related ill nesses |eads to a new focus in the discusson abou the role of traditi onal
medicine for treaing malaria. If there are no ‘folk ill neses' that overlap with malaria, what
aspeds related to malaria does the heder trea? And what impli cations does this have for the
heder’s acceting homedicine and referring patients to the haspital ?

The strong focus on cogntive fadors in treament-seeking is justified through two
asumptions, outlined by Conna and Norman (19952). First, cogritive fadors are highly
relevant for determining behaviour and second, they are more open to change than other fadors
(e.g. persondlity). The greaer part of the recommendations for interventions propaosed in this
thesis are based uponfocussng oncogntive fadors for encouraging behavioural changes.
However, cogntionis only one asped amongmany which are relevant for treament-seeking.
In the last two papers, socio-econamic aspeds are considered. Cogntive aspeds (perceptions
abou adiologies) arerelated hereto the impli cations of social networksandtheir contributions
to covering treament costs. An analysis of mobilisation d suppat networks and resource-
seeking permits us identify groups at risk of delaying hospital care for ecnamic reasons. The
finding that econamic obstades are to a gred extent gender-related provides the basis for

recommendations within a gender-and-devel opment approadh.
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General discussion and conclusion

From ‘folk illnesses to medical syncretisms: rethinking the traditional -

modern dichotomy

Most cultural studies on malaria centre on the status of knowledge abou the diseasein
the community and treament pradices asociated with this knowledge (e.g. Brieger, et al.,
198485; review by McCombie, 1996 Mwenesi, 1993 Ramakrishna. et al., 198889; Winch et
al., 1996 seesedion “Literature review” in Part 1). The comparison between malaria it is
locdly understood and malaria as it is biomedicdly defined permits the identificaion of
vernaaular terms which correspondmost closely to malaria, of lacunaein knowledge abou the
disease, and‘folk ill nesses’ whase symptomatologylargely correspondsto severemanifestations
of malaria. A ‘folk ill ness refersto anill nessentity, i.e. alocaly recognised ill nesswith itsown
cause, symptoms and treament which does not correspondto biomedica nosology (Helman,
199Q Rubel, 1984).

Pradicdly all the reviewed studies on malariaadually show the co-existence of native
terminologies, traditional conceptsand’ folk ill nesses’ with notionsderived from thebiomedica
interpretation of malaria. Nevertheless in general, the data are organised and interpreted within
theframwork of clear-cut ‘ traditional’ and* biomedicd’ caegories. There aedescriptionsof how
antimalarials, like other pharmacauticds, are valued and uili sed acwrding to retive logics
(Bledsoe and Goubaud, 1988 Etkinet al., 1999, which represents atypicd type of syncretism,
but thereisaladk of studieswhich focusonhow ‘traditional’ and‘biomedicd’ malaria-related
concepts are interwoven in the locd models of ill ness

Our data clealy show syncretic interpretations for malariain al its different aspeds;
‘normal’ malaria, ‘degedege’ and ‘malaria and witchcraft’ (seepaper 1, paper 2, and paper 3).

‘Normal’ malaria

Cultural studies on malaria show that a number of informants have goodknowledge of
the symptoms, cause and treament of the disease . In quantitative studies, a correlation can
usually be observed between knowledge and socio-demographic variables like aje, sex,

educaion and residency (rural/urban setting). However, if noimportant gapsin knowledge are
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General discussion and conclusion

reported (as, for example when people are unaware of the malaria-mosquito link), the authors
consider people’s perspedives on ‘normal’ malaria & unproblematic.

Nevertheless agoodcomprehensionof biomedicd messagesdoesnat necessarily mean
that interpretations of causal processes or symptoms correspond with interpretations in
biomedicine (Downie et al., 1998.The data from Ifakara show that even thoughknowledge
abou ‘normal’ malaria broadly overlaps with biomedicdly defined malaria, the logic which
explains these concepts and frequently interlink them foll ows principles outside biomedicd
explanations (seefig. 8 and paper 1).

Thetwo locdly recognised ill nesses, degedege and bandama, are bath closely linked to
malaria by the popuation, but have further causes (for degedege see paper 2). Bandama is
charaderised by splenomegaly and anaemia (“the child looking whitish™). People relate it to
malaria and sometimes to various causes like eaing dirty soil or fresh mango leaves. Most
informants, however, ignared the cause. Bandama isone of theill nesseswhich ‘knowledgeable

women’ speaalisein treding.

‘FOLK BIOMEDICAL LOCAL LOCAL
ILLNESS” MODEL MODEL LOGIC

\ \ o| of cleansing
degedege of parasite
movement
splenomggaly
bandama andemia  homa < of heat
mosquitoes hot sun

witchcraft dirty of other

water health
messages

Fig. 8 Locd and bhomedicd model of malaria and cultural logics which interrelate
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General discussion and conclusion

Degedege

While‘normal’ malariarepresentsthe pole of ‘biomedicdly defined diseases’, andonly
adetail ed study permitsusto identify the underlyinglocd logic which providesfull meaningto
the dements that form the model, degedege is the prototype of the ‘folk ill nesss'.

The symptoms of degedege - in particular its determining symptom, convusions - are
related inthe ' traditional model’ to abig moth, andto pradicescompletely foreignto thewestern
pharmacpceia. In parall e, the sameterm degedege, with the same symptomatology, also refers
tothelocd model of ‘ severemalaria , indicaingaclea comprehensionof biomedicd messages.

The paradox of degedegeisthat it can be ascribed to the two poles of the dichatomy. At
the same time, and very commonly for the same persons, it isaterm that can be classfied into
the category of ‘biomedicaly defined’ andinto that of ‘folk ill ness. Althoughlogicdly the bi-
causality remainscontradictory inthelocd model, thedichotomy isclealy transcended by most
people in a therapeutic scheme which links the ‘traditional’ with the ‘modern’ in a aherent
treament sequence(seefig. 9 andpaper 2). Thetreament order foll owsthe principleof ‘ coding
down’, based, on the one hand, on anecessary balancing between the ‘ strength’ of the therapy
and the condtion of the patient, and, onthe other hand, onthe logic of ill nessprogresson. The

same logic dso explains the transformation from malariato degedege (seepaper 1).

manifestation cause treatment social value

treatment with

‘dirty’ elements AN

‘traditional’
moth ‘knowledgeableJ ——
woman’ (bibi) first aid
convulsions i

biomedical "hospital’
treatment jA
_ 'modern’
malaria ;
hospital J

Fig. 9 The complexities of degedege




General discussion and conclusion

Malaria and witchcr aft

The analysisof the causal relationestabli shed between hiomedicaly definedill nessesand
witchcraft (Gluckman, 1976 Mbiti, 1990 departs from the ideaarticul ated by Evans-Pritchard
(1976 that in African models of ill ness different levels of causdlity co-exist for the same
affliction. On the one hand, there is the ‘immediate caise’, which is habituall y ascribed to the
redm of natural phenomena (like “the collapse of a granary becaise its suppats were eden
away bytermites’ (Evans-Pritchard 197622)). Thisexplainshow amisfortune hasoccurred. On
the other hand there is the ‘ultimate caise’, which refers to the underlying reason (‘why the
coll apse of the granary kill ed predsely thisperson’), that isto witchcraft. Biomedicaly defined
ill nesses beaome integrated into locd models of ill nessas ‘immediate causes, following the
same logic of causation. The same basic principle explains the processs of reinterpretation o
malariain terms of witchcraft observed in Ifakara. In paper 3, we focus on the spedfic logics
which link the arts of witchcraft with parasites, and ontheir impli cationsfor treament and delay

of treament.

Insummary, thethree apectsof mal ariadescribed here show threediff erent perspedives
of an interplay between biomedicd and traditional elements. In the first case, represented by
‘normal’ malaria, thebasic conceptisbiomedicd, but cultural logicshave beenincorporatedinto
it. In appeaance, loca knowledge comes very close to biomedica concepts, but if carefully
looked at, important deviations become evident. In the second case, that of degedege, the
oppaiteoccurs. In appeaance, degedegeisapurely traditional ‘folk ill ness, but under detail ed
scrutiny, biomedicd elements contained in the model of degedege come to light. In the third
case, ‘malariaandwitcheraft’, the biomedicd concept of malariaiscomplemented withthelogic
of witchcraft withou either of the two views losing content.

In the same way as malariarepresents the results of an interplay between traditional and
biomedica elements, any other ill nesses and, in fad, any other aspeds of culture neals to be
considered fromthisperspedive. SinceHobsbawvmandRanger’s(1983 influential book onthe
modernity of tradition, it is well adknowledged that the ideaof a tradition which remains
unchanged within fixed geographicd and social marginsis nolonger tenable.
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General discussion and conclusion

Inaglobal context of increasing biomedica presence, the oppasitionbetween * tradition’
and ‘modernity’ hides the processes of synthesis which shape locd medicd knowledge. As
Comas (199844) stated: “Ocddentalisation, which is a homogenizing plenomenon, also
generates variety and diversity. We canna ignae pre-existing communities, values and
traditions which are re-elaborated in a synthesis between the old and the new”. In this same
sense, locd medicd knowledge and related hedth behaviour can be regarded as the interplay
between the homogenizing tendencies of biomedicine andthe particulariti es of traditional ideas
and pradices. To paraphrase Godelier (1991), who refersto the processes of cultural transition
in general, the penetration of biomedicine implies the disappeaance of traditional and the
appeaance of biomedicad concepts, but espedally gives rise to a pealliar and dstinctive
recombination o old and new elements.

In conclusion, the traditional - modern dchotomy in socio-medica studies needsto be
thorougHy rethougtt. The fallacy of the traditional-modern models of ill nessand medicinesis
that it stees the colledion and classficaion o field data into mutually exclusive cdegories,

therefore reproducing this oppasiti on as thoughit were atrue picture of redity.

Traditional treatments: a sour ce of delay in obtaining adequate car e?

With the focus of current malaria control on prompt and adequate treament, to
understand delay in attending a hedth fadlity is one of the most essential topics. Delay has a
guantitative as well as a qualitative asped. Quantitatively, it isimportant to knov how many
hous, days or weeks a patient may delay (or not attend afadlity at all). But on a qualitative
level, it isimportant to know why people delay, and, ultimately, what can be dore qualitatively
in order to reducedelay quantitatively.

Theroleof traditional hedersinthe management of malariahasreceved muchemphasis
in the literature. Investigators reported that traditional treament could be an important source
of delay in attending a hedth fadlity. They based this statement on the principal finding that

severe manifestations and complications, like mnvusions, anaania, and splenomegaly -

165



General discussion and conclusion

predsely the symptoms which would indicate immediate hospital intervention - were often not
reagnised by the community asconsequencesof malaria, but wereunderstoodasa’ folk ill ness
which required traditional treament (e.g. Makembaet al., 1996 Mwenes, et al., 1995 Winch,
etal., 1996. In both the 1992Global Malaria Control Strategy, andlater in the TDR work plan
onmalariahomemanagement (UNDP/World Bank/WHO, 2000) the problem of delaysbetween
initial symptoms and admisson due to traditional treament was explicitly stated.

But what is the situation in an arealike Ifakara where community knowledge eou
malariais good? Do traditional heders still play arolefor treaing malariaor related ill nesses?
Andif so, istraditional treament asourceof delay for admissonat abiomedicd hedthfaality?

Our datashow that evenin Ifakara, where people arewell aware of biomedicdly defined
malaria as it is biomedicdly defined and have to a grea extent integrated the link between
malariaand ‘convusions (degedege) into their concept of ill ness traditional heders still play
aroleintreaingmalaria. However, the pictureisdiff erent fromthat reported from settingswhere
knowledge isnat adequate. In an areawhere hospital treament iswell accepted andaccessble,
and people reaognise biomedicdly defined malaria, including its severe manifestations, the
reasons for seeking traditional treament, and the time of seekingit, are diff erent.

Thefirst observationisthat, unlike what has been described in other studies, hedersdo
not only play arole for the management of severe malaria, but they are equally, if not more,
important for treaing urcomplicaed cases. The two types of malaria, complicaed and
uncompli cated malaria, imply the intervention o different types of heders, based on dfferent
interpretations of ill nessandleadingto different pradices. It isimportant to distingush clealy
between the traditional treaments of the two types of malaria as they have very different
implicaions with regard to delay and for interventions aimed at diminishing this delay.

Theroleof hedersinthetreament of malariain Ifakaraisclosely linked to the syncretic
interpretationsin thelocd model of malariaand related ill nesss. In the case of uncompli cated
malaria, traditional treaments can play arole if malaria symptoms persist, become aggravated
or reaur. When malaria symptoms appea, the preferred first treament option is clealy
biomedicine, ashasal so been observedin other studies(reviewedin McCombie, 1996 Matthies,
1998 Winch et al., 1996. As Chavanduka wrote for the Shorna of Zimbabwe, most people in
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Ifakara“asume that an ill nessis anormal one until subsequent events prove otherwise. Thus
when in neal of professonal help, most patients nowadays make scientific medicine their first
choice” (1978 40, quaed in Good, 1987). It is only when something urexpeded occurs, e.g.
when biomedicd treament isperceved to havefail ed, that malariamay bereinterpretedinterms
of witchcraft (seepaper 3). Thus for malaria symptoms, atraditional heder (diviner) isamost
always only consulted after biomedicd treament has been tried, but has not provided expeded
results. Thisgivesadifferent perspediveto the delay. Althoughvisitsto traditional hederscan
delay, espedally because they usually last for several days or weeks, it isnaot delay in attending
ahedth fadlity, but rather in returning for further treament. In a situation where malaria often
reaursin patientsbecause of drugresistance, wrongtreament prescriptions, norn-compliancewith
treament, andreinfedions, delay inre-visitingahedth fadlity can beimportant, but it certainly
does nat have the same dimensions as a delay between the appeaance of initial symptoms and
starting treament.

In the case of complicaed malaria, the situation is different. Traditional treament for
degedege, the term which most closely describes cerebral malaria, is sometimesthefirst option,
before attending a hedth fadlity. However, the described two-step sequence (first traditional,
then biomedicd), which is the widely acceted treament-seeking for degedege, questions
whether the traditional treament by the bibi can be regarded as a source of delay. It may seem
like this because the pradices (urinating, applying elephant dungetc.) sound \ery exotic to a
biomedicaly educaed person. But the problem of delay is naot a dired consequence of these
pradices, whose application at the longest takes a coupe of hous, neither isit inherent in the
interpretation of the ill ness It is simply a problem of relief. Any treament - whether ‘exotic’
urinating or home treament with *scientific’ antimalarials/antipyretics - which brings at least
temporary relief, islikely to interrupt any treagment sequence. Therefore, if delay results from
using traditional remediesit is probably not because they are considered as a better alternative
than the hospital, but becaise they make haospital attendance seem less urgent. To promote
attending the hospital after traditional treament is probably asdifficult asencouraginga patient
to continue with the antibi otic regimen when he/shefedsreli ef, whichisawell -known problem.

In summary, both types of heders(divinersandbibi) can be sourceof delay in attending
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a hedth fadlity for severe or cerebral malaria, or re-attending in cases of uncomplicaed, but
reaurrent malaria. However, their importance shoud not be overestimated. In any areg the
relevance of the heders treadments as a source of delay needs to be better, and aso

guantitatively, assessd before dea statements can be made.

Traditional treatments and implicationsfor interventions

Therole of traditional treamentsfor the management of malaria, asit isdescribed inthe
literature on malaria, has led to propasitions for malaria control interventions at two dfferent
levels. On the one hand, interventions targeted at the general population have been proposed,
with the main focus on improving community knowledge éou malaria. On the other hand,
including traditional heders in intervention pogrammes has been recommended. The
observations from Ifakarawith regard to traditional treament and treament-seeking behaviour

provide further insights relevant to the discusson abou interventions on these two levels.

Interventionstargeted at the general public

Basicdly, the central point of al the recommendations was a cdl for an increased
emphasis on severe malaria in control programmes. Based on the finding that severe
manifestationswere nat alwaysunderstoodasaconsequenceof malaria, amain propasitionwas
to provide better informationto the community about common compli cations of malaria. Winch
et al. (1996, for example, stressed that a caeful use of terminology in malaria control and
primary hedth care programmes is crucial. In their hedth messages, they included the term
degedege, making expli cit that malariacan be acause of it. Similarly, the KINET projed in the
Kilombero study areadesigned paosters painted by alocd painter which showed a cnvusing
child, indicated with theterm degedege, in their malariahedth promotioncampaign (Armstrong
Schellenberg et al., 1999.

Eff ortsto improve community knowledge about malariaare aimed at inducingachange

in people’ shehaviour with regard to treament-seekingfor severemalaria. They are based onthe
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asumptionthat if peoplewerewell aware of theli nk between severe manifestationsandmalaria,
they would nolonger consult the heder with aconvusingchild, but prefer to attendthe hospital .

The findings we report indicae that people in the study area link malaria with
convusions and understand degedege as a consequence of malaria. However, their biomedicd
knowledge has nat led them to abandon traditional pradices. In other words, successul
transmission abou malaria as the cause of convusions does not imply that people necessarily
change their behaviour. Thisfinding clealy questions the common assumption that knowledge
abou adiology always determines the seledion of the hedth care sedor. In paper 2, we have
argued that at least in an ealy stage of ill ness reasoning abou the adiology playsasubardinate
role for treament choiceand that adion might instead be automaticdly adivated when certain,
clealy identifiable symptoms appea. In the spedfic example of degedege, there would be a
need to analyse the model of adion andto adapt the messages acwrdingly. Thiscdlsfor are-
thinking and re-orientation d much o the adivities in the Information - Educdion -
Communication (IEC) approadh. The challenge for hedth communicatorsisto integrate locd
concepts and logics into the hedth messages - with a criticd assesgment of the relevance of
instructions for adion, rather than merely increasing people’ s knowledge by propaganda-like
hedth communicaion.

Inthe caseof degedege, asadired implicaionfor thetransmissonof hedthinformation,
a recommendation would be to encourage people dways to attend a hedth fadlity, explicitly
stating that they shoud do so even in cases where they fed relief after traditional treament.
Sincefor peoplein the study areg the adua model alrealy includesthe hospital as atreament
optionin asecndstep, it islikely that such a message would be well accepted. Knowing also
the motivations for using traditional treaments, locd concepts, e.g. the ancept of ‘coding
down’ anill ness could be used in the promotion of other treamentsto be used before attending
the hospital, e.g. the aministration d artemisinin derivatives at home prior to haospital
attendancein severe caes (UNDP/World Bank/WHO, 20008.

Degedegein Ifakarais only one example of how dedsions of treament-seeking are not
alwaysbased onreasoningabou theill nessadiology. Non-reasoned adioniscertainly important

in other aspeds of therapy choice, but its implicaions are a negleded field in investigations
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aimed at recommending and designing interventions, such as information campaigns.

The second set of implications for interventions with regard to traditional treaments
concerns uncomplicaed malaria. The strong focus on severe malaria in the socio-cultural
literature on malaria has led to an under-representation d studies on the @gntion o
uncompli cated malaria.

Also for uncompli cated malaria, the conventional approadhes of improving community
knowledge abou malaria (which in the study areais anyway already high) have only alimited
effedsandnealto berecnsidered. Sincemalariaisaninherently ambiguousill ness recogrition
by the community can never be fully acarrate. Even amongscientists, case-definitionin highly
endemic areas is a much debated isaue (for a discusson see Smith et al., 1995. Hedth
information shoud therefore be oriented towards more pradical knowledge, e.g. what to do
when a child’'s fever rises in the middle of the night far away from a hedth fadlity. But the
ambiguity of malaria has a sesconddimension. The complementation of the locd malaria model
with the logic of witchcraft described in paper 3, which makes a differentiation based on
symptomsimpaossble, resultsin treament itself becominganimportant instrument for diagnasis.
Percaved treament fail ure indicates that witches may be involved.

An analysis of the traditional logics involved in the malaria model can provide new
aspedsfor recommendationsfor malaria control. In the spedfic case of malariaand witchcraft,
two approacdhes can be though of. Firstly, raising community awarenessabou drug resistance
and possble treament fail ures leading to reaurrent malaria eisodes might help to animate
peopleto re-visit biomedicd hedth fadliti es before movingto aheder. Secondy, in an areaof
high drug resistance ajainst chloroquine (Hatz et al., 1998 Mshinda, et al., 1996 Mshinda,
2000 likelfakara, thetreament palicy could bereconsidered and shifted to more eff edivefirst-
line drugs in arder to reduce treagment fail ures Mshinda (2000 discusses the problem that
patients often fail to re-attendahedth fadlity if symptoms persist or regppea, and suppatsthe
introduction d fast-ading drugsin combinationwithe.g. sulphoramide and pyrimethamine (SP.
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Interventionstargeted at traditional healers: implicationsfor referral systems

Inthe AlmaAtaDedaration of 1978 andin the context of the Hedth for All resolution,
traditional heders started to be considered as an important potential for primary hedth care
coverage. In1978 WHO launched abig, crosscultural programme of promotingtheintegration
of traditional heders into the formal hedth care sedor (WHO, 1978). After a first boan of
ambitious collaboration projeds, a shift towards more focussed contributions of heders to
spedfic hedth issues has taken place for example in the management of AIDS and other STDs
(Green, 1999.

Inthecase of malaria, hedersstarted to be seen not only asaproblematic sourceof delay,
but also asapoatential sourcefor community-based case detedion, astheir placeswereidentified
asthe site where patients with severe malariafirst appeaed. Mwenesi et al. (1995, for exmple,
explicitly mentioned the potential benefit of integrating hedersin intervention programmes. In
the following, the ideaof referrals emerged. Makemba et al. (1996), for example, propaosed to
tead traditional heders how to distinguish febrile convusions from cases of severe malaria
(althoughhe did not mention how) andto explain to them the importance of prompt referral of
severemalariato abiomedica hedthfaality. Currently, TDRisrunningaprojed onimproving
referral pradices for severe malaria by traditional heders in Kongwa District, Tanzania
(UNDP/World Bank/WHO, 200d).

Thedatapresented inthisthesissuppat the potential value of referral systems, but at the
sametime, they cdl for careful loca assesanentsof how to set them up. First, one needsto know
what type of heders are adually involved in malaria management. For the case of Ifakara, both
diviners (but by far not all of them) and ‘knowledge&ble women’ (bibi) play arolein treaing
malaria. Seaondy, the heders and patients’ interpretationswhich underliethe treament logics
have to be assessd. For Ifakara, it is likely that the bibi would agreeto refer patients to the
hospital promptly after she had ‘coded down’ the symptoms. In fad, thisiswhat they already
do, but it could certainly befurther stimulated andits urgency stressed. In the case of treaments
by diviners, prompt referrals might pose more problems. It is naot that they would nat agreein
principle, but to send a patient to the hospital before traditional treament to remove witchcraft
iscompleted simply does not make sense to them (or to the patients). ‘ Teading heders abou
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symptomsof severemalariawould be useless first becaise they already know them, and second
becaisethey aretreaingtheill nessat ancther level. Here, wayswould haveto befoundto all ow
and encourage patients to attend the haspital while they are under traditional treament (most
hedersdoall ow this, but othersdonat) or to encourage parall el use of traditional andbiomedicd
treaments. Thirdly, logistic fadors need to be cnsidered. The diviners in Ifakara ae well
known by the community and some are even organised in asociations. To identify them and
establi sh asystem would therefore probably befeasible. In contrast, the bibi are‘small heders,
often not easy to diff erentiate from the popuar sedor, andonly known to the househaldsin their
immediate neighbouhood To establish areferral system with bibi would therefore be difficult.
The example of Ifakara serves as an ill ustration for the need to cleally know what the
locd interpretations and aher reasons are which lead people to use traditional treaments. But
it iseven moreimportant to assesswhether in aparticular settingtraditional treamentsareredly
an important sourceof delay, or whether other fadors are equally or moreimportant andwould

therefore merit more dtention from intervention programmes.

The tools are there, but where are the means? Economic obstacles for

treatment-seeking

Downie and coll eagues (199635) portray the ‘ traditional approach to hedth educaion’
as anarrow and aderly sequence from knowledge throughattitudes to behaviour. In medicd
anthropdogy as well as in other disciplines, particularly socia psychology (Stainton Rogers,
1991), theideathat knowledge about ill nesspermits the prediction of hedth-seeking behaviour
has been guestioned. In the introductory chapter to a spedal issue of Medicd Anthropdogy
Quarterly, entitled “ Negotiatingrelevance: beli ef, knowledge, and practiceininternational hedth
projeds’, Yoder (1997.138) arguesthat “locd knowledge of ill nessis useful for understanding
the logic of adions but canna be expeded to predict individual behaviour”. Firstly, because
individual adions are influenced by intertwined relationships between cogniti ve fadors (Pelto
andPelto, 1997, includingknowledge abou ill nessandtreament, perceptionsof diseasethred,
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knowledge abou external li mitingand enabling fadors, and attitudesto ill nessand hedth care.
However, the seledion between hedth care speaalists of different therapeutic fields - e.g.
biomedicine and spiritual heders - follows a clea cultural logic which is principally based on
the perceived nature of ill ness(Whyte, 1997).

Sewondy, theintentionto ad acerdingtowhat oneconsidersappropriateandesentially
feasible can beimpeded or hindered by abroad variety of fadors, includinggeographicd fadors
(e.g. distance), scarcity of biomedicd resources (e.g. drug shortages), social fadors (e.g. intra-
domestic power relations for dedsion-making and control of funds or inequaliti es in accessto
resources) and econamic fadors (dired, indired and oppatunity costs). Tanner and VIasff
(1998 point out that in bath highandlow malariaendemic areas, the li mitingfadorsfor prompt
andadequate hedth care aff ed women andtheir chil dren more than men oncognitive, social and
eoonamic levels, because of deeply rooted gender inequaliti es.

In Ifakara, where knowledge andbiomedicd resourcesarein goodsuppy, sothat ‘tools
for adequate treament are adually there, an important source of delay in obtaining prompt care
is the period of time which passes between the intention to attend the hospital and the finding
of cash for covering treament costs. Econamic barriers for hedth care affea abowve dl the

poarest sedor of women before the harvest period, when shortage of money ismost evident (see

paper 5).

One of the usual critiques of applied medicd anthropdogy is the ubiquity of cultural
aspeds in studies abou hedth and ill ness particularly the overemphasis on ‘exotic native
models' (Scheper-Hughes, 1990 and the negled of the social, econamic and padliti cd relations
which shape social life (Singer, 1989. Likewise, social processes or econamic strategiesdonaot
occur in acultural void (Stolcke, 1992. In order to gain amore wmprehensive picture of the
reasons which in one way or the other condtion delay in attending a hedth fadlity, cognitive,
social and econamic aspeds must not be analysed separately, but require consideration o
different fadtors which intervene in the processof treament-seeking.

The relation between interpretative processes, charaderistics of social networks and

accessto ecnamic resources can best be ill ustrated with a hypaheticd example:
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Becauseof lad of funds, the hospital (which chargesconsultation, examinationanddrug
fees) might not be attended promptly after the onset of symptoms (delay 1). Meanwhil e, in order
to control the symptoms, antimalarials which were stored at home, obtained from a neighbour,
or bough from ashopmight be taken, but in inadequate amourts. After aperiodof relief, anew
bou of malaria might appear, which could be interpreted as a manifestation o witchcraft (see
paper 3). A heder might be consulted, and histreament might last aweek (delay 2). Analysed
against the badground of different levels of causality, one might say in this case that the
‘ultimate’ cause of delay was econamic, while the immediate reason was the process of
reinterpretation and the charaderistics of the resulting therapy. Moreover, the econamic fador
isnot separable from the social sphere, as social networks are diff erently adivated and include
different personsif ill nessis perceived to be ‘natural’ or to be caused by witches or spirits (see
paper 4).

Summarising, theimpli cations of the diff erent aspeds- social, cogritive andecnamic -
areintertwined, andthey need to beanalysed intheir speafic context if relevant fadorsfor delay

areto be sss=d.

Implicationsfor futureresearch

The findings of the results presented in this thesis cdl for a novel focus in treament-
seeking behaviour for malaria at the cognitive level and stresses the need to include socio-
eqonamic perspedivesincreasingly inreseach for applicaion. It would bevaluableto carry out
studies with a similar approach in order to compare these findings with the situations in ather
settings, showing different socio-eanamic and cultural profiles. On the one hand, this would
validate the findings of thisstudy. On the other hand, it would serve to encourage studies which
acourt for therapid cultural and econamic transitions of rural areas, aphenomenonwhich has
recently been cdled ‘rurbanisation’ (in French) (Bassand et al., 2000.
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First of all, assesamentsarerequired which investigatetherelativeweight of ead of two
levels, cogntive and econamic, for delay in attending adequate care. Whil e much emphasis has
been placeal on cognitive aspeds, it isnot clea in how far they can redly be made resporsible
for delay. Similarly to what Foster (1976h cited by Inhan and Brown, 1990 warned arealyin
the 197Gs, there is a danger of ‘inappropriately blaming culture’. For example, the role of
traditional heders as asourceof delay neals to be reconsidered, and their importance weighed
against other posgble fadorsfor delay. Thiswould be central before thinking of implementing
referral systems and coll aborations with traditional heders.

On the mgnitive level, an orientation d treament-seeking studies towards more
analyticd approadhesisrequired. Rather than trying to predict behaviour, an emphasis soud
be placad onunderstanding cultural logics which provide information abou why people behave
asthey do. The examplesof medicd syncretismsshow therelevanceof logicsfor uncompli caed
and reaurrent malaria also. Further reseach shoud not only focus on severe malaria, but also
study treament-seeking for uncompli cated cases (by far the most numerous ones and the ones
which might develop into severe forms). Two areas would be important to focus on: (i) logics
which underlie home treament pradices, and (ii) logics that underlie multi ple therapy choices.
Thereisstill very littl e known abou people’s perceptions and kehaviour after attendanceat a
hedth fadlity.

Further reseach is also needed on the importance of nonreasoned adion, not only for
home treament pradices for degedege, but also for other therapy choices and other aspeds of
malaria ill ness Non-reasoned adion could play an important role in adapting control tods
which adivate certain resporses. Thisfield of investigationandappli cationwould certainly also
require inpus from cogritive psychology.

A further areaof research which emerges from the results, but is nat further elaborated
on in this thesis, is to know more abou the broader social implicaions of therapies. The
treament of degedege by the ‘knowledgeable women’, for example, creaes a therapeutic unit
among women (mothers and bibi) which might have important social values and provide a
feding of ressaurance for women within the community. This might be ancther reason why it

isnot aseasy to change patternsof treament prioritiesasonemight expea. Moreover, if mothers
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did changetheir behaviour, this might have further, unforeseen implicaionsontheir social life.

Theroleof ‘knowledgeable women’, who often trea members of the family and are not
traditional hedersknown to the entire community, also raisesthe question of therole of elderly
women in therapy management. Interventions have traditionall y been direded at mothers (and
sometimesmen), but littl eisknown abou the social suppat andadvicegivingby grand-mothers
and aher elderly female relatives, and their influence on dedsion-making.

Moreover, there shoud beareassesanent of therole of hedth informationcampaignsas
the most important toal for changing behaviour. Althoughwell-informed people ae ceatainly
better prepared than norrinformed ones, other obstades to seeking or recaving adequate care
might be equally or more important. Certainly, more information is needed on socio-eanamic
fadorsthat can cause delay, but also oninstitutional ones (e.g. avail ability and accessbility of
adequate hedth fadliti es, quality of care).

Finally, a field where reseach is nealed is related to women. While it is commonly
acceted that women are in a worse position than men with resped to dedsion-making,
controlling, earningandmobhili singfunds, littl eisknown abou diff erencesamong womenwithin
the community. In order to better target hedth and other campaigns, gender-related research

shoud focus more on identifying the most vulnerable groups amongwomen.

Recommendations for action

Speafic recommendations which arise from the findings of this gudy concern the

community level, theinstitutional level of hedth fadliti es, and drug pdicy.

Community level: improve information

Althoughcommunity knowledge abou malariais generaly very satisfadory, there are
some areas of information which need to be better addressed in information, educdion,
communication(IEC) campaigns. Firstly, thestrongfaithin biomedicine, andlimited knowledge

abou reaurrences becaise of wrongadministrations of drugs, non-compliance, drugresistance
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or repeded reinfedions, may trigger thereinterpretation o persistent or repeaedill nessepisodes
in terms of witchcraft. People shoud therefore be better informed abou possble fail ures of
antimalarial treament. The most important information is to explain why symptoms may
regpea or persist after treament andwhat to doif thisoccurs. Clealy, the most important role
in transmitti ng these messages li es with the hedth personrel at the hospital where antimalarial
treaments are prescribed. Shop-keegpers have recently been shown to be apotentially important
sourcefor drug provision and information, and training them could be a valuable approad for
bringingdrugsandinformationto the people (Marsh et al., 1999. Thisand other channelscould
be considered for transmitti ng information about drugs and pcsgble relapses.

Seoondy, thefindingthat adiology doesnot necessarily play arolein treagment adions
for degedege implies that information shoud not only mention the link between malaria and
degedege, but explain what needs to be dorne when the symptoms appea. Messages like‘goto
the hospital” are nat sufficient. More emphasis shoud be put on hane management with clea
explanations of what shoud be dore a home (how symptoms can be ‘cooled down’), on
insisting to attend the haospital even if there isrelief.

Thirdly, the goodacceptance of biomedicine for uncompli cated malaria and the notion
of ‘coding down’ symptoms before going to the hospital might be useful for introducing new
drugs at the househald or the peripheral hedth care level. Prepadkaged antimalarials for home
management of uncomplicated malaria (UNDP/World Bank/WHO, 200d), with clea
instructions abou when to take them, are likely to be well acceted and will probably improve
compliancewith full dosagesif they can beintegrated into people’ srepertoire of automaticaly
adivated adion. Theadministrationof redocgps (redal artesunate) (UNDP/World Bank/WHO,
20000 is a promising way to reduce the time lag between orset of severe symptoms and first
treament, espedally inrural areas. Thefindingsof thisthesisindicaethat thesedrugsarelikely
to be redily accepted by the community and could be promoted as ‘first aid’ treaments which
require further follow up at the hospital in order to encourage people to seek adequate cae. If
home management continues to be astrong focus of malaria control, knowledge @ou how
people deade when to aad will serve to promote corred use of antimalarials at home and to
attend hedth faaliti es adequately.
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Fourthly, the results show that mothersisan important target groupfor promotinghome
management of febril e chil dren. But it would be essential to know therole of elderly women and

to include themin IEC campaigns.

Community level: broader approaches

Hedth intervention programmes shoud pay increased attention to the problem of
econamic constraintsfor people’ s hedth care expenditures. Implementation of hedth cardsand
hedth insurance systems would be a possble way of helping patients to cope with treament
costs. Accessto reliable loan systems would be highly advantageous to enable people to cope
with immediate hedth care wsts, espedally during the harsh period before the harvest.

Inview of the disadvantaged pasiti on of women in accessto resources compared to men,
development strategies which consider women's needs and skills are recommended for
promotion. Loan and micro-credit systemscould hel p people, andespedall y women, to establi sh
their own small scde businessadivities. Thereiscertainly abig patential for helpingwomen to
help themselves. The outlook is positive: as women arealy have their established coping
medanisms and show their independence of generating their own income, adion-reseach
projeds, following the ideology of the well-known ‘recherche - adion - formation’” (RAF)
projeds (ENDA Graf Sahel, 1994 would be apromising approach for promoting women’s
cgpadties. Similarly, the already widely known mutual suppat groups (in Tanzaniaknown as

Upatu groups) merit increased encouragement and suppat.

Traditional healers

Referral systemsfor severe malariawhich include traditional hederswould certainly be
valuable approadhes, provided heders are foundto play a central role in treding malaria or
related cases within a particular community. Understanding d different heders’ and patients
interpretations of malariaare aprerequisite for propcsingrecommendationsfor implementation
programnmes. Heders informal and formal associations and operational constraints (e.g.
difficulty in locaion) need to be carefully assessed before implementation can be planned. In

consensus medings, simil ar to those carried out with farmers (ENDA Graf Sahel, 1993, mutual
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agreements between traditional heders and hedth planners could be worked out.

Health institutional level

Cost-sharing systems at hedth fadlit es need to be adapted to the econamic situation of
the community. The implementation d a hedth cards system might be a worthwhil e approach
asit acouns for the problem of people’ s unstable income patterns throughou the yea.

Assesgnent of risk groups based on criteriathat are relevant in a particular community
(e.g. unmarried and divorced female farmers) shoud be encouraged in order to implement
voucher and exemption/waiving systems targeted at the most vulnerable people.

Drugadministrationshoud also beremnsidered inthelight of community perspedives.
The use of largely ineffedive first-line drugs (such as chloroquinein areas with highresistance
patterns) poses a serious problem for delay in obtaining adequate care. First, thereisdelay due
toineffedivenessof thedrug. Second, thereisdelay becaise of the obstadestore-attendahedth
fadlity, e.g. because of difficult accesshility (duetowork load, transport etc.) or becaise of lack
of affordability (ladk of funds). Re-attendance might be felt unrecessary because of
reinterpretaion of persistent ill nessin terms of witchcraft (seepaper 3). The combination and
acamulation of biologicd, econamic and cogntive fadors can thus contribute to longdelays.
Careful assesgnents drug palicies for first-line drugs which take diff erent aspeds into acournt

are therefore required (for a discusson seeMshinda, 2000.
A simplified view of the the potential sites for delay in attending adequate hedth care

during the treament-seeking process for uncomplicaed, cerebral, and reaurrent malaria ae
showninfigures 10, 11, and 12
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Conclusion

“When the insights of anthropdogy and education fully permeate the way in which
environmental control isimplemented andare not just added on as afterthoughs, andwhen the
most sophisticated results of moleaular biology are apgied through appopriate simple
techndogiesto epidemiol ogical strategiesdevdoped decadesago, thenreal progressin control
can ke made.” (Bradley, 199128)

In the past decales, as never before, it has been widely recognised that malaria control
needs a hadlistic goproad, based on the interadion d many dsciplines (Brown, 1999. Within
thiscontext, studiesontreament-seekingplay avital rolefor the successof control programmes,
or asOakset al. (1991]) stated, “it isthe behaviour of individualsandgroupsthat determineshow
or whether effortsto prevent or trea malariawill be successul” (p.258).

Much work has been dore in the aena of human behaviour and treagment-seeking for
malaria. Thereseachinthisfield is much influenced by the traditi onal approaches of the KAP
(knowledgeattitudeandpractice) and KA BP (knowledge atitudebehaviour and radice) studies
promoted in the late 197G and 198G (Pelto and Pelto, 1997). These studies certainly have
contributed muchtotheunderstanding d community perspedivesonmalaria. They do, however,
have their limitations as they provide a static and descriptive picture of what people ‘know’,
what they ‘believe’ and what they ‘do’ (or report they would do) when confronted with an
ill ness With their focus on knowledge and belief, they are deeply roated in the traditi on of the
‘traditional - modern dichotomy’.

The papers contained in thisthesis have d@tempted to take adiff erent focus. More than
describingtreament patterns, they try to understandthe aultural logicswhichunderli etreament-
behaviour. Itisby understandingtheseslogicsthat control interventions can be more adequately
targeted to the cmmmunity.

In contemporary Africa, wheretraditi onal ideas and biomedicine have co-existed side by
side for so many yeas, it is evident that interadions between diff erent types of knowledge are

likely to have occurred. The analysis of logics permitsthe recogniti on of lay understanding and
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treament-seeking as a result of the interplay between traditional and modern ideas. A nowel
focusonsocio-cultural malariareseachwhich geesbeyondthe*traditi onal - modern’ dichotomy
could therefore bring rew insightsinto people’ s perspedives of the disease.

But the focus of the thesisis nat only on cogntive aspeds. Treament-seeking needs to
be regarded in a broader context, which includes people’'s red life situations. Econamic
constraints of coping with treament costs, in connedion with mohili sation of socia networks,
resource-seeking strategies, gender-related aspeds and seasondlity, are important but gredly
underrepresented topics in the socio- cultural and socio-econamic literature on malaria. It is
hoped that this thesis can stimulate further research in thisfield.

Itisclea that al theseaspedscan benefit much fromtheinpu of anthropd ogyandother
social sciences. Theaim of medicd anthropdogyasappli ed to pulic hedth shoud beto provide
insightsinto aspedfic puldic hedth problem. Already inthe 1980s, Foster (1987) noted that one
of the problems in behavioura reseach is the failure “to keep reseach simple” (p. 713). He
criticised the tendency of many reseachers to be so “keen on conveying an impresson o
reseach sophisticaion that they overlook entirely the need to addressthe question of the ends
for which thereseachiscaried out” (p714). The challenge of applied medicd anthropdogyis
to use anthropdogicd concepts, which may be based on complicaed theories, to produce
answers to important questions and translate them into clea, smple and focussed messages.

Using anthropdogicd concepts, thisthesisis an attempt to contribute information that
canbeusedin control interventionsto tadlethe speafic problem of delay in seeingprompt and
adequate carefor malaria. The challenge, onadifferent level, isnow to adually usethereseach

results and to tranglate them into hedth pdicy adions.
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Appendix |

Appendix la

Question-guide for FGDson malaria: inquiry phase

1)

2)

3)

4)

5)

6)

7)

Please explain: how does a malaria episode start and how does it develop?

If you think the symptoms you / your child is suffering might be malaria, what do you
first?

If someone in the household gets sick with malaria, do you comment it to other
people? Do you get support, advice from others?

Before you came to the hospital, what did you do for helping yourself / your child?

When did you decide to attend the hospital ?

If malaria symptoms start, do you always attend the hospital? What do you do for
mild episodes, what for severe?

In general, what are the problems you encounter when you seek treatment?
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Appendix Ib

Question-guide for FGDs on gender

1. Are men and women equal in the community?
If not, what are the diff erences?
Econamicdly, who ovns what?

a Are there diff erences amongwomen in the community?
What diff erentiates them?
Educaion
Fields: size ownership
Status related to number of children
Clothing
Business(including small scde businesy
Income (personal, of the husband/partner)

b. To which caegory domost women o the mmmunity belongto?
2. a Which qualiti es give resped to awoman in the cmmunity?
Marriage

Children: number, to educae them, clothes, their hedth
Habits of talking

Lealership/positionin the community or family

Work

Clothing

Income (personal, of the husband/partner)

b. What lowers awoman's dignity / causes her to be disrespeded?

3. What problems do women facein the community in general?
Are dl women affeded in the same way / level?
married / unmarried / widowed / divorced-separated
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4. Decision-making
a Are there women in the community who make important decisionsin the
household or in the community?
e.g. about - Health
- Marriage
- Work (incl. work on the fields, household activities)
- Money

b. In your household, what decisions can you make without consulting others?
For what decisions do you have to consult others? Who do you have to
consult?

C. Decision-making for malaria episodes of children. Can you make decisions
without consulting others? Who do you have to consult for what?

5. a What are the main health problems of children in this area?
boys/ girls
age groups
b. What are the main health problems women as mothers face?
C. What problems do old women face?
6. How do women cope with these health problems? What are the limitations,
challenges?

treatment at the hospital / traditional healers/ home remedies

7. Are the problems women face changing over time? How?

8. Experiences/ narrativesin relation to health problems (in particular malaria) and
decision-making

0. Socioeconomic characteristics of the respondents:
- education - farm (size, ownership)
- type of house - children (number, educated/non-educ.)
-ethnicity - marital status (single, married, divorced, widowed)
- religion - occupation (including small-scale business)
- income - social status (in the household, in the community)
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Appendix Ic
Question-guide for FGDs opinions and expectations from hospital services

Date:

Participants:

Site:

Topic: Community expectation and satisfaction with governmental health services
(St. Francis Hospital in- and out-patient department, MCH and pharmacy),
Ifakara

Moderator:

Observer:

Introduction:
- The discussion is part of a project about health and illness, and particularly

malaria, in Ifakara
- Please mention examples of your own experience or of what you have heard

Question 1:

What do you think about the quality of the services at the St. Francis Hospital?

- experiences - drug shorages
- expectations - accessibility (e.g. transport)
- waiting time

Distinguish between OPD, in-patient, MCH, pharmacy
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Question 2:
What do you think about the staff at the Hospital?
- experiences

- expectations
- patient-staff relation

Question 3:

What do you think are the main problems people face for getting good
treatment at the Hospital?

Question 4:

Are you, or people in general, satisfied with the health services at the
hospital?

Question 5:

How could the quality of care at the Hospital be improved?

Question 6:

What are the alternatives people choose when they are not satisfied with the
Hospital treatment?

- private health services (Kikopa clinic, town pharmacies)
- services offered by waganga ya kinyeji

Question 7:

What do you think about the introduction of the user fees?

Please invite the informants to participate in another FGD on traditional healers.
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Appendix Id

Question-guide for FGDs opinions on traditional medicine

M oderator:
Observer:
Participants:

Introduction:

- Part of the study on traditional medicine.

- Conversations with many waganga and observation of treatments
- We would like to know the opinion from the community

- Tell about what you have experienced or heard

Question 1:
Why do you think so many people go to the waganga?

Question 2:
Do you think they are helpful for the community?

Question 3:
How do you see the client/patient-healer relationship?
- compared to the hospital

Question 4:
There aredifferent types of treatments, herbal and spiritual. What do you think about
the two?

Question 5:
Should the healers get any reward or payment?

Question 6:

WHO proposed a collabor ation between traditonal healersand hospital. What do you
think about that?

How do you think it could be undertaken?

Question 7:
Recommendations and Comments
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Appendix Ila

Question -

Guide for In-Depth Interviews with mothers

1. Type of house

Type of roof, ceiling
Cooking place inside or outside?

Number and size of the farm?

What do you plant?

How far away is the farm?

Expected harvest?

Do you use fertilizers, insecticides, tractor work, employed people?
Problems with birds, insects, pigs and other animals? What do you do
against it? Who and when?

Protection of harvest before transport? Who and when?

Do you sleep on the farm? How often? Do the children (<5 yrs.) sleep
there?

What do you take to the farm?

Is there a risk of getting malaria on the farm? Compared to home?
How do you protect yourself from mosquitoes? Do you use a mosquito
net?

Is malaria dependant on seasons? Why?

When is the peak of malaria? When does it start decreasing? Why?

How many people sleep in the house?

How many mosquito nets?

How many people sleep under a mosquito net? Who? Why?

What other measures against mosquitoes do you know?

Which of them do you use?

Do you store any drugs in your house? Prompt: CQ, aspirin, panadol
Which and how much? Where did you buy it?
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4, Health problems and h ealth-seeking-behaviour

- Was there recently a malaria case in the house?

- How did it start? Symptoms?

- What did you do first? And second?

- When did you start acting?

- Who decided what to do?

- Did you get any support (financial, advice, support for household
activities)?

- Did the patient recover? How? After what time?

- Can he/she get malaria again?

- What do you plan to do against malaria?

5. Knowledge on malaria

- What is the cause of malaria? Prompt: dirty water

- What symptoms make you think that the child may have malaria?

- What other symptoms are possible? Prompt: anaemia, enlarged
spleen, convulsions, degedege, kifafa (epilepsy)

- Who is more susceptible to malaria, children or adults?

- What is chronic malaria?

- When the child has malaria, what do you usually do?

- If you take the child to the hospital and they don't detect parasites,
what do you do? Prompt: Do you go to the mganga?

6. I've heard that... questions

- About twins: If one has malaria, will the other one get it as well? How?
Why?

- Is it possible that due to witchcraft, the parasites cannot be detected in
the blood even if they are there?

- Can degedege be caused by a butterfly?

7. Mosquitoes

- Which mosquitoes can transmit malaria?

- When in the year can malaria be transmitted? Why?

- At what time of the day/night can malaria be transmitted? Differences?
Why?

- Is it possible to get malaria when there are no mosquitoes? Why?
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Appendix I1b

Question-guide for in-depth interviews (prospective study)

1. General information

Time and duration of the interview

Setting of the interview (who participates in the conversation, who is
listening?)

Occupation of the household members

Who is present at the moment (today and at the time of the interview,
including neighbours and friends)

2. Explanatory accounts for illness episodes

Recognition of signs and symptoms (how did the illness start, how did it
develop? When do you have to start treatment? How do you recognize when
the patient is cured?)

Knowledge of malaria/lhoma/degedege (seasonality, protection, cause,
transmission, treatment etc.)

Perception of seriousness

Important:  Accounts from different household members!

3. Protection and health-seeking behaviour (Logic behind it! Not only what
do you do, but why do you do it!)

How do you protect homa/malaria/degedege? How many beds and how many
with mosquito-net? Who sleeps under the mosquito-net?

Treatment at home (cooling down the body, herbs, tablets...)

Where do you get the medicine from? Do you have any medicine at home at
the moment?

Treatment at health facilities (private, governm., waganga)

Parallel and sequential use of health services (private, governm., waganga)
Perception of health services (private, governm., waganga)

Compliance with treatment prescriptions (private, governm., waganga)

Important:  Statements from different household members! What do you
think you should have been done and what was really done?
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4, Decision-making (importance of social networks)

Who cares for the patient?

With whom do you discuss the patient's condition?

Who gives advice for treatment seeking (family members, neighbours,
relatives)?

Who makes decisions for what kind of health problem?

Where is the money from?

Who takes the patient to the health services?
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Appendix Ilc

Question-guide for in-depth interviews with “knowledgeable
women”

Clients

How many clients come here per month?

Age of clients?

Where are they from? (community or far away?

Treatment

What illnesses do you treat?

How long does one treatment last?

Do you use spiritual power?

Can you treat witchcraft? Who can treat it?

Do patients come here or first attend the hospital?

Is your treatment better that hospital treatment? Why?
If your treatment fails, what do you advice clients to do?

Knowledge

Malaria:

What are the causes of malaria? Prompt dirty water

What are the symptoms?

Where is it best treated?

Who is more susceptible to malaria, children or adults? Why?
What is chronic malaria?

Can witchcraft cause the same symptoms?

Can witchcraft hide the parasites?

Degedege:

What are the causes? Prompt butterfly, spirits, witchcraft
What are the symptoms?

What is the treatment? Where best treated?

Who is more susceptible to malaria, children or adults? Why?
Can witchcraft cause the same symptoms?
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Bandama:

What are the causes? Prompt eating dirty soil, spirits, witchcraft
What are the symptoms?

What is the treatment? Where best treated?

Who is more susceptible to malaria, children or adults? Why?
Can witchcraft cause the same symptoms?

Services

What other services do you provide? Prompt: deliveries, advice for mothers in child
health care, protections, initiation of boys and girls.

Initiation

How did you become a mganga?
Why only old women?
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Structured Questionnaire

Sub-Village:

Questionnaire on childhood ill nesses
2. Today'sdate

I S U W R W 8 S S

First Part |: General Information

3. Your name

(first name) (second name)

4. Your age ! ', | years or year of birth 19 ! ',

5. Your religion
(1=Modem, 2=Catholic, 3=Protestant,
4=others, 5=no religion)

6. Your ethnic group

(1=Mndamba, 2=Mmbunga, 3=M pogoro,
4=Mngoni, 5=Mbena, 6=Mhehe, 7=Mdwewe
8=others)

7. Your education

(1=Std. four, 2=Std. seven,
3=secondary education, 4=no education,
5=cthers)

8. Your occupation
(1=farmer, 2=business, 3=employed
4=casual worker, 5=teacher, 6=others)

9. How many children do you have?
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10. Among you children, how many
livein you house? ' ' '

| I I
11. How many children uncer five
livein you house? : ', ',
12.What are the threemain childhood diseases ! T L !
in thisvill age?
(1=malaria, 2=normal fever, 3=diarrhoeg if 9

4=malnutrition, 5=degedege, 6=schistosomiasis,
7=bandama, 8=nonre, 9=cthers)

Part Il : Malaria

13. How can you knav that thisis malariafor a child?
(1=yes, 2=no, 3=l doritknow)

01 fever or high fever or hot body o 1
02 vamiting L1 1
03 darrhoea I L
04 cough L L
05 convusions S 1
06 chil d looks whiti sh (anaemia) L 1
07 orelungis swollen o 1
08 ahers
14. If malariais not treded, can the diild de? 1

(1=yes, 2=no, 3=I dont know)

If 1, go to question 15.
If 2 or 3, go to question 16

15. If the dhild is not treaed, how long ! Vif5

can it take for him/her to de?
(1=hours, 2=two to seven days, 3=two to threeweeks,
4=months, 5=cthers, 6=I dorit know)
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16. What are the causes of malaria?
(1=yes, 2=no, 3=I doritknow))
| |

01 mosquitoes I R —

02to drink or wade through drty water o 1

03 hd sun I N I

04 fever or high fever L 1

05 people's plays (witchcraft) A 1
06 ahers

If 05isyes, goto question 17
If 05isnad/l donit know, goto question 18

17. If malariais caused by peoples plays, isit red
malariaor it looks like malaria, but it isnat malaria?
(1=red malaria, 2=it looks like, 3=I dorit know) ! !

18. Before you take the dild to the hospital or to the traditional heder, | b !
how will you help him/her at your home?

(1=give him/her tablets, 2=cool down the hea of the body,3=give him/her locd medicine,
4=| dorl trea him/her at home,5=cthers, 6=I dorit know)

If 1, what tablets?
If 5

19. After the help you gave him/her yourself

at home, what will you dd? : ',
(1=to the traditional heder, 2=to the dispensary or haspital, 3=others, 4=l dorit know)

If 1, goto question 20
If 2, which hospital ? oquestion 23
If 3 goto guestion 23
If 4, goto question 23

20. If youtake the dild to the traditional heder, isit only

for treament or for divination first? ! !
(1=only treament, 2=divination, 3=I dont know)

21 After attending to the traditional heder, if the dnild starts
improving, what will you d@?

(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)
22. After attending the traditional heder, if the child dces naot
get relief, what will you do? : ',

(1=I stay at home, | take him/her to the dispensary or hospital,
3= | goto ancther traditional heder, 4=l dont know)

goto guestion 31

221



Appendix I11

23. If the dhild daes nat get relief after the dispensary or
hospital treament, what will you da@?
1 1

%1:t0 the traditional heder, 2=again to the same dispensary or hospital,
3=to ancther dispensary or hospital, 4=others, 5=I dorit know)

If 1, go to question 24

If 2 or 5, go to question 27

If 3, which hospital ? go to question 27
If 4, go to question 27

24. If youtake the dild to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dorit know)

25. After attending to the traditional heder, if the dild starts
improving, what will you dc&?

(1=I stay at home, 2=I take him/her to the dispensary or haospital, 3=I dont know)

26. After attending the traditional heder, if the child dces not

get relief, what will you dd?
(1=I stay at home, | take him/her to the dispensary or hospital,
3=1 goto anacther traditional heder, 4=I dorit know)

go to question 31

27. If after the treament at the dispensary or hospital, the

child still does nat get relief, what will you da?
(1=to the traditional heder, 2=again to the same dispensary or hospital,
3=to ancther dispensary or hospital, 4=cthers, 5=I dorit know)

If 1, go to question 28

If 2 or 5, go to question 31

If 3, which hospital ? go to question 31
If 4, go to question 31

28. If youtake the child to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dont know)

29. After attending to the traditional heder, if the dnild starts
improving, what will you d@?

(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)
30. After attending the traditional heder, if the child dces not
get relief, what will you d@?

(1=I stay at home, | take him/her to the dispensary or hospital,
3= | goto ancther traditional heder, 4=I dont know)

31 Isit posshbleto gve Chloroquine and htter traditional medicine
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at the same time to the cild?
(1=yes, 2=no, 3=I dont know)

32 Isit possblefor bad peopleto prepare malaria parasites  that they

canna be deteded at the dispensary or hospital ?
(1=yes, 2=no, 3=I dont know)

33. Isit possble for bad peopleto prepare malaria symptoms

but it isnot redly malaria?
(1=yes, 2=no, 3=I dorit know)

Part Ill : Last experience

34. For the time being, has there been ore of your children

suffering from malariawho was treaed at the dispensary or hospital?

(1=yes, 2=no, 3=I dorit know)

If 1, go to question 35
If 2 or 3, go to question 39

35. When was this?
(1=lessthan 2weeks bad, 2=lessthan two months bad,
3=more than two months bad, 4=I dont know)

36. Which haspital or dispensary did youattend?

37. Before you attended the dispensary or hospital, did you

give the child any tablets?
(1=yes, 2=no, 3=I dont know)

If 1, what tablets?

38.Before you attended the dispensary or hospital, did you
give the dhild any locd medicine?
(1=yes, 2=no, 3=I dorit know)
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Part 1V: Degedege

39. How can you knav that thisis degedege?
(1=yes, 2=no, 3=l dontknow)
I 1

01 fever or highfever or hot body A 1
02 changing o eyes L 1
03 stiffness R N L
04 shivering L 1
05 cough L1 1 1
06 chil d looks whiti sh (anaemia) I R 1
07 convusions N B I
08 darrhoea R N L
09 orelungis swollen R 1
10 vamiting L 1
11 ahers
40. If degedege is not treaed, can the dhild de? L

(1=yes, 2=no, 3=I dorit know)

If 1, go to question 41
If 2 or 3, go to question 42

41. If the dhild isnat treaed, how long : 1,f5

can it take for him/her to de?
(1=hous, 2=two to seven days, 3=two to threeweeks,
4=months, 5=others, 6=I dorit know)

42. What are the causes of degedege?
(1=yes, 2=no, 3=I doritknow)
I 1

01 fever or highfever I '. '. 1

02 malaria I N I

03 mosquitoes L 1

04 hd sun I I

05 kig moth S 1

06 spirits Lo 1

07 people's plays (witchcraft) L 1
08 ahers

If 07 isyes, go to question 43
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If 07 isna/l dont know, goto question 44

43. If degedege is caused by people's plays, isit red
degedege or does it ook like degedege, but it is not degedege?
(1=red degedege, 2=it lookslike, 3=I dont know)

44, Before you take the dild to the haspital or to thetraditional heder,
how will you help him/her at your home?

(1=give him/her tablets, 2=coadl down the hea of the body,3=give him/her locd medicine,
4=to wurinate on him/her, 5=I dorl trea him/her at home,6=others, 7=I dont know)

If 1, what tablets?
If 6

45. After the help you gave him/her yourself

at home, what will you dd@?
(1=to the traditional heder, 2=to the dispensary or haspital, 3=others, 4=I dorit know)

If 1, goto question 46
If 2, which hospital? toquestion 49
If 3 goto guestion49
If 4, goto question 49

46. If youtake the dhild to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dont know)

47. After attending to the traditional heder, if the dnild starts
improving, what will you d@?

(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)

48. After attending the traditional heder, if the child dces nat

get relief, what will you d@?
(1=I stay at home, | take him/her to the dispensary or hospital,
3= | goto ancther traditional heder, 4=l dont know)

goto guestion 57

49, If the child daes nat get relief after the dispensary or
hospital treament, what will you dd?
1 I

 —
(1=to the traditional heder, 2=again to the same dispensary or hospital,
3=to ancther dispensary or hospital, 4=others, 5=I dorit know)

If 1, goto question 50

If 2 or 5, goto question 53

If 3, which haspital? ¢o question 53
If 4, goto question 53
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50. If youtakethe dhild to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dorit know)

51. After attending to the traditional heder, if the dild starts
improving, what will you d&?

(1=I stay at home, 2=I take him/her to the dispensary or hospital, 3=I dorit know)
52. After attending the traditional heder, if the dchild dces not
get relief, what will you dd?

(1=I stay at home, | take him/her to the dispensary or hospital,
3=1 goto anather traditional heder, 4=I dorit know)

go to question 57

53. If after the treament at the dispensary or hospital, the

child still does nat get relief, what will you dad?
(1=to the traditional heder, 2=again to the same dispensary or hospital,
3=to ancther dispensary or hospital, 4=others, 5=I dorit know)

If 1, go to question 54
If 2 or 5, go to question 57
If 3, which hospital ? go to gquestion 57

If 4,

go to question 57

54. If youtake the child to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dont know)

55. After attending to the traditional heder, if the dild starts
improving, what will you d@?

(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)

56. After attending the traditional heder, if the child dces not

get relief, what will you d@?
(1=I stay at home, | take him/her to the dispensary or hospital,
3=1 goto ancther traditional heder, 4=I dorit know)
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Part V: Bandama

57. How can you knav that thisis bandama?
(1=yes, 2=no, 3=I dorit know)
01 fever or highfever or hot body | ' ' | '

_ 1 | S

02 chil d looks whiti sh (anaemia) ! ! '. 1

03 orelungis svollen A 1

04 child gets foamy or yell owish stod : ', '. 1

05 ahers
58. If malariais not treaed, can the dhild de? L1
(1=yes, 2=no, 3=I dont know)
If 1, goto guestion 59
If 2 or 3, goto question 60

59. If the dhild isnat treded, how long ! 1,f5

can it take for him/her to de?
(1=hous, 2=two to seven days, 3=two to threeweeks,
4=months, 5=cothers, 6=I dorit know)

60. What are the causes for bandama?
(1=yes, 2=no, 3=I dontknow)
O1fever or high fever ' ' ' ' '

I L
02 mosquitoes L 1

03 malaria T 1

04 eding drty soil L I

05 people's plays (witchcraft) L 1
06 ahers

If 05isyes, goto question 61
If 05isna/l dort know, goto question 62

61. If bandamais caused by people's plays, isit red

bandama or it looks li ke bandama, but it is not bandama?
(1=red bandama, 2=it looks like, 3=I dorit know) ' !
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62. Before you take the dild to the hospital or to thetraditional heder,

how will you help him/her at your home?
(1=give him/her tablets, 2=cod down the hea of the body,3=give him/her locd medicine,
4=| dor tred him/her at home,5=cthers, 6=I dont know)

If 1, what tablets?
If 5

63. After the help you gave him/her yourself

at home, what will you d@&?
(1=to the traditiona heder, 2=to the dispensary or hospital, 3=others, 4=I dorit know)

If 1, go to question 64
If 2, which hospital ? go to question 67
If3 go to question 67
If 4, go to question 67

64. If youtake the dild to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dorit know)

65. After attending to the traditional heder, if the dild starts
improving, what will you dc&?

(1=I stay at home, 2=I take him/her to the dispensary or haospital, 3=I dont know)

66. After attending the traditional heder, if the child dces not

get relief, what will you dd?
(1=I stay at home, | take him/her to the dispensary or hospital,
3= 1 goto ancther traditional heder, 4=I dorit know)

end1l

67. If the child daes nat get reli ef after the dispensary or
hospital treament, what will you da@?
1 I

zlzto the traditional heder, 2=again to the same dispensary or hospital,
3=to anather dispensary or hospital, 4=others, 5=I dorit know)

If 1, go to question 68

If 2 or 5, go to question 71

If 3, which hospital ? go to question 71
If 4, go to question 71

68. If youtakethe child to the traditional heder, isit only

for treament or for divination first?
(1=only treament, 2=divination, 3=I dorit know)

69. After attending to the traditional heder, if the dhild starts
improving, what will you d&?
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(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)

70. After attending the traditional heder, if the dhild daes not
get relief, what will you dd?

(1=I stay at home, | take him/her to the dispensary or hospital, I
3=1 goto anacther traditional heder, 4=I dorit know)
end 2
71 If after the treament at the dispensary or hospital, the
child still does nat get relief, what will you da? | ',
(1=to the traditional heder, 2=again to the same dispensary or hospital,
3=to anather dispensary or hospital, 4=others, 5=I dont know)
If 1, go to question 72
If20or 5,end 3
If 3, which hospital ? end 4
If 4, end 5
72. If youtakethe child to the traditional heder, isit only
for treament or for divination first? : ',
(1=only treament, 2=divination, 3=I dont know)
73. After attending to the traditional heder, if the dnild starts
improving, what will you d@?
I
(1=I stay at home, 2=I take him/her to the dispensary or haspital, 3=I dont know)
74. After attending the traditional heder, if the child dces not
get relief, what will you d@? | ',
(1=I stay at home, | take him/her to the dispensary or hospital,
3= | goto ancther traditional heder, 4=l dont know)
end 6
Initials of theinterviewer : ! ',
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