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ABSTRACT

The purpose of this study was to investigate the
impacts of perceived severity of sickness and benefit of
treatment in relation to compliance to trcatment of leprosy
patients in Sokoto State. The study also looked into the
interactive effects of perceived severity of sickness and
benefit of treatment on compliance of the various groups
of leprosy patients in the state.

Nine sub-hypotheses were stated to guide the study
towards finding an answer to the main hypothesis.

Using the cluster sampling technique, 952 randomly
selected subjects from Argungu, Sokoto and Zuru administra-
tive civisions of Sokoto State were used for the study.

The main research instrument for the study was the
structured interview. The interviews were conducted by
the researcher with th: aid of six selected and trained
assistants.

The chi-square (Xz) was used to test the sub-hypotheses
at a significant level of 0.,05. The x2 was however corro-
borated by the descriptive statistics (percentages).

The findings of thz study revealed that the higher the
level of perceived severity of sickness, the lower the com-

pliance rate. However, with regards to perceived benefit
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of treatment, the higher the perception, the higher the
compliance rate. The percentages for compliance in the
case of perceived severity of sickness were 40.4% for

those who perceived leprosy very severe, 49,9% and 54.9%
for those who perceived leprosy moderately severe and not
severe respectively., The percentages for compliance in

the case of perceived benefit of treatment were 90,6%,

73.8% and 19% for those who perceived treatment very bene-
ficial, somewhat beneficial and not beneficial respectively.

The result showed that those who perccived treatment
very beneficial complied to treatment more than those who
perceived the disease very severe. Similarly, those who
perceived treatment somewhat beneficial were better com-
pliers than those who perceived the disease moderately
severc. However, those who perceived the disecase not
severe were better compliers than those who perceived
treatment not beneficial,

Based upon the findings of this study, the resgagcher
recommended among other things, a wide and effective public
enlightment on the varicus aspects of leprosy and people
should be made to realised that leprosy is curable, it is
not a very severe disease, it doesn't kill it only cripples

the victim if treatment is delayed.
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CHAI TER OilL

L TRODUCTION

Leprosyy a chironsc 1. foctious disease causgd by

Myccbacterium

- — —

laprasis well knowii for its sagiBus social
stigma. A characterastic of th: diseasc/is i“s long incu-
bation period which rangss from threet¢ ten y..ars, and
1985). TheNdisceasa2

sometimes longaer (Wes.C. 2, according

to the world Health Crga-isation(2985), affects at least
ten million people 2 tho world, and about 1.4 billion
people - nearly a tiisd of bhe worldis population, live
in leprosy-endemnic areds (mostly dn Africa and Asia).
More tnzn a third of thz conservatively estinated ten
million leprasy patiznts in th:e world face ths thrzat of
permarient progressive physical disability, wihich in fact
is often accompani.:d by social rejection.

The clinical courses of leprosy is dependznt on a

eontimuing host—parasite relaticn in which the response

o

of .the host is largely predétermined y nis innate capaci-
ty to lyse or noc to lyses thz invading parasitas. The
parasite itself is of low pathoganicity and possesses

only slight invasiva po.2rs. Mcreover, its substrate and

environmantal requiram:-ts make 1t one of th: most fasti-

dious of organisms. The disease affects the skin and



peripheral ncrves mainly, but in somo forms of tha disease

Mycobacterium leprac can be found in large numbers else-
where, particularly in the nasal mucous membranc, smooth
and striated muscle, liver, spleen, lymph nodes| eyes,
testes, and klood vessel walls. For transmission of
leprosy to occur, viable bacilli must leave the body of
the patient and enter that of the contact.

There ar: several different types or varieties of
leprosy. The causative organism is the same, but the
reaction of the individual to the disease varies within
a very wide range. The four main types are the indeter-
minate, tuberculoid, boderline (dimorphous) and leproma-
tous leprosy. The disecase is one of the single highest
cause of disahility in mankind (Freitas, 1985).

It is difficult to know the present situation of
leprosy in Nigeria. This is because therz have been no
surveys for several years to determins th: prevalence of
leprosy in the various states.

In 1976, an appraisal of leprosy situation, including
facilities was carried out for the whole country by the
National Leprosy Control Committee. The information
collected then wera probably the most comprehensive infor-
mation that is currently available for the country. The

total number of registered leprosy cases for the country



then, with the projected population of 732,968,621 was
312,508, giving an averagye prevalence raic/of known cases
as 4.60 per 1,000. It was estimated thetl{the country pro-
bably had about 594,700 la2prosy cases 3V that t me. This
meant that there were 230,198 casés.bnat were still at
large (Das Plantes, 1985).

The leprosy sicuacion dn-Sokoto state is also in a
very bad condition; as peported in the Statc's Ministry
of Health quarterly statistical return of laprosy situa-
tion for 1986, Th& Sti:te has a total number of 47,811
registered patients with 365 leprosy clinics. (see

table 1.1, below).



SOKOTO STATE MINISTRY OF HEALTH QUARTEIuY STATISTICAL RETURN OF

_—#‘
LEPROSY CONTROL SERVICES [FOR THE PERIOD FROM JANUARY ~ MARCH, 1986
/
NO. OF NEW PATIENT| LEPROSY NON- |NO. OF | DAPSONE
s/No.| NAME OF LocAL EPROSY | Leprosy | SFPROS | cases | TRANS- | PATIENT | peaD|ypren-| PATIENT | USED
/NOel Govr. anD GovT. VILLTE;E CLINICS| o REGIS- | FER DIS- DED REGIS~ | DURING
& P- 1 TEReD | our CHARGED TERED | THE PERIOD

1.| Amanawa Lep. Hosp. - 1 1 16 ¢ I GO - 1 - 356 34,634%
2. Argungu L/Govt. 1 35 - 11 30 - - 76 3127 49,643%

3.| Anka Local Govt. - 17 - 6 17 - - 59 1931 26,237

4.l Bagudo Local Govt. - 24 - 3 20 - - 32 1726 22,149
5.] Bodinga L/Govt. - 14 - 7 41 = - 80 1719 20,986%

6.] B/Kebbi L/Govt. - 16 - 3 23 - 1 83 2962 37,137
7.] Bunza Local Govt. 1 22 - 4 40 - - 49 1975 24,636%
8.] Gummi Local Govt. 1 21 - 13 76 - 2 129 4086 76,896%

9.} Gusau Local Govt. - 17 - 5 36 - - 51 1416 29,634
10.| Gwadabawa L/Govt. - 15 - 7 19 - - 48 2346 39,986%

11, Isa Local Govt. - 9 - 2 13 - 1 46 984 19,217
12 J Jega Local Govt. - 13 - .6 18 - - 39 1219 23,618%
13, K/Namoda L/Govt, 1 18 - 9 57 - 2 113 3683 57,916%

14 . sokoto L/Govt. - 17 - 18 69 - 3 95 3719 57,217

154 Silame L/Govt. - 14 - 13 30 - - 69 1936 26,239
16 T/Mafara L/Govt. - 18 - 11 21 - - 79 1824 29,636%

174 vYabo Local Govt. - 22 - 6 19 - 2 86 3324 61,289
18, Yauri Local Govt. B 20 - 3 15 - - 63 1439 27,136%
19, wurno Local Govt. - 16 - 5 13 - - 80 2064 34,198%
20J Zuru Local Govt. 3 36 - 33 17 - 5 106 5975 86,987%

G. TOTAL 5 365 1 J 181 585 - 17 | 1383 47,811 | 785,397

RS S T P T o 2 2 2 2 3 2 3§ 1 3 ;)
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The leprosy situation in Nigeria, coupled with the
easy spread of cother communicable discases form.a major
part of the total health problems in thc country. Osagae
(1984) was of th: opinion that most of our current health
problems are amenable to health education measures, thus,
they require not only hospital and maternity blocks,
medicines and treatment, but alsé modifications in beliefs
and behaviours. The notion here is that people will
generally improve attitude toward their health and develop
respect for good health if exposed to factual information

apaut their own health.



Any reduction in hezlth status endangoers one's capacity
for wark and thercfore, productivity. There is therefore,
the need for people to cc cverything possible to maintain
good health, which, acccrding to Kasl and Cobb (1966) is
"preventive health behaviour". The premise for this notion
is that people have a gencral desire for pleasurable conti-
nuity of life, though according to Kegeles (1969), what
provides pleasurec is prcoriably idiosyncratic,

In order to maintain continuity of life, the indivi-
dual must sometimes deal with emargent barriers. Certain
of these barriers are potzntially catastrophic if encoun-
tered. If the individuzl sees paths available for overcom-
ing the barriers, he will accept them as path of the life-
style; if on the other hznd, he does not see such paths -
or if such paths.Go ncot exist, he is likely to deny the
existence of the barricrs. An individual may see illness
as a barrier that nceds t: be overcome or he may fail to
perceive it as a barricer znd not take acticn. However,
once-an individual sces illness as a barrier that needs to
be overcome, he will stzrct to behave in a way that is termed
by Kasl and Cobb (1966) sick-role behaviour", A

Nonetheless, one's tzhaviour towards taking certain
steps for the purpose of c¢ztting well depends on his per-

ceplion of the bencfits he will derive from treatment.
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Rosenstock ct al. (4959), Heinzlmann (1962), Suchman (1270),
Becker et al. (1272), and Fink ¢t al. (1972) h.ve all shown
in their studies that the motivation to changc one's

health practices or to scek medical care depends. on. one's
perception or fecling of the scriousness of the.sickness.
Likewise, Elling (1960), Gabrielson (1967), and Becker
(197¢) showed that perceived benefits of treatment will aid
a patient's compliance to therapy.

These concepts very well apply to the numerous leprosy
patients all over the world, including Nigeria. In the
case of leprosy paticnts, some diagnosis of illness has
already been made and cne would therefore expect that those
who have been diagnosed should go for treatmant, so as to
get treated and cured, thereby, recucing the rate of sprea-
ding the disease. On the contrary, patisnt's compliance
tend to be poor, th: defzulters ratec is high. This situa-
tion is & serious public hcaith problem in Nigeria, and in
Sokoto, State in particular. Very oft=en the authorities in
the State are justifiably worricd by the numerous leprosy
patients converging in 3Sokoto township (thz state capital)
and begging in the strects.

In spite of all th- scientific information available

today aboui the severity of leprosy, substantial number of
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peuple continue to contract the disease every year, More-
over, tne rear and the prejudices regarding leprosy and
leprosy patients remain ingrained and persistent. In many
socleties, leprosy is arsociated with cuilt, rejection and
isolationy These coucepts were nc doubt inrluenced by
rellgious veliets, local traditions, ethnicity, i1gnorance
as well as the pathology of the disease.

Failure on tne part of health personuels to apprecciate
the importance of social and psychological ractors related
to disease have contributed toc the railure of otherwise well
conceived treatment programmes of leprosy. Tiere is therefore
the need for resear.ns that would attempt to ennance compliance
to treatment 1n leprosy by modiiying the sociowmehavioural
pactern, demographic ractors and beliers of patients and non-

patients towaras leprosy treatment,

SOKOTO STATE: A BRIEF DESCRIPTION

A brief cescriptio. of Sokoto State, nere wiil enaple
readers nave some «lear ideas about the leprosy situation in
Sokoto State as it relates to the state in aenerale.

Sokoto State (ame into being with effect from ist April, 1976
as a result of the creation of more states in the Federation u&
the then Feceral Mililtary Government.

With an area of ©4,0681,75 square kilometres, Sckoto State of
Nigeria covers 11% of the total land area of Nigeria. <The State

lies between attitudes 10° and 15° North and longitudes 3% 254 a

# 30" East (Sokoto State Statistical Hanabook, 1Y/6). Tue Sta

shares a common




boundary with the Republic of Benin which bounds it on the
west. The Niger Roepublic bounds it on the North and North-
west,

Locally, the stote sharces a common boundary with
Kwara Statc on the South-west, Niger state on tho south
and Katsina statc on the cast.

The state comprises of five administrative divisions
with nineteen local government areas. Table 1.2 below
shows the five administrative divisions and the local govern-

ment areas in cach division.

Table 1,2

SOKOTC STATb: Administcrative divisions with Local
Governmont arcase.

DIVISIONS

ARGUNGU GiW.ANDU SOKOTO YAURI ZURU

LOCAL Argunju| B/Kebbi Anka Yauri Zuru
GOVERN=- Bunza Bodinga
MENT Jega Gwadabawa
AREAS Bagudo Guimmi

Gusau

'Isa
K/Namoda
Silame
Sokoto
T/Mafara
Wurno

I L Yabo

Source: SCKCTO STATE STATISTICAL HANDBOOK 1876.




Based on the 1963 population cunsus, the state has a
total population of 4,533,789 which reprosants 8.2% of the
entire population of Nigeria. (SokotcState Statistical
Handbook, 1276).

The map below shows th: state with th: local govarn-

ment arceas.
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SOKQTD STATE: ADMINISTRATIVE
DIVISIONS

PRO VINCE

Tsina

L
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== [nternational boundary
= Provincial boundary
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STATEMENT OF THE PRObLEM

Tue purpose of this stucy was to investigate whether
perceived severity of sickuess and pbenerit of treatment
by leprosy patients 1n Sokoto State, have any significant
inriuence on their compliance to treatinent,

Specifically, the stucy attempted to tina answers to

the tollowing questions:

(%) Do leprosy patients who perceive their sickness
to ve very severe comply to treatment more than those

who perceive it moderatsly severe?

(2) Will those who perceive their sickuess to be very
severe comply to treatwent more than those who

perceive it not severe?

(3) would there ve a difterence in .ompliance between
those who perceive their sickuess to ve moderately

severe and those who perceive it not severe?
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(%)

(6)

(o)
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Do leprosy patients who percelive lepresy treatment
very peneficial comply to treatement wore than
those who perceived it somewhat veneficial?

Will the patients who perceived their treatwent
very venericial comply to treatment more than
those who perceive it ot penericial?

Do the patients who perceive thelr treatment
somewhat benericial -omply to treatwent more tnan
those who perceive 1t 1ot peneticial?

would there pe a ditrerence 1in c.mplian.e between
those who perceive their sickuess to be very
severe and those who perceive treatment wery
benef icial?

Do the patients who perceive their sickness to pe
moderately severe comply to treatment .ore than

those wht percelve ireatment somewhat benerial?



(9)

Will thosc who pcrccive their sickness not severe
comply to treatmonc more than those who perceive

treatment not buen. ficial?

HYPOTHZSIS

The main hypothesis for this study was that psrceived

severity of sickness and perceived benefit of treatment

of leprosy paticnts in Sokoto State.would not have any

significant influunce on their compliance to treztment.

SUB=-HYPOTHESIS

(1)

(2)

(3)

(4

There will be no significant difference in compliance
to treatment botween leprosy paticnts who perceive
their sickness to be very severe and those who per-
ceive it to be moderately severe.

Those who percecive their sickness to be very severe
and those-“who pzrczive it not severe will not differ
significantly in th:ir compliance.

There will be no significant difference in compliance
of between those who perceive their sickness to be
modcrately severe and those who perceive it not
severe.

Those who perccive leprosy treatment to be very bene-
ficial will not comply to treatment morc than those

who perceive it scmiwhat bencficial,
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(5) There will o no sionificant differcnce in compliance
to treatmont betwoeen the paticnts who percoive their
treatment teo be vury beneficial and those who per-

ceive it not boencficial,

(6) There will be no sionificant differcnce in ‘€ompliance
to treatment between the patients who perccive thelr
treatment to be somuewhat boeneficial“ang those who
perceive it not bceneiicial.

(7) There will be no significant differcnce in compliance
between thos: whe porceive théir sickness to be very
scvere and those who pgrccecive the treatmont to be
very beneficial.

(8) There will be no significant difference in comgliance
between th:z paticnts who perceive thezir sickness to
be moderat¢ly soverz and those who pirceive treatment
somewhat ‘beneficial.

(9) There will bc no significant difference in compliance
between thosz who parceive their sickness not szvere

and those who perceive treatment not benzficiazl.

SIGNIFICANCE OF THz STUDY

e

The importanc: of health to any community cannct be
Over-emphasized. Thc increasing desire of both government

and pzople to improve health conditions and to engaga in
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health planning has encouraged rescarch into various aspacts
of health. This r_.scerch is concernad with on. of the
aspects - the social aspuct.

There is a reciprocal relationship betwe:zn htalth and
the general social level of a nation. As obsdrved in the
African Environm.ont (1975), world-wide, efforts in the pro-
motion of health is now focussed towards résearches and
programmes which are aimad at understanding and influencing
human behaviour. It is now accepted. that successful health
programmas should take into consideration what p-ople them-
selves think and do, or might do about their own health
(Vgas et al, 1982),

A1l public hecalth problems have to a certain degree,
social components. ~Lz2prosy is one in which this is highly
operative; and the time has come when this aspect should
be more carefully looked into. In fact, acceptance of
medical, technical or scicntific ideas can only be possible
if the social and cultural notions do not run counter to
them. Leprosy is ahealth problem of great magnitude in a
developing country like Nigeria. The problems of leprosy
patients are¢ numerous, The psycho-social constraints are
not confined to the individual patient alonc, but extends
to their family members. This is substantiated by an obser-

vation by Vgas et al (1982), who cite an instance of 70.2%



of luprosy pativnts leaving home for fear of thoir family
loosing the kind of prestige thoy have in the community.
A research work on leprosy is important not bicause

the disease eventually kills, but because it cripples.
According to EBrowne (1983), lceprosy vies withipoliomyelitis
as the world's greatest crippler. If crippling includes
impairment of s:nsation, then about a quarter of those

suffering from leprosy are crippleds

L :prosyis an unmitigated personal
misfortune and its far moré devastating in its physical
effect than all other defermities put togather. Leprosy
is thus the caus: of| grave economic loss in many developing
countries, incluiing Nigeria. Instead of producing or
contributing to-tha community, the crippled victim of lep-
rosy makes demancs on his hcalthy fellows for food, shel-
ter and ‘medical czr=. All this is quite apart from the
human. tragedies tnat result from a diseasc that has serious
so;ial consequences for the pationt and his familye.

This research is important in that it will aid the
policy on, and th: execution of leprosy trzatment. At the
same time, it will aid in developing a conceptual frame-

work which will tzke into consideration the social,
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economic enc psycholoulcal problems experioncoed by leprosy
patients, thoir roletives, the gencral community and the
staff concernod. In Lnis way, adceguate rohzbilitation of
victims, could be made possible.

This study will alsc help to enhance cémpliance, by
providing adequate strategics necessary for the improvement
of individual's accceptance of health-relatced recommenda—
tions and ultimately, reduce the deleterious cffects of
non-complianc: tc medical treatment.

This study offers an opportunity to diffusc knowledge
already available to practitioners delivering public health
and medical carz services. The findings of this study will
also help to determinc whether it is the perceived severity
of sickness or the pcrceived benefit of treatment that
aids compliance to treatment or even both. This will help
in developing an adequate programme that will assist in
persuading p=opl: to corply to treatment.

Finally, little is known about the stability of these

psychosocial variables; and major researches has not yet
becn directed at determining either the origins of these
beliefs or the conditions under which they are acquired
in Nigeria. If such information were available, it could

be used in th: systematic development of primary and



scecondary cducation curricula to initiote (or modify?
health belicfs in childr ny thus providing a basis feor
later minimizing in the =dult the psychological and social

barricrs to accepting an othnerwise bencficial health

scrvice.

DELIMITATION OF THE STUDY

The health belief concepts covers a'weéry wide area
and is broad in scopu, that all of the arcias cannot be
thoroughly examined within a singly research project such
as this one. This study was thercfore delimited to the
study of imparts of pcorceived severity of sickness and per=-
ceived benefit of trcatment in relation to compliance to
treatment of luprosy patl:nts in Sokoto State of Nigeria.
The study was alsc delimited tos
(a) Three outlof tho five administrative divisions in
Sokoto” State. The administrative divisions usec were
the-Aarguncu, Sokotc and Zuru.
(b) .Eight local governmont arceas. These are Argungu,
Zuru, Anka, Gwadasbswa, Sokoto, Gugau, Kaura Namncda
and Gummi local governmoent areas.
(c) The subjects for this study were 952 leprosy pztients
selected on the basis of population ratio of resistered
leprosy patients in the three administrative divisions

used for the study.
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(d) Out pationts only. Thosec who were in-paticnts or
who lived in the leprosarium hospital wers not used
because they were under close supervision by health
workers there and it was mandatory for thoem to attend
the clinics on clinic days. Hence, their compliance
behaviour may be greatly influenced by the health
workers,

(e) Structured interviews as the instrument for data
collection becausc most of the respondents werc
illitrates who cannot read nor write.

(f) The use of percentages and chi-squarce as the main

statisticzal tool for data analysis.

LIMITATIONS OF 75t STUDY

This study was limited by the fact that some of the
respondents ‘were rcluctant to respond to the interview
because. they wer: demanding monzy before thay could be
interviewed, being beggars. Som: even refused to be inter-
viewed if money is not given to them, they prefer to go
out in the strects and beg for money.

The lean financial position of the researcher and
lack of time posed some limitations on the researcher since

the three administrative divisions covered fourteen (14)
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cut of ninctoen (19) local governmont areas of the state,

and transportation costs were high,
The gencrel probl ans of s lf report in bchavioural
investigations worce also sources of limitation in this

study. People may gencrally not be honcest cnough in their
responses, c¢specially whon the issuc touches. on some
socially and legally disapproved behaviour such as patro-
nage of quack doctors and herbalists.

The low level of awarencess of implications of con-
ducting resecarchzs of this kind in our socicty probably
arfected the responses obtained from the subjects. Some
respondents refusced to be. intérviewed because they sus-
pected the rescarcher to be a governmant agent trying to
identify them, in oxder to force them to leprosy camps,
thereby separating them from their families,

The researcher, biing aware of these limitations,
attempted to'reduce thoir cffect skillfully by handling
the interview and taking tim: to explain the objectives
of the study to tho respondenﬁs. It is the belief of the
researcher, that a fair result was obtained, by so doing.

ZEINITION OF TERMS
It is pertinent in this typc of study to give the

definition of words as used in the context of tha study,



2¢

since some words may connote different mcanings.

Health Bohaviour:

Any activity undertaken by a person who beliaves him-
self to be healthy for the purpose of preventing discase or

detecting disease in an asymptomatic stagc.

Illness Behaviour:

Any activity undertaken by a persén who fecls ill for
the purpose of defining the stage of his hezlth and of dis-

covering suitable remedy.

Sick-role Behaviours

The activity undertaken by those who consider them-

selves ill for the purpose of getting well.

Compliance:

Compliance has beazn defined in many cifferent ways,
with definitions ranging from strict to loos. interpreta-
tions of “the term. Haynes (1979) for examplz, defines com-
pliance (or achercnce) as ''the extent to which a person's
behaviour (ir terms of taking medications, fzllowing diets,
or executing lifestyle changes) coincides with medical or
health advice". Others add to this definition by including
as components of compliance, knowledge of th: correct name

of the medication, attendance at follow-up appointments
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(Becker, prachman and kirtscht 19725 Nessman, Carnahan and
Nucent, 1980).

In this study, compliance refers to a patients adherence.to
srescribed mecdical regimens, which in the case of leprosy patients,

is attenting leprosy clinic once in a week or weeklye

yNon-Compliance:

Failure to adhere to prescrited medical regimens, which
in the case of leprosy patients, is failute to sttend leprosy clinics

to collect medicines weekly.



CHAPTER TWC

REVIEY OF RELATED LITERATUR

- - - —

The review of related literature to this study were
exaamined with respoect to the followings

(a) Concepiual Framework

(b) Leprosy - A General Overview

(c) The Concept of Health Behaviour

(d) The Sick-role Behaviour

(e) Avenues sScughti for Treatment

(f) Compliance to Treatment

Literature in the area of social aspect of leprosy is
very limited probably due ‘to the social stigma attached to
the disease. 1In Nigeria for instance, only very few
research work has b2en carried out in th= area. In fact,
literature review reveals that this study is the first
research work on compliance tc treatment of leprosy patients
in Nigeria..  This situation explains the partial dependence
on foreign relavant materials anc on studies done on other

endemic diseases.

CONCEPTUAL FRAMEWCRK

Making he=alth decisions, such as hezlth behaviour,
illness behaviour and sick-role behaviour, is a complex
process in which an individual moves throurh a series of

stages or phases in sgach of which he interacts with

24



individuals and events. The nature of the interaction at

any one of these stages may increase or decrease the pro-
bability that a particular suizcstient response will be
made.

In a study such as this one, where the impact-of
perceived severity and benefit of treatment on compliance
of leprosy patients is being investigated, there is the
need for an awareness of a perspective in the form of a
conceptual model which will provide direction for the
research. The need for this modsl should not be under
estimated since such an approach helps to put these gamut
of ideas and studies into a meaningful and proper pers-
pective.

A number of conceptual models have bean proposed to
attempt an explanation of indivicual health related beha-
vours. Most notable have been the frameworks advanced by
Hochbaum (1958), Zola (1964), Rosanstock (1966), Suchman
(1966), Mechanic (1968), Anderson (1S68), Kosa and Robert-
son (1969), Antonovsky and Kats (1970), Becker ot al.
(1972), Anderson and Bartkus (1973), and Fabrega (1973).
Among these, the model which has received tha most

direct attention and study (Mackinlay 1972, Mechanic 1976)
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and which has influcnced much additional rescarch (Rosen-
stock, 1973) is the particular theoreticsi formulation
idcntified as the Health Belief Model (HEM). Kasl and

Cobb (1966), stated that the model “seems to describe
satisfactorily the majority of findings" on health and
sicke-role behaviour. This model, or the wvarious dimensions
that make it up will be of value in explzining compliance

with treatment in leprosy.

THE HEALTH BELIEF MODEL (HBM)

The basic components of the Health Belief Model
(HBM) are derived from a well established body of psycho-
logical and behavioural theory (Maiman and Becker 1974)
particularly the work of Lewin et al. (21%44) who believe
that people exist in a life space compos=d of regions with
both positive and negative valencies (vzlues). An illness
would be ‘a‘negative valency and would hzve the effect of
pushing a person away from that region, unless doing so
would cause the person to enter another region of even
greater negative valency.'

while people are pushed away from thz regions with
negative valency, they are attracted towzrds the regions

with positive valency. Thus a person's behaviour might be
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viewed as the result of Sceking regions which of fer the

most attractive values. This "val ue-expectancy" approach
describes behaviour or decision making wnder conditions
of uncertainty (Fcather 1959), wherein behaviour is pre-
dicted from both the incivicuzls valuation of an outcome
and the expcctation that a specific action will result in
that outcome.

Originally, the mazjor elements whicn constituted the
HBM were perceived susceptibility, perceived severity, per-
ceived benefits and perceived barriers, these are shown in

fig. 2.1 belows
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INDIVIDUAL PLERCEPTION MODIFYING FACTORS LIKELIHOOD OF
ACTION
Demogravhic variables (age, h Perceived
scx, race, ethnicity, etc.) I ! bonefits of
! Socioprychological varia- [ Preventive
! bles (Porsonality, social i 4 action
,_.__.__J clcss, Pa2er and Referonce ;“_ Minus
! group pressurc etc.) X d
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; . barriers to
ledge about the disease,

2 . 2 Ereventive
prior contact with the action
discare, etc.) \

f - \

| Perceived suscep- - - Likelihood
tibility to Dis- e P of taking
scase MX! Paerceived Threat of Discase X9 | o et

| Perceived seriousd - ded preven

'ness (severity) f tive Healt

i of Disease "X" [ action

Cues to Action
Mass media campaigns Advice
from others
Reminder Postcard from Physi-
cian or dentist

Illness of family mamber or
friend

Newspaper or magazine arti-
cle

FIG. 2.1

THE ORIGINAL "HEALTH BZLIZF MODEL"

e ——

The diagram in fig 2.1 suggests that preventive action

taken by an individual to avoid disecase "X is due to the
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particular individual's perception that he or she is por-
sonally susceptible and that the occurence of the discase
will have at least som. severe implication of a personal
naturc. The assumption here is that, by taking a particu-
lar action, susceptibility would be reduced, or If the
disecase occured, scverity would be reduced, /Thc model also
postulated that a rclevant stimulus or Y“cucvto action®
must occur to trigger the acpropriate health behaviour;
thus stimulus might be internal (eg. symptoms or bodily
states) or external (cg. h=zlth-.communications or advice
from others). Rosenstock (1:74), believes that "cue to
action" are requirecd beczuss an individual may perceive
that a given action will bec effective in reducing the
threat to disease, but acticn may not be taken if it is
further defined as too expensive, too unpleasant or pzin-
ful, too inconvenient or pernaps too traumatic. While it
was understood that diverse damographic and sociopsycholo-
gical variables might, in any given instance affect health
motivations and perceptions, these variables were not seen
as directly causal of compliznce.

Since its original incection, the Health Belief Model
(HBM) has been extended to incorporate rec:nt findings on

health-related bchaviours, zlthough the basic paradigm has
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been retained (Becker and Maiman, 1975). For example, the

original modcl has a disease—avoidance orientation, yet it
is likely that positive health motivation exist, and also,
that individuals often cngage in actions having health
implications but for rcasons unrelated to hoalth,

Since persons arc differentially disposed to approach
various classes of positive incentives, the category "health
motivation" was added to represent.differences in degree
of concern about health matters. (Similarly, because the
earlier model focusscd exclusively on the index condition,
more general measures of vulnerability to the worry about
illnesses were created tc tap broader perceptions of health
threat. The concepts of "feelings of control over health
matters", "faith in doctors and mediczl care' and "inten-
tion to comply" were added as well,

Feeiings of control over health mztters or locus of
control (Becker et al. 1977; wallston =nd Wallston 1978)
is believed to bz an important factor in explaining health
behaviour, becausc the more the person fewls powerless to
<ogirol his or her life, or the more fzatalistic the person
is, the less lik:ly hc or she is to comply with officially

recommended health actions. However, the explanatory
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valuc of the health locus of control is beinc questioned
by morce recent rescarch findings (King, 1982). 1t is
argued that the healih locus of control is limited in that
it is too general, and it is proposcd that an individual's
feeling about his/her ability to control specific diseases
is a more scnsitive mozns of understanding. the relation-
Ship between health control and compliance. Thus people
who attribute the cause of the disease to reascns outside
of their control may be less likely to participate in pre-
ventive programmes than thosc who feel the cause of the
discase is within thoir control.

Finally, demographic, structural, and enatling fact-
ors found to be precictive in other studic=s were included
as mediating variables in the revised model for predicting
and explaining sick-rolc behaviours as operationalized in

the presenf research as shown in fig. 2.2 bclow.
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R@diness to undurtake Recommended Modifying and Sick-Role
Jck-rolc bchaviour Enabling factors Bihaviours
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LEPROSY = A GENERAL OVERV1EW

Leprosy is a health problem of great maagnitude in a
developing country like wigeria. The problems of leprosy
patients are more than their infected tissuesj they have to
face serious social ostracism which according to Balasubra-
manian et al (1984), stems from public ignorance and mis-
conceptions. The problems of leprosy patients are multi-
dimensional, the psychosocial constraints arc not confined
to the individual patient alone, but extend to their family
mambers also. This is substantiated by an observation by
Vyas et 3l (1982) who cites an instance of 70.2% of leprosy
patients leaving home for fear of losing family prestige.

Antia, (1977) observed that though leprosy is curable,
the age—old sf§igma and fear stili pose a great threat to
the treatment and control of the disezse. Thc social impli-
eation cf the probl;-m, as is well-known, arises out of tl";g.l
inevitatle conssquence of social rejection, alicnation
feom tHe socigty and finally complete dehabilitation that
its victim are confronted with (Sharmz, 1984). Loss of
limbs, cdreadful appearance and other physical deformities
of the leprosy effected persons, undoubtedly, are the
major cause of the agc old stigma and ostracism leading to

the problem of treatment dropouts.
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Abmed {1984), stressing the negative attitude of T

towards leprosy in general, obscerved that i many societics,
leprosy is associated with the ides of rejection and isola-
tion, and thesc ideas arc influenced by thoe pathredogy of
the disease, the religious belicfs and local ~tracitions.

He believed that those cultural factors affect the leprosy

control activities,

THE DISEASE

Leprosy (Hansen's Disease) is & chronic, intra-cellular
infectious disease unique to mans Usually, it is not fatal.
The loathing evoked by leprosy connotes its potential for
mutilation (Hoeprich, 1972). The causative zgent is the
Mycobacterium leprae which are obligate intrac=llular
parasites that ar¢ unique among mycobacteria in their
ability to invade nerves. These micro-organisms, according
to Browne (1984), are the only mycobacteria thzt paessess
Dapo-oxidase activity. Leprosy bacilli have nzver been
grown-on artificial culture media, and propag=ztion in
tissue culture hzs met with i}regular SUCCeSS.

Mycobacterium leprag are apbarently trans-itted

directly from man to man, th.: lepromatous tyg: presenting
the clearest danger in this regard. In tubcrculoid leprosy,

the highly resistant host limits clinical abnormalities to
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a few noerves and relates skin areas. In lepromatous leprosy,
bacilliary multiplicatién is not limited and disseminated
infection ensures, while Boderline leprosy includes the
broad spectrum of intcervening discase.

Bacilli presumably enter the body through breaks in
the skin - for example, transmission by a tattoo needle has
been documented (Hoeprich, 1972). Actual ‘determinants of
individual susceptability are unknown, although children
appear to be less resistant than adults. Prolonged intimate
contact has been considered necessary for transmission.
However, there are so many exceptions that leprosy is pro-
bably much more communicable than generally acknowledged
and it is possible that only a limited number of the con-

tacts who are infected actually develop clinical disease.

Pathogenesis ani Pathology
In whatever way leprosy bacilli enter the body, they

eventually involvz peripheral nerves, with bacilliary multi-
plication, contigous skin areas, including autonomic nerve
fibres, dermal appendages and blood vessels, are invadec.
Hematogenous dissemination of bacilli is probably an early
phenomencn. As infection spreads along sensory nerves,

motor fibres within pzrent nerve trunks are damaged.
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Lejirosy bacilli are wnable te ponetrate cirectly intce
the nervous syston proximil to the dorsal root ‘ganclis'.
When therce is dens ;r Viferation of leprosy baciilii, as
in lepromatous 1 prcopy, Pperteremia is virtually continuous,
and bacilli are canily nstrable in many corgang; yet,

there is little systuowic reaction, and tissuc ‘dfstruction
occurs mainly in cool, superficial locations:) tho skin
(except in folds); peripheral nerves in subcutancous locij;
oral and nasophauyngcal mucus membranes(nhot untcric or
vaginal); the testes (nct the ovories); and the anterior

third of the eye.

MANIFESTATIONS

The different kinds of leprosy are dus to different
degrees of resistance.in the bodies of different people,
not to different kinds c¢f bacilli., There are only a very
few people wh¢Ge bodizs seem completely unable to resist
the attack,of M. lepras. At the other extrome, fortunately
there are\very many p=.l. who have such complete body
resistanc= to the orgaiizm, that, even when thay zre
exposed to lorge numiers of it, thay do not davzlcr leprosy
(Ross, 1975). Ross (1275) also believes that, probably
these people are by far the most common in socizty, as much

as 85% of the cotal population.
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£ach casc o[} loprosy does not manifeost itscl#® like
any <ther casc, t;L characteristics of the differont kinds
of l:rrosy are not quite so easy to define, but can be des-—
crited reasonably well., This description is based on the
decrzc of resistance and the number of M. leprad found in
skin smears. The main types ares
INDZITZRMINATE LEPROSY

The earliest clinically detectable form of leprosy is
called indeterminatc because, according to Hoeprich (1972),
the vltimate host response is not yet apparent. The
leprcmin skin test may bue of prognostic value. Leprosy is
selzomly suspected here, because, the only manifestations
are = few flat, ill-defined skin lesions with minimal

senscry changes.

TUB<=ZULOID LEPROSY

Many periphcral nerves may harbor M. leprae in tuber-
culcii leprosy, but clinical manifestations are limited to
not zore than one or two nerves and the related skin areas.
The mcst frequent sites of involvement are the extremitics,
fac: =nd buttocks. The typical tuberculoid lesion is a
larce erythematcus plaque with sharp outer margins fading

cenzrzlly to a flattened clear zone that is rough,



anhidrotic, hairlezs, hypopigmented and anesthotic. A
nerve twig miy boe palpable at the cdace of tr l:sion and
the parent ncerve may be grossly enlarged. A liver biopsy

may reveal granvlemas, There are no systemic clindcal

manifestations.

ORDERLINE (DIMORPHOUS) LEPROSY

—— e ——

Skin lesions arc sm2ller, more numerdus, less nearly
anaesthetic, and less sharply marginated in boderline
leprosy than in tuberculoid leprosy. Bandikc lesions with
sharply purched-out centres are common. There is low grade
bacteremia and granulomas are present in the lymph nodes,

liver and testicles,

LEPROMATOUS LZIP 20SY

The early Yeslons of lepromatous leprosy zre multiple,
symmeatrically distributed, erythematous, ill-Zcfinad macules
and papules. “The macules are shiny and may r: percsptible
only when.viewed in obliquely incident sunlicht. Plaques
and nodules ultimately develop. In advance czsss, vir-
tually the entire skin surface is infiltrated =y bacilli
so that even normal-appearing areas mz2y be grcssly infected.

Enarpous numbers of bacilli are pres:nt, and thire is con-

tinuous hacteremia with heavy seeding of multizle organs.
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Nerve damage gen rally occurs late in the course of

the discase, namely after three to four ycears.

THo CONCEPT OF HoALTH BHAVIOUR

As a point of refoerconce we have to ask why-shculd one
change his/her behaviour? The obvious answer exchance
theorists would give is that the new behaviour is consi-
dered more rewarding than the behaviour forgone (Homans,
1961). 1In other words, there has to be somzthing zabout the
present and about the rccommended behaviour that mzxes the
latter more rewarcing than the former.

According to Ben-Sira (1277), since we are dezling
with health behaviour, we have to be awarz of the fact that
the present behaviour may be frequently considered zs quite
rewarding while the evidence that the prescribed behaviour
will provide relevant rewards of a higher value is guite
vague. ‘To- illustratc this concept; unless a healthy indi-
vidual experiences some symptoms that mey be related to
his cigarette smoking, why should he give up the sccizl
and psychological rewards gained by this practice in order
40 gain a reward which at present he enjoys (health)?

studies concerncd with preventive behaviour were in-
deed aware of this problem and proposed variables which

could indicate the extent to which there is evidence of
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possible change of tht bclance among the pruescent and pre-
scribad bvhaviour. Thusz Suchman (1967), sceking to classify
and to integrate a wide range of variables concerhed with
preventive behaviour, suggested, by applyine the classic

epidemiological model, classifying thesec variabloes accord-
ing to the three apexes of this triangle:

(a) the host (or actor) who recodniscs the serious—

ness of tho problem or accepts his personal
vulnerability;
(b) the "agent" or presumed health promoting of
action, e.g. attractiveness of actionj; and
(c) the environmént.e.g. social control factor,

social pressure to act.

This model- is undoubtedly valuable in providing a com-
prehensive checklist of variables that may be associated
with preventive behaviour, as it mey indicate th= extent
that the present behaviour is perceived as less rewarding
than the propqsed one. Its major shortcoming, according
to Ben-sira (1877), lics in the failure to distinguish
among the relative weights of each of them in crystalliza-
tion of the motivation to engage in preventive behaviour

and to specify the linkages among the variables which are



41

considered as essential fcr the understanding of the moti-
vational process.

A further step was taken by Rosenstock (196%9) who,
summarizing the major studies of preventive hcalth behavi-
our, developed a model with some (although not consistent)
evidence, which may explain why one will engage in preven-
tive health action. He argues that such a person:

(a) believes himself susceptibleto contracting a given
condition unless action is taken;
(£) Dbelieves in the szriousness of the consequences of

such a condition;

(c) Dbelieves in the benefit of the recommended course

of action in tnat it reduces the dlsease threat;
(d) does not p=rceive barriers (expense, inconvenience,

pain) to taking the actionj; and
(e) experienc:s a cue or trigger to trip off appropriate

action.

It may be inferred from Rosenstock's as well as from
other studies tnat these variables are additive in nature,
i.e. that each makes an independent contribution to the
tehaviour. Rosenstock fails to indicate the linkage among
them, a fact that is reflected in his conclusion that sus-

ceptability it directly predictive (in combination with
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other variables) of preventive health action, a conclusion

that indeed gained some ewmpirical support from the works
of Kegeles (19¢3 1967)

On the other hand, some approaches nave considered
illness as a state of physiological disturzance/accompanied
by a certain degree of emotional disturbznse, proportional
to the individual's subjective evaluation /3f the meaning
and possible outcome of the that disturbz-cze. Making
inference from this, Kosa et al. (1969) su:cgested that
the extent to which an individual experi:zn:ces a feeling of
susceptibility to a certain disease, may lead to some dis-
turbance of the individuals emotional ez:ilibrium. Thus
the disease will occupy @ much larger sgzcs in the indivi-
dual's mind, following Antonovsky's (1870 line of thought,
it will highlight the gozl or maintain hs:z1lth", thereby
increasing thé silence of that specific cisease.

This ‘biological or physiological p=ar:ipective of health
and how "it relates to individual's respcrs= to his state of
health ‘has traditionally, acéording to Mzzhanic (1978), been
the most important asrect of medical scie~ce, and the major
part of a physician's training as devote: to biological

theories of bodily functioning and disezsz. But even
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biological or physiolosical factors must be understood in
the light of the circumstances, such as environment 1;
psychological, Socioclovical and cultural conditions in
which they operate. The tremendous ability of biological
systems to adapt in a functional way to extermal conditions
is indeed remarkable, and Dubos (1959; 1965) offers a fas-
cinating discussion of sonme of these.biological adaptations.
He showed that man's adaptations to-the biological functions
is influenced to a very great extent by the way he behaves
to health matters. Chen et. al. (1984) in their study of
the relationship between American women's praventive dental
behaviour and dental health belief found that although
toothbrush and flooshing, being personal oral practice,
majority of those studied dicd not follow the recommended
toothbrushing ard flooshing schedule. In this study, 34%
of wives, 44% of husbands and 53% of children did not

brush .their teeth as recommended while 28% of wives, 45%

of husband and 49% of children did not use dental floss

at all. This result shows that behaviour has a great in-
fluence on the biolocical functioning of the individuzl.

In one sense disease is a biological adaption. It is

an outgrowth of che body's accommodation to internal
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stresses and noxio&s external conditions. Since particular
biclogical adjustmuent: result in personal pain and discom-
fort and threaten longevity and Capacity for activity,
Mechanic (1978) observed that societies h ve alyways had a
place for practitioners who attempt to influence the course
of biological adaptation in a move benevolent direction.
Apart from the biological perspective which has becn tradi-
tionally recognized as a major aspect of medical science,

the other behavioural perspectives in medical sociology
that has a direct relevance to this study is the cultural
perspective.
CULTURAL PERSP :ZTIVE

The cultural approach te health looks at the relation-
ships between cultural content and cultural life styles,
and between ho' different cultures lock at health and how
they react to dllness. The cultural patterns of a communi-
ty will«very much influence the way the people of that
culture reacts or look at the various aspects of a disease.
To some extent, according to Mechanic (1578), the cultural
context defines the conditions that are recognized as ill-
health, the causes to be attributed to them, and the persons

who have legitimate authority to assess and define such con-

ditions.
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In view of thesc facts, knowledge of the social and
cultural factors that influence the medical or health situa-
tions is important and valuable in any health program.
Brownlee (1978) stressing the importancz of cultural know-
ledge on health programs, maintained that in a cross-
cultural program where persons of mo;e than one society
meet, it may be of even greater consequénce for the health
warker to be familiar with the cultural values of the
society. She believed that “outside" health workers who
have a poor understanding of their own culture, that of the
society where they are working, and the differences bet=-
ween them are likely to give "assistance" that may actually
do much more harm than good. The contribution they make
to the community/ could certainly be enhanced by an under-
standing of<both cultures and how staff and community
manbers might work togesther to provide thz most effective
aid.

Luijk (1974), writing on the social and cultural as-
pects of health and cisease observed that cultural factors
have an impact upon the pattern of health and disease in
the community and play a role in the etiolcgy of certain
diseases. He believes that the factor also plays an

important role in the organization and utilization of
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modern and traditional modicsl carce. Luijk (127.), also

(
observad that in Kénys, the modern medical sy:tem and the
traditionul one somotanm compete for clicnis. He observed

that defaultatiorn rates in certain modern medical treatment
and prevention schemcs aic high as a resull of th¢ iInfluence
of cultural and traditional beliefs concernisg) causation,
etiology and treatment of ciseases. Hancz,/every health
worker should have souae knowledge of the system of tradi-
tional medicine in his arcea of operation in order to take
into account the possiblce ecffect of the cultural and tradi-
tional beliefs upon the implensntation of traatment and
health measures,

This idea was well amplifiad in & remzrk by a cele-
brated Malariologist-Dz. Samu=l Darling (1378), who said
that "If you wish to control mosquitoes, you must learn
to think like & mosquito®, The cogancy of this advice is
evident. It @pplies, however, not only tc masquito popu-
lations one seeks to destroy but-also tc humzn populations
one hopes to help. If onz wishes to help a comaunity
improve its health, onz must iearn to think like ths people
of that community.

Cross-cultural research has contrasted the ways in

which health practition=zrs using different sy-zteme of
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medicine respond to patients behaviour and symptoms. For
example, Maclean (1974) compared the behaviour of African
herbalist and diviners with that of Western trained doctors.
She concluded that African medicine continues to be prac-
tised in Nigeria because it takes greater account of the
stress in patients lives which may prcvoke or prolong syme
ptomatology. The reactions to illness of various cultural
groups treated by western medical systems, studied by
Clark (1959), Zborowski (1958) and Zola (1966) all showed
that the culture of the people plays an important rcle in
the way people respond to treatment regimes and their beha-
viour generally to illness.

Lipton et al. (1984) in their study of ethnicity and
the pain experience, found out that ethnicity has a rele-
vant correlation in determining health beliefs and illness
behaviour. ‘Likewise, Chrisman (1980), Harwood (1981) and
McGoldrich et. al. (1982) shows how ethnic group mem-ership
influences how one perceives, responds to and communicates
various symptoms, as well as from where one selects to
obtain treatment and the type of treatment required.

Similarities and differences between and within ethnic
groups as shown by Kleinman and others (1978), have been
related to two major factors. The first, culture,- influences

the meanings of symptoms and the way in which health
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problems are treated. Sccondly, social, involves how
families or local qgroups affect pecrles behaviour related
to health. Hence, it would be useful for the practitiocner
to be aware of thosc cultural valucs thal may be unigue
to specific groups and shared by several, as well las to
be cognisant of the diffcrences between cultures;
(Spector, 1979).

The studies of Burns (1951), Deasy (1956) and Riffen-
burgh (1966) all indicated that cultural factors and patient's
beliefs influence the outcome of medical visits and treat-
ment to varying degrees. In addition, Davis (1968) and
Glasser (1988) found that personality and social influences
determine response to medical advice.

In conclusion, it/ should be noted as Linton (1956)
puts it that tne manifest forms taken by many illness con-
ditions are culturally patterned; and if one knew the con-
tent of the cuvlture, one could predict in a fairly reliable

fashion the form this condition would take.

SOCIAL ASPECT OF LEPROSY

The critical role of social factors in successful dis-
ease control cannot be over emphasized. This has lecd
social scientists representing various disciplines and

medical practitioners to work together to develop an inter-
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disciplinary perspective on health in genecral and leprosy
in particular to undeftake researches which aims at identi-
fying obstacles to the control and treatment of leprosy.

Giel and Luijik (1970,, in thcir study of, leprosy in
Ethiopian society observed that, the problem~of leprosy,
especially with regard to its social aspects, seem impre-
ssive largely because so little is known about the factors
affecting the life of the patients. They observed that in
Ethiopia, leprosy is without any doubt a highly decodeable
disease, that is, it is very unlikely for a patient to go
unrecognized either by others or by himself as suffering
from the disease for a very long time. Their interview
revealed that not even the native doctors (healers) and
priests who are otherwise wary of modern medicine, want to
risk their reputation with the leprosy patient.

There is little doubt about the stigma attached to
the disease by those who are not directly involved. People
entering the bus which links the areas around leprosy hos-
pitals will cover their mouths and nose. With these obser-
vations, it could safely be concluded that, the society
views leprosy as a very severe disease hence, their atti-

tude towards leprosy patients is that of despair.
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The leprosy paticnts in these communities, on the
other hund, were found to refer to their condition in nega-
tive terms, denoting, tor example, shamc and despair.,

Such attitudes had a profound effect on their readiness to
seek and comply with treatment, which of necessity requires
a long term course of therapy. This stucy of Giel and
Luijik (1970), concluded that because ofthe serious nature
of the disease as perceived by both.the/community and the
patients, the patients responded ‘to their predicament by
leaning towards begging for alms and as generally believed,
being punished by God, the leprosy patient becomes a beggar
in His Name.

Lucas (1972) also commenting on ths medical aspects
of the rehabilitation of beggars ascerts that in Nigerig,
ill-health in particular, and physical handicap in general,
is the most  important factor which turns a person into a
beggar. 'The commonest types of disabilities, according to
him include blindness, deafpess and disorders of limbs
which cripple a person; diseases of the nervous system
especially leprosy are algo determinants of begging.

Lucas (1972), emphasized that physical handicaps such
as in the case of leprosy and other disezses like polio-
myelitis, by themselves does not necesszarily lead to begg-

ing in cases where the families of the physically disabled
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can look after them. #ut what he considered even more
important is that although the person is physically handi-
capped, he may still possess sufficient skills, powers and
faculties to make him employable provided that appropriate
measures are taken to counteract his disability.

Social disabilities, such as ostracism as in the case
of leprosy is another major cause of begging. A beggar who
is nc longer accepted by his reference groups or relatives
may become alienated, which may have effect on his mental
health. The notion expressed here by (Lucas 1972) is that
the way the society perceive the severity or seriousness
of a disease determinzs the way they react to those suffer-
ing from the disecases.

Much of the feelings people express about beggars such
as carrying them out of the streets and getting them into
institutions and so on, are the results of geniune concern
for them. By the same token, part of such feelings point
to fears and resentment which people have for beggars;
because they are dirty, untidy and diseased. Some of these
fears are justified while others are exaggerated. For
instance there are those unnatural fears which people
express towards beggars; he gave the example of the fear
of deformed leprosy patient. He observed that in many

parts of Nigeria, people are terrified of them because
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they fecl that their amputated fingers and lecs must carry
disease.

According to Lucas (1972), the kinds of loprosy patients
that we see, such as thosec who have lost th«i:r toes, fingers,
noses and so forth may not constitute hazard to general
community health from the point of view of spreading the
infection to anyone. And yet there is this constant fear
that the patient who has lost his fingers can spread leprosy,
which is to some extent infectious. He concluded that, the
infective form of leprosy does not look as what people nor-
mally regard as leprosy. The people who have the form that
is most highly infectious live and work among the community
unrecognized. In summary, it can be inferrec that among
the major factors that pushes or leads people to begging
is the severity or seriousness of the illness they suffer

more so the way the general public reacts to such illness.

THEORIES AWND MODELS OF HEALTH BEHAVIOUR

Along with these concepts of behaviour, Ross and Mico
(1980) argu= that all leading causes of disezse and death
have behaviour implications; aﬁd thay are mzinly as a result
of poor health behaviour. This assertion lec them to cate-
gorize theories relating to individual behaviour into nine
major categories. TheBe are the perception, motivation,

attitude change, problem-solving and creativity, develop-
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mental, personality, learning, experimental, and group
dynamics theories.

Perception thoory as a means of grouping individuals
into how they accept or rcject health education messages
or how they comply or not comply to treatment. ~The way
they perceive the disease will affect their behaviour.
Motivation theory helps to assess an individual's human-
ness, his feelings and needs that must be met. Attitude
change theory shows how attitudes can influence an indivi-
duals behaviour and also how behaviours could be changed.
Problem solving and creativity theory illuminate how people
see and approach a problem, develop ideas, work on it and
decide on the appropriate solution. 1In developmental
theory one sees the process of growth and the various forces
that affect one's growth.

The effects of heredity, environment, and self aspect
are the main concern of personality theory. Learning
theory explains how learning takes place in various settings,
Expcrimental learning theory sees learning as a four stage
cycle which includes concrete experience, observation and
reflection, formation of abstract concepts and generaliza-
tions and testing the implication of concepts in new situa-

tions. Finally, group dynamics theory shows how individuals
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behave in groups and the influence of the aroup on the
individual's behaviour,

The importance of these theories in shaping individuals
behaviour and tho rele¢vance to health can be seen-in their
ability to mould or direct one's action and the realiza-
tion of one's potentials in maintaining good health (Court
Wwright and Zander, 1967). The emphasis -of these theories
lies in the believe that group solving procedures tend to
produce quick behavioural changes.  Shaw (1967) for instance
indicated that in complex situations, group problem=-solving
tends to be more effective than individual problem-solving,
but agrees that group generally take more time to complete
tasks than do individuals working alone. Asch (1964) was
quick to warn that group interaction tend to produce group
norms and at the same time, deviations from which can cause
members to persuade the recalcitrant person to conform or
to reject him altogether. He also agree that an individual
is likely to conform to group opinion.

However when a situatioa where members refuse to obey
or agree with a general decision arise, the group inter-
action must be followed by consulting individuals for
co-operation &nd assurance of meeting both individual and

group needs so that full participation by members can
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continue. A study of group composition by Haythorn (1968)
indicates that individuals who affirmatively oricnted to-
ward other people enhance group morale, interaction, and
cohesion, whereas unconventional, unpredictable or anxious
persons tend to inhibit effective group functioning.

All these theoriecs and concepts helps to explain some
of the undertones which affect one's behaviour, However,
the complex process of behavioural change can not be pro-
perly explained without the integration of several theories
and concepts intc a collective strategy known as a model.
This model will help to produce a desired result (Ross and
Mico, 1980).

Among the models that help to explain process of be-
havioural change in health are the health belief model
(HBM) which has been explained, the Personal Choice
Behaviour Model (PCBM), and the Green's Health Education
Model (HEM).

The personal choice behaviour model was formulated
from studies on smoking habits. The model identifies
initiation, establishment, maintenance and cessation as the
motivator for individual change in behaviour (Horn, 1966).
The initiation may be encouraged by curiosity, availability

of cigarettes or a desire to rebel against authority; while



establishment of snoking mey e influcnced by expanded

opportunitics for social interaction, or feelings of

relaxation and tonsion man =.-.nt. smokina maintenance is
usually the result of a hazit or dependency. Cessation on
the other hand will dep:rnd uron such factors as & percep-

tion of the psychological use:sulness of smoking or dangers
of continued smoking.and th= environmental forces that
support efforts towards changs,

Finally Grecn's health eZucation model developed by
Green (1976). The model identifies three factors which
are antecedents to behaviourzl changes which are required
in preventive health programm=s. The factors are pre-
disposing (knowledge, attituce, values, perception, norms),
enabling (availability of resc.rces, accessibility,
referrals) and reinforcing fac:ors (attitudes and behaviour
of health personnel). The thre= factors will precipitate
behavioural protlems, the indicztors of which are pattern
of utilization, type of preventive actions, consumption
pattern and compliance to trez:z—ant,.

The health education comzcz-znts of preventive health
programme may be considered tc Include:
(1) Communications directed at the public and at patient

and families to influence xnowledge, attitude, belief

and norms supporting health practice.
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(2) Community organization activities designed to
intluence the veluntary adjustment of resources to
ma\e health services morce acceszible and acceptable
to the population in need of these services.,

(3) staff developmont activities designed to iInfluence
the attitudes and behaviour of providers“ of health
towards patients and clients so as to reinforce

appropriate health behaviour in the public.

The common features of these three modalities of heal-
th education and therefore the defining characteristics of
health education strategies, is that they are designed to

bring about voluntary changes in health related behaviour.

FACTQRS INFLUENCING HEALTH BEHAVIOUR

Age, sex, marital status, incom=z, educational level
and other demographic variables have all been shown as
factors that influence individual and group health
behaviours,

Age has beesn indicated as onc of the factors influenc-
ing people's health behaviour (Luft 1966; Vobecky et al
1972 and Nemat and Krause 1973). Adejumo (1982) also
indicated that more aged pcople believes more in tradi-
tional concept of disease causation and traditional form of

treatment than the young and middle aged people; while
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Anderson (1973) shows that the adolescents more than the
adults are guilty of alcochel and drug abusc.

Adejumo (1982) shows that women are more likely to
yield to the unnatural influences on disease than, men.
Walker (1979) believes that sex is a factor whith influences
health behaviour. Hackett (1981) opined that in situation
where a woman's pcrsonal fears and hopes are so deeply in-
volved, it is likely that she will rely more on the assis-
tance from familiar adviser and from-supplicating the gods
than from the paraphernalia of a gynaecologicel clinic.

A lot of studies have summarized that marital status
i.e. married individuals take less risk on health matters,
take proper cdiet, and pay prompt attention to ill health
problems and value good hcalth more than the unmarried
individuals (Erooks and Brooks, 1979).

Individusls in the high income group show a tendency
to utilize modzrn hospital treatment avenues during illness
than those in the low-income group (Adejumo 1982, Frazier
et. al. 1977, and Edington et. al 1979). However, Najman
(1981) failed to obtain any strong association between
socio-economic status and health care behaviour in an

Australian setting.
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Findings rclated to cducational level are conflicting.
Elling ct. al. (1960) rcported that low educational level
leads to poor understanding and co-operation in patients
with rheumatic hcart discasce. Young (1966) and Oyediran
(1974) show that thosc with high educational lovel tend to
accept the use of modern hcalth facilities thansthose with
low educational level. Similar result was.reported by
Anderson (1973) who concluded that individuals with higher
educational level appreciate the importance of health and
have a knowledge of what they should do to enhance their
state of health.

While in a study of cardiac patients, David and
Eichhorn (1963) found that a greater proportion of. patients
with high education reported failures in compliance to
treatment over a.given period; however, Johnson (1965) found
that cardiac puatients with high education were more com-
pliant in carrying out recommendations regarding smoking.
Gordis and Markowitz (1968) cannot demonstrate meaningful
relations between demographic data and patients co-operation
in penicillin prophylaxis. Davis (1968) in a study, also
observed no demonstrable cffects of patients background on

compliance to treatment.
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THE SICK ROLE BEHAViIOUR

Findings rcelated to the sick role or activitics under-
taken by those who consider themselves ill, for the purpose
of getting well has yieclded an unsystematic multiplicity
of findings which are somctimes either not predictive of
patient's compliance (charney et. al. 1967, Davis, 1968;
1966, Maddock, 1967 and Porter, 1969) or are mutually con-
tradictory (Marston, 197C; Mitchell, 1974), These findings,
according to Becker (1974) are due to over reliance on a
"medical" model of paticnts behaviour, which focuses on
the demographic and socizl dimensions of the patients as
well as the regimen and illness as medically defined; where-
as, analysis of the sick role is also possible on an insti-
tutional and societal level (Mechanic, 1978).

Parsons (1951), in his analysis has pointed out that
adequate health on the part of most group members, much of
the time, is a functional requirement of any social system.
In other words, determining é legitimate procedure for the
definition and sanctioning of the adoption of the sick role
is functional for both thz social system and the sick indi-
vidual. The sick person is usually not blamed for causing
his own illness because illness is regarded as a natural

event.
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Usually, thu sick person is relicef from his usual
function and the socicty sces such relicf as a means of
enhancing his quick recovery, therchy enabling the sick
person to as quickly as possible, return to hisnormal
work.

A practical illustration can be seen'dn the works of
Field (1953; 1967) where in the Soviet Union, labour is
severely required and needs are great. Production and
labour needs were enormougs and work demands on the popula-
tion were so severe to the extent that many individuals
in the society could not cope with the strenuous industrial
demands, v1ile some were unmotivated towards work. This
situation led many people to visit doctors demanding legi-
timate excuses to enablzs them to k= absent from work throug
faked illnesses., The rate of this practice was so high thadt
government he:d to step in to protect economic production
by limiting the number of those who doctors could give
excuses at a time. This shows how the sick role could be
manipulated by both workers and government.

Thus, it can be seen that the sick role could be mani-
pulated to fit different situations by individuals. As

noted by Mech:nic (1964), the existence of such a mechanism
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enablcs personz other than the patient himsclf and medical
practitioncrs to adjust thoe meanino of illness and dis-
ability according to diffcerent situations and the changing

needs of the community itsclf.

The implication of this type of behaviour is that cam-
pliance or co-cperation can not be got from such faked
sick role. Whereas, as is in the case of  le¢prosy patients,
there is no doubt about the condition of their illness,
there is evidence of the disease and one would expect them
to assume a proper sick role behaviour by attending clinics
for treatment and complying to the medical regimen because
health can not be simply given to pecoplz, it demands their
participation. However, achievement of the patient's full
co-operation is a gencral problem of medical therapy; this
has been docunented in studies of irregular cdischarge from
tuberculosis sanitoria (Frankel, 1942), delay in secking
treatment for cancer (Aitken-Swam et. al. 1855), lack of
response to case finding surveys (Burke et al. 1949) and
inadequate co-operation in vérious preventive aspects of
pediatkic care (Deasy, 1956).

Since various clements of the health belief model are
often associated with individual's decisions in the area of

"health" and "illness" behaviours, the review that follows,
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will focus on the attitudinal and motivational formulations
to actions of thos. dizanosed as ill, that is, the complia=-
nce of thesc pationts t. treatment - in this case, leprosy

patients are being considered,

PERCEIVED SUSCEPTIBILITY

Studies on the relationship betweenperception of sus-
ceptibility and health bchaviours has yielded various
results. Kegeles (1963; 1963) in.his studies on preventive
dental practices found a positive relationship between an
individuals perceived susceptibility and his or her preven-
tive dental visits. The conclusion from these studies was
that any person who belicved himself highly susceptible
to dental problems would be more likely to make preventive
dental visits.

There arc¢ other studies, on the other hand, that fail-
ed to confirm this relztionship. Shuval (1970) for instance,
conducted-a study in Isrzel in which he showed no relation-
ship between the perceived level of a persons susceptibility
and whether or not he made preventive dental visits. Sus-
ceptibility to him meant how good one considered the present
condition of his teeth to be and whether his teeth gave
him a lot of trouble. Similarly, Tash et al. (1969) measur-
ing the variatle of susceptibility with respondents' esti-

mates on the amount of dental work they thought they needed,
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and would nced a year later, yielded the result that people
with low susceptibility were more likely to make/preventive
dental visits than cither those who felt highly/susceptible
or vho had no feeclings of susceptibility. /These studies
among others, compared individuals according to their
belief on their chances cof having dental problems, and the
type of preventive measures they would take. The findings
of the studies thus, yiclded conflicting results,

However, in the case of leprosy patients for instance,
some diagnosis of illness has already been made, therefore,
the concept and measures of personal susceptibility must
be modified. Becker (1974) listed three approaches which
he believes could ‘-help in measuring the variable of sus-
ceptability ©0f the sick person. The approaches be suggested
were:

(1) examining the indivicual's estimate of (or belief in)
the accuracy of the ciagnosis;

(2) extending the concep: to the individual's estimate
of "resusceptibility' or the likelihood of recurrence

of the illness if he or she has had it before; and
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(3) mceasuring the individual's sujective fezlings of
vulnerability tc various other discases or to illness

in general,

The premise to thesc approaches, according to Becker
et. al. (1972), is that where the cdisease’ is very threaten-
ing, where there is lack of confidence‘'in the physician or
diagnostic procedure, or when therc exist erroneous health
beliefs, the patient may reject the doctor's conclusions,
and thus maintain a distorted view of personal suscepti-
bility to the disease.

Most studies of the sick role behaviour, or "activity
undertaken by those who consider themselves ill, for the
purpose of getting well" were conducted with the notion of
"resusceptibility". Heinzelmann (1962) for instance, showed
a positive relationship in continued penicillin prophylaxis
behaviour of college students with a history of rheumatic
fever with their subjective cstimatas of resusceptibility.
Also Elling and associztes (1960) found significant posi-
tive associations between a mother's believ in the likeli-
hood of her child getting rheumatic fever again and compli-
ance to both administering penicillin and in-clinic

attendance.
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Contrarily, Gordis et. al. (1969) found that 58% of
the complicrs as opposcd to 73% of the non-compliers,
belicved it possible thodr child are resusceptibld to
rheumatic fever attack. The authors were however—of the
opinion that the¢ result Y,..... reflect an awarcness on
the part of the respondents that since their children were
poor compliers they were more susceptible and may not
necessarily bear on the influence of perception of suscep-—
tibility on compliance status".

In another study, Becker et. al. (1974), showed that
mothers who felt the child was resusceptible to the present
acute illness (otitis media) would more often give the
medication properly and more of ten keep follow-up appoint-
ments at the clinic. Also, Becker et. 2l. (1972) showed
that the degrce-of certainty concerning the belief of the
correctness ©f doctors diagnosis was positively related to
compliance wizh penicillin therapy. The results of these
studies shows that pcrceived.susceptibility has demonstra-
ble explanatory and predictive value in the area of sick
role behaviour, when viewed from the perspective of the
health belief model where the individuals' decisions in

the areas of "nealth" and "illness" behaviour are considered.
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It should be noted however, that studies on perceived
susceptibility using the “medical model", has yiclded an
unsystematic multiplicity of findings which ar& eften not
predictive of such patient compliance, (Charngy et al 1967;
Davis 1968, 1966; Maddock 1967; and Porter 1969), or are
mutually contradictory, (Marston 1970; Mitchell 1974). The
main problem of using the medical model is that it stresses
such easily identified and quantified dimensions as charac-
teristics of the patient (e.g. demographic) and the ill-
ness (e.g. medically defined seriousness, duration, dis-

ability), (Becker 1974).

PERCEIVED SEVERITY

The ina:ility of many human beings to take medication
as directed < @ major problem in treating all illness.
For leprosy, vhere troatment is very prolonged, it presents
a truely forridable obstacle. Human behaviour varies
markedly from those who take medication very irregularly
or not at all to thosz who take medicines according to
exact instructions. In any reasonable approach to solving
the problem, it becomes important to differenciate reliable

and others unreliable, so as to manage them accordingly.
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The Health Belicf{ Model asserts that, even when an
individual recogrizes ;orsonal susceptibility, action will
not occur unluss he or she also belicves that becoming ill
would bring scrious orcanic and/or social repercussions
(Becker, 1974). This variable of perception.of, seriousness
may includc several different dimensions; ‘such as the value
placed upon good heazltn, trouble producedvby the illness,
interference with imgpcrtant activities, clinical severity
and impact on ones ap:c.zrance (Chen and Tatsuoka, 1984;
Becker 1974). Morcover, thistvariable refers to the
person's subjective pcerceptions rather than to some medical
or objective estimate of how serious an illness is.

Bonnar (1969), in his study of whether pregnant women
take their iron pills found no relationship between medical
views of the problem:s severity and patients compliance.
Similarly, Johannsen =nd associates (1966), MacDonald et.
al. (1963) “ard Pragaf: (1962) all found no association
between ‘paticnts percsption ‘'of seriousness of their illness
and medical +iew on thz severity of the illness. These
findings sho''s that what cne individual or the society may
see as seriois may not be equally viewed as serious by

another individual cr other society hence the tendency of
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divergent responsc to the conditions by the various groups
of persons.

The perceived seriousness of a symptom or illness
will affect the likelihood that a person will respond to
it. 1If the symptom is familiar and the person.understands
why he has the symptom and its probable course, he is less
likely to seek care than if the symptom is unusual,
strange, threatening, and unpredictable. This is demons-
trated in Koo's (1954) study where one of the respondents
remarked "If I had a backache for two weeks, .....I think
I'd go to the doctor, but I can't say for sure. If I
knew how I did it - say-from 1lifting a bucket of coal -

I might not go as guick as if I didn't know where it came
from",

Suchman (1965), found that symptoms perceived as more
serious brought about a greater degree of concern, were
more likely to be viewed as indicative of illness, and
were more likely to bring about contact with a physician,
Levine (1962), in a survey of &almost 3,000 people concern=-
ing anxiety about illness, founcd that persons who perceive
an imminent threat were more anxious than those who did

not. Older persons did not find diseases that occur



7¢

primarily amona thoe youno as frightenina as scrious diseases
that had & high provalenc. in their age group,.
Othur studics that have produced positive relationship

between perceived scriousness and compliance are those of
Tash et. al. (1969) while assessing seriousness by the level
of value placed upon mature teeth and their-retention,
confirmed that persons who believed in the seriousness of
dental diseases consequently weould be more likely to seek
preventive dental care. Shuval (1970), obtained the same
conclusion even though the definition employed was based on
a combination of threz questions - (1) Can one's teeth
cause real trouble? (2) ~Can trouble with teeth affect
one's general health? (3) Can poor teeth affect a person's
work or other aspect of everyday life? Kegeles (1963),
also found a positive association between perceived seri-
ousness and preveﬁEive dental visits. He defined the
seriousness variable on the basis of level of seriousness
of the dental problems judged by the respondents. However,
he was not able to find the same relationship in a second
study on the same population (Kegeles 1963). A nationwide
survey by Kirscht et. al. (1966), also did not find per-
ceived seriousness of tooth decay and gum disease signifi-
cantly associated with preventive dental visits and tooth

brushing.
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Lik¢ susceptability, the role played by perceived
severity in patients compliance to treatment is conflicting.
Berkowitz et al. (1963), reported that patients with diffi-
cult illnesses or severe illness were less compliant where-
as, Donabedian and Rosenficld (1963) in their\sStudy of the
follow-up by chronically ill patients dis€harged from hospi=-
tal, associated secvere illnass with inetrease compliance.
Davis and Eichhorn (1963) found patignts with newly diagno-
sed-cardiac disease tc be less compliant than those with
established disease. This is probably because those patients,
they observed, did not know how serious their problem was.

In a study by Charney et. al. (1967), on children taking
oral penicillin, compliance was related to the mother's
perception of severity of the disease, rather than to the
doctor's view ©f severity. This type of result was @lso
demo strated ‘in the study of Gordis and Markowitze (1968),
on factors related to patient's failure to follow long-
term medical recommendations. Also, Francis et. al. (1969),
in their study on gaps in doctor-patient communication,
and patients response to medical advice, reported that ill-
nesses that the mothers of patient's regarded as very serious

were associated with increased compliance,



Gabrielson et. al. (1967), in thoir investigation
into factors which influcnce parents' behaviour toward
defects discovercd in thoir children at school, reported
that there was & relationship between family and_social
factors in the effectivoness of follow-up of school health
appraisals, family perceptions, values, attitudes and
believes. These, influence the family's'behaviour in
response to referrals from the school. The main focus
of this study was to explain the relationship between
social and behavioural characteristics of parents and
their follow-up action. The findings of the study shows
that professional help was obtained in 144 of the 182 cases
representing 79.%1% of thc/children referred. The study
therefore, sustains the hypothesis that there is a posi-
tive relationshiz between increased parental perception
of seriousness and parent action in school follow=-up
recommendations.

Cauffman ani Associates (1967) also reported that
parents' estimatcs of Severigy of the child's condition
is positiwvely rclated to parental behaviour with respect
to gbtaining folliow-up care in a wide range of school dis-

coyered illnesse:s and health defectse.
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There are however, other studics which reportec that
although the patients rccognize and appreciate the severity[
of their condition yct, thuy did not comply to treatment
because of one reason or the other. For instance, Elewude
(1273) stated that the belief of most Pulmonory Tuber-
culosis patients was that although the disease is a serious
one, it was not caused by any germ but.by enemy who had
charmed the sputem of the affected.. EKe (1973), named
other reasons why pulmonory tuberculosis patients defaul-
ted. He saild that in cazses of girls, they defaulted
because they felt thzir chances of getting marrizsd would
be reduced if people knew they had pulmonory tuberculosis,
Besides, many people living in cities did not want their
neighbours to know when they were under treatment.

These studies help tc show that there is an intimate
and significant relationship betwean health and behaviour.
The relationship is such that there is a behavioural com-
ponent in the causation of disease and also in compliance
with prescribed therapy; thus there is no disease of which
effective control can be established without influencing
various forms of behaviour and beliefs at the individual,

group apd c<community lcvel (Hochbaum, 1970). This notion
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was further amplified by Suchman (1966), in his study of
health orientation and medical care. His findings support
the gencral prediction that individusls with a populer or
non-scicntific health orientation would more likely under-
estimate the seriousness of their symptoms and deny the
presence of illness,

Although findings relating to the variable of per=-
ceived severity and compliance to medical treatment and
health recommendations were shown to be mixed, patients
estimates of the seriousness of a present illness or of
another attack, are consistently predictive of compliance
with the prescribed medical regimen. A possible explana-
tion for these somewhat conflicting data is that, in the
case for sick-role behaviour, a diagnosis ¢f illness has
been made, and the patient is either experiencing symptons
or, as in the case of rheumatic fever prophylaxis, has
experienced thim before. The presence of physical symptoms
probably exerts an elevating or "realistic" effect on
perceived severity, motivating'the patient to follow the
physician®s instructions as long as the organic indications

of illness persist.
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PERCEIVED BENEFIT OF TREATMENT

The relationships between health belicefs and health
behaviour have beun analysed in many studics. A variety
of data indicate that most people will comply to treatment
regimens if they have faith or believe that the treatment
will be of benefit to thum. Haefner and asSoclates (1967),
in a study of preventive actions in dental{diseases,
tuberculosis and cancer in America reported that respon-
dents with greatcer perceived benefits of toothbrushing and
dental visits had greatcr frequency of these actions.

Tash et. al. (1969) in analyzing the findings of a
study, arrived at the conclusion that persons who believed
in the benefits of taking preventive measures would be
more likely tc seek preventive dental services than per-
sons who did rot have the same belief. The same relation-
ship was found by Antonovsky and Kats (1970), who examined
the preventive dental behaviour of about 600 hospital
employees and their dependents. In the same vein,
although the dental activities taken at home was not widely
studied, the evidence from the studies on dental visits

have in general confirmed the linkage between the belief



in boenefits of proventive dontal visits and the frequency
t q
of visits (Chen anc Tatsuoka 1984).,
Gordis and associntos (S969), studicd why patients

do not follow mudical advice. In this study, compliance
with physicians instructions was studied in children and
adolescents on oral penecillin prophylaxistagainst
rheumatic fever. The result on the belief/concerning
effectiveness of penicillin from the 'study shows that there
were no differences between mothers of compliers and of
non-compliers in the percentages who reported that the
physician had told them tc ‘give their child penicillin
once a day, nor did they differ in terms of understanding
that penicillin prevénts streptococcal infections or
rheumatic fever. ‘Furthzsrmore, the groups did not differ
in terms of their beliefs in the ability of the drugs to
do this welly Or to ba effective; or in their conception
of the frequency with which pills have to be taken, in
order for then to work and the duration for which they
are effective. This study therefore shows tnat lack of
knowledge on the effectivencss or benefit of treatment

affects patient's compliance to treatment.
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In their study of the health belief model (HEM) and
compliance with education given at a class in breast self
examination, Calnan and Moss (1984), examines how far
the health belief model predicts attendance at a class
in breast sélf—examination and compliance with the educa-
tion given at the class. The result showed that some
dimensions of health bulicfs were found to be among the
best predictors of attendance; it showed the probability
that complaint behaviour will reduce threat - perceived
benefit; this shows that there was no statistically signi-
ficant association between attendance and the perceived
cost and benefits of breast self examination; even though
a greater proosortion of those who felt that breast self-
examination wuis beneficial attended more comparec with
those who werc¢ more doubtful about the value of breast
self examinatron. Similarly, women who have a lot of
faith in medicine and who felt they could reduce their
chances of gctting breast cancer were more likely to
attend than either those who were more skeptical about
modern medicire or those who did not feel that they could

do anything tc stop themselves from getting breast cancer.
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ther studies also showed that perception of benefits
is related to jpaticnts compliance with treatment. Both
Elling (19260) and Heinzelmann (1962), reported positive
associations between belief in the ability of penicillin
to prevent recurrence of rheumatic fever and adherence to
the regimen. Becker ct., al. (1974) in their study of a
new approach to explaining sick-role behaviour in low=-
income populations, found that belief .in efficacy of
clinic medications predicted regular administration of the
penicillin and that belicof in doctors' ability to cure ill-

ness (on a 1ist) was related to keeping clinic appointments.

#4ENUES SOUGHT FOrR TREATMENT

MODERN MEDICIi'3

The histcry and development of modern medicine is
closely linkei with the story of man's effort to fight
against diseas~s, Hippocrates born in 460 B.C. was one of
the first phys.cian to admit the natural causes of diseases
and he is rega-ded as the father of modern medicine (Hughes
and Marshall, '!974). The modern medicine is otherwise

known as the wostern form of medical treatment. This type
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of treatment is being given by qualified medical doctors
and nurses in a medically approved place. Sometimes, such
service are given by ungualified patent medicine sellers
and through self medication.

Modern medicine holds the germ theory{as its central
theme on the infectious disease causative factors. Based
on this thecry, the approach to solving health problems
using this msans of treatment is always scientific., The
approach is in turn, based on the evidences deduced from
scientific researches. As a result of this approach of
solving heal-h problems, many diseases known to mankind
today are now jetting extinated in the world or being
brought uncsr control, such diseases include small-pox,
chicken-pox 3and .many others. Except for a few isolated
and backwaré :1eas, diseases such as plague, cholera and
yellow-fever do not cause death on the vast scale as
they use to, in the past, (Godman, 1962). Among the
remarkable achievement of modern medicine are heart
transplant, kidney transplant, eye transplant, and test-

tube babies (Oshivere, 1982).
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Despite the creat achievements of molorn med icine,
there dre other problems which are being encountered by
the operation of the systom which tends to make individuals
loose confidence or consult other sources or avenues for
treatment. Among the short-coming of the modern medicine
are the shortages of personnel and drugs. Modern medical
care centres are far below the needs of thowvast majority
of the people of Nigeria. Besides, modern hospital facili-
ties are concentrated in urban centres. Thus it becomes
more difficult for the rural community to enjoy the modern
hospital facilities.

Hackett (1979), observed that hospital services in
urban areas remain very over-loaded, and even when they
are relatively well developed in cities such as Lagos,
poor living conditions may tend to offset their benefits.
Apart from the un-even distribution of these facilities,
there is also the shortage of personnels such as doctors,
nurses, laboratecry technclogists and other hospital per-
sonnels, “in the hospitals. In addition, the costs for
obtaining treatment are in many cases prohibitively high

for the average pationt.
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The problem of manpower in health care delivery
system in Nigeria is enormous. Figures for Nigeria by
1984 according to Ifedi (1984), was ebout 3,500 hospitals,
with about 30,000 beds and 2,600 madical doctors with
about 900 pharmacists for a population of over. 80 million
people. With these shortages, individuals.sometimes get
frustrated in the process of seeking medical care which
in turn leads to lack of confidence in the entire system.
Connected with this problem, is the problem of shortage
of drugs. In most of the public hospitals, drugs are
not readily available. Patients are usually asked to go
to patent medicine stores to purchase their drugs. 1In
some areas distances to the nearest health centre or
hospital are so far that many thousands of Nigerians
have no prospects of secing a medical doctor throcughout

their life spen (Adejumo, 1985).

TRADITIONAL MuDICINE

Harley (1270), writing on the native idea of medicine
and how it woris in Africa observed that although the
native African has stumbled upon many valuable remedies,
he does not think of them as drugs in @ scientific way
at all. He believes that the typical native African
thinks of them as mysterious substances, and the medicine-

man is everywhere essentially one who knows how to control
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mysteries.

In the lituerature describing the culture of African

peoples, according to Hurley (1970), the medicine-man is
by far the most prominent figure. when he is sceen passing
by, hc is often seen more or less like a magician, but as
the anthropologist has observed him more deeply, he is
revealed as a man of many arts. In practising these
various arts, he believes firmly in magic of various sorts,
and in his own ability to utilize magical forces. With
these strong beliefs and affiliation to the art of tradi-
tional medicine, the average African has strong belief in
the benefits derives from a traditional treatment. 1In
fact, evidences abound, pointing to a tremendous number
of valuable remedies in African medical practice. These
remedies are not only found mingled with the magic of the
medicine man, but utilized in the routine care of the
family by many families.

Onc very important aspect of treatment is to have an
idea ‘'on the possible cause of causes of the illness. This
concept of causative agent determines where one goes to

seek treatment and the belief he will have on the benefit
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of treatment. Studies on the native beliefs of the
causes of discase in Africa shows the different beliefs
of the African.

Gilkes (1970), in his study recognizes four causes
namely the spirit of the¢ dead, witchecraft, breaches of
taboos, and infidelity of a married couple.\ Whereas
Clements (1970), in his comprehensive study of primitive
concepts of discase, recognizes five.reasons which primi-
tive man gives as the cause of disease; they are:

(1) sorcery (2) breach of tabooj (3) disease object
intrusion; (4) spirit intrusion and (5) soul loss. All
of these ideas can be found among the African natives,
with the emphasis sometimes on one, sometimes on another.
Smith and Dale (1970), in their study of Ila speaking
people, list the following five causes: (1) naturalj;

(2) witchcraft;(3) broken taboo, (4) ghosts of the dead
and (5) acts of God, meaning epidemics and plagues. 1In
general, ‘African natives consider disease as something
coming from the outside which may be washed off or elimi-
nated in some other way.

With these notions of thc¢ causes of diseases, it

then follows that a man, for example, with a broken 1limb
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or a wound, or any other injury that he could unierstand
the cause of, will be a perfect stoic, and endured the
pain without complaint, but an attack of say, rheumatism,
for instance, the nature which he could not comprchend,
at once will get him down and make him terrifiec in the
belief that he was a victim of witchcrafte, All of these
experiences will greatly influence his. perception of
treatment benefits, and his belief in-the efficiency of
traditional medicine.

The efficiency of traditional medicine is not disputed
in Africa. Abdel Rasik, the assistant executive secretary
of O.A.U., observed that Africans have faith in healers
and herbalists and that about 85% of Africans go for
traditional medicine (Makinde, 1984). There, the absence
of familiar medicine and modern medical facilities does
not necessarily mean that the health condition is being
neglected. . Owen (1973), noted that throughout tropical
Africa, people have for generations used plants znd plant
derivatives and less frequently special extracts from

animals, as remedies for ill-health.
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Lade jobi (1982), was of the opinion that th: practice
of traditional medicinoe has been with us ever since the
human being was able to recognize probably by instinct
and outlives by trying the different physiclogical proper-
ties of plants in his environment. Mume (1973), also
commenting on the origin of traditicnalvmédicine believed
that the actual practice of traditional medicine originated
with the juju priest who always directed the burning of
smelling substances of herbal materials to produce nice
incense to appease the gods of medicine. He also identi-
fied eight categories of traditional medicine, which
includes herbalism, hydrotherapy, massage, blood-letting,
faith healing, surgery, heat therapy and fasting. These
are the various-aspects of this type of treatment which
attracts cert:zin individuals to go for treatment, depend-
ing on the nature of their illness.

Ademuwagun (1978), observed that pcople particularly
the illiterate and semi-illiterate consider the orthodox
and traditional processes as complimentary; Mume (1973),
explaining the reasons for this type of attitude explained
that the philosophy of modern medicine centres on the

study of disease and how to suppress it, while the tradi-
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tional medicine centres on the stufy ot nealth and how
to prevent and cure diseases. Theretore, while a modern
aoctor will pe interested in the prognosils of diseases,
the tracditional medicine-man wil! ve interested in the

overall circumstances ot the sick person,

Tne traditional medicine concept of disease is so
tundamentally difterent trom that of modern medicine,
ad Nigeria needs to take another
look at it, with a view of integrating it into the country's

medical system.

In praditional medicine, disease is seen as the result
of attending some god or the evil doing of our enemies,
Consequently, treatment is the comoination of superstition
the supernatural'and nerbs., Emphasis is not on the
pharmacological action of the heros, but on the supernatural
direction_in the choice of the herbs, Divinations, religion
and magic are tne pack-pone of traditional medicife. This
type of pelief on traditional medicine. has led a 9ood number

of Nigerians
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to consult native doctors either tor protection against
their enemies or for cures of imaginary or real illness,

Tne criticism that the traditionzl healing «delays
consult:=tion with modern doctor was repuked by ‘Frankeberg
and Leason (1975), when they argued that about one-third
of tne patients who consult tradtiionzl “hedlers had gone
first tc a modern medicine agent. Vvarious governmentségisen
recognition to traditional medicine and pharmacopaeia
throughout tne world, inlcuding even the World Health
Organisation, Some people have even started recommending
tradtionzl medicine as an alternative to modern medicine in
view of the gross shortage of modern medicine in the countrye
Countries like Cnina and India nave started moving towards
integration, wvut tne western trained Nigerian doctors are
putting = clogin the wheel of cnange in Nigeria. Wwith
co-operztion, the two systemsof treatment could pe used to

achieve greater things in the riled of nealth,



88

The Werld Health Organization has issued s_veral
directives on the no o for the developing councrics to
utilize the traditional healers in solving somel health
probluems of their people. By far, the most péinted of
these directives was the one issued in 1875, 2solution

heal th
28:88 of the twenty-cighth World/Assemoly, in which the
World Hcalth Organization enjoincd.momber nations to
utilize local resources and the ‘services of traditional
healers,

Direct as most of thésc suggestive ideas were, the
world Health Organization usually avoid specifics, this
is because of :cultural, social, economic and political
differences of mémbir states. Accordingly, merder
nations are erwsected to tailor the blanket directive to
suit their’ owr social, cultural and economic unigueness.
With this content, thereforz, it should be noted that the
place one goes for treatment depends tc a larg: axtent
on the value or bznafits he hopes to derive frem such

treatment places.



SPIRITUAL CHURCH HEALING

Bolaji (1967), cxpressed that religion is necessary
to medicine, bucausce the belief is that only the' maker can
remake. Repair to thc damage dene to mind ‘and body can
affect wholeness in man's being., The religious concept of
diseases is found in the 01d Testament of the Holy Bible;
where disease is considcered as thé& wrath of God, to be
removed only by painful moral reform, prayers and sacrifice
and it is God who confers both health and disease accord-
ing to his divine and unpredictable will.
. Life schedules permit that a human
being can be & saviour of a fellow human in times of ill-
health, but it “all depends on the one that is bestowed by
God with spiritual powers. An example of this divinely
caused.disease and praycr is the case of Hezekiah in the
Bible, Hezekiah was scvercly ill and prayed to God for his
health. His prayers was overheard by Prophet Isaiah, who
begged and obtained divine acquiescence to help him.

Isaiah ordered that a lump of figs be applied to Hezekiah's
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afflicted parts, with the result that the ailing man was

restored te h2alth (Tamayo, 1977).
Some of tha common features of the spiritual churches

as identifioed by Udo (1981) are that:

(1) they all claim to heal the sick and infirm with
the help of prayers;

(2) they all claim to be spiritual churches and are in
direct communication with Christ and God;

(3) they all claim to have numbers of seizurcs during
which they fall into ecstasy;

(4) they all sing and dance to tunes which are very
African in nature;

(5) in most cases they adore themselves in white as

a symbol .f purity.

Hackott (1381), wrote that some sickness are now
recognised in tae West to be psycho-somatic, such as
migraine, ulcer, certain types of paralysis, body aches
and pains, and that somc infectious diseases can also be

due to th: framc¢ of mind, In thesc area of affective
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system of the Aladura Churches may be ospacially beneficieal.

In slmost all cases of spiritual healing, there is diagno-
sis of each case of illness which is followed by ritual
prescriptions such as special prayer, use,of holy water or
candles and in each case the pationtis engaged in the
business of his own curc¢. Moreover, the treatment process
also involves spiritual musicy druming and dancing which
hav: therapeutic effect on the patient.

Adejumo (1982) found out that more illiterate, female
and old people patronise spiritual churches for health
problems than the literate, male and young people. Baeta
(1967), criticized the activities of thz healing sects,
pointing out that the processes of healing is practised
with unrelenting empty garrulousness, ignorance, credulity,
charlzatanism and fraud. Nonetheless, the main idea behind
this type of treatment, is that people have confidence and
believed that th:y will derived benefits from the treat-

ment. It is the faith they have in th2 churches that leads
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them to secking curc in form of miracles from thum,
MUSLIM MEDICINC/MUSLIM PRIEST

Not much litcerature is aveilable on thismzthods of
treatment, it is a ncwly emerging method{ for treatment
which mixes the traditional practices with Islamic religion.
Adejumo (1982), identificd the muslim priest as another
alternative avenue for treatment sought by the inhabitants
of Oyo, The practice of this type of treatment involves
the writing of Arabic words on papers which is then
folded and wrapped with leather of black, white or red
colour which will bu carriad on thz body. It may also
involve drinking or bathing with Koranic words robbed off
from slate., ‘Evidently, many local beliefs infiltrated
into this practicec.

This type of practice i.e. muslim medicine is not
exclusively for curative purposes, it is alsc sought for
protection against witches; acquisition success in busi-
ness or occupation, gocd luck, promotion and love;

identification of a thief, and solutions tc 2 lot of
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other social and winotion2l problaoms.

The cliont er the people who consult the muslim priest
arc not necessarily muslims alone. Anybody who has €aith
in the practice cin gc there for cure or to solve his or
her problems.

It can be concluded therefore as\shown by Roghman
and Haggerty (1773), and Tossler and Associates (157¢),
that increascd utilization of certain types of health
services was associated with minor everyday stress; and
that there exist a significant positive relationship bet-
ween psychological distress and vtilization of primary
health care services. Hcnce stress affects the utiliza-
tion of health services even when the influence of &

variety of other variables are¢ controlled.

COMPLIANCE TO TREATMENT

Implicit images of human behaviour influence mast
research endeavours. Studies of patient's "compliance"
with doctors' instructions or treatmcnt procedures hzve

gencrally used an ideal image of the patient as a passive
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obedient and unquistioning reccipiont of medical instruc-
tions. Divergence from this ideal *defaulting' - is seen
as irrational in the light of medical rationality., The
blame for default is s¢en as lying with the patient.

A lot of studies have been carriced onte show the
pattern of compliance of paticnts, Becker and Associates
(1972) observed that disturbingly, low rates of co-operation
or compliance with prescribed medical regimens in both
preventive and curative paediatkic situations have been
well documented in studies carried out by Elling et. al.
(1960); Feinstein e. al. ¢1959) and Gordis et. al. (1969),
These studies examined non-compliance in a variety of
pediatric settings, covering many illness and therapies,
with patient semples drawn from diverse geographic, demo-
graphic and social class strata. Scveral major patterns
have emerged that cut across study settings, illness and
) type of patient.

The attitude of non-compliance presents a majer
obstacle in treatment success. Tare (1975), studied

leprosy patients and found out that the biggest difficulty
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in the successful impl mcintation of leprosy control pro-
gramme is the non—couvperation of the paticnt, ledding to
drop out in the treatment. He observed that €he-patient
whom they want to halp, is not willing to be helped. He
cdoes not want to co-opurate in the registration and conti-
nuation of treatment. Even though the patients were
repeatedly persuaded to attend the clinic at regular
intervals for continuation of treatment, it was observed
that about 40% cf the patients who had registered in a
leprosy clinic were found to be drop-ocuts. Most serious
is the fact that the drop outs are those patients in

which disability could be prevented, their developing

resistance to 3d3psonc prevented their viability of spread-
ing the diseasc curtailed and of course, the duration of
tham going \for treatment could be reduced.

Beckcr anc associates (1972), in their study of pre-
dicting mother's compliance with paediatric regimens found
out that mothers' adherence to medical instructions concern-
ing their children was typically very inadeguate, especially

for episodes of acute¢ illness., This study, tests a new
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behavioural modcl which employe mothers hiuealth motivations,
perceptions and attitudus as predictors cof giving oral
penicillin and kecping follow-up appointra-ts for Otitis
media, The findings shows that compliance is especially
poor in paediatric clinic populations and that/non-complia-
nce is not observed exclusively among clinic of low-

income populations, Similar results weré £ound by Bergman
and Werner (1963).

Another aspect of compliance freguently studied is
patients behavicur in regard to.not taking their drugs.
Bonnar and asscciates (1969), found that 32% of the subjects
studied were not taking their iron tablets. .(Epstein
and Cluss (1982), rcported that Bergman ancd werncr (1963),
found that 56% of ‘cut-paticnt children prescribed a 10-day
regimen of penicillin had dropped taking th: drug by day-3
and that a full 82% werc non-compliant by dzy-9. The
consequences of this non-compliance to presczribed medical
treatmant may b: quite serious, including exzcerbation of
disability and -rogression of the disease (Szeward and

Cluff, 1972). a.lso, Davis and Yin Yeun (19£1), studied
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dapsone compliance in North-east India and discovered like
other studies, that there was poor compliance and that
many patients fail to appreciate that their running out of
dapsone tablets was often a conseguence of missed out-
patient clinic zppointments. Similar results of non-
compliance were found in studies of Low .and associates
(1774), Huikeshoven and others (1976) and Elland and
associates (1981).

Nyazema (1984), in his study based on the in-depth
interviews of hypertensive and diabetic patients attending
out-patient clinics, found that patients had different
ideas and attitudes abou: the use of medicine. Well over
60% of patien:s-intervicwad lacked comprehension of their
disease and tnz.usc of the medicine prescribad to them.
Some have ‘even stopped taking their treatment and had gone
to the traditional healer with their problem, The result
from this study shows that medicine taking is highly an
individualistic phenomenon; health praétitioncrs may cone

trol which drugs the patient gets and how much of them,
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but he is not prescnt to control how they arc usesi. People
have 1ldeas and cttitudes about the use of medicines.

There are other studies which on the other hand
studied facturs which affect compliance to treatment.
One of such studies is that of Macdonald and ‘others (1963),
where they studied social factors in relation to partici-
pation in follow-up care of rheumatic fever, They found
out that three general factors were associated with the
quality of co-operation, these are: social circumstances,
illness of others in the family which interferes markedly
with good participation and the quality of interpersonal
relations, which shows that good interpersonal relations
within the family tend to predict good co-operation and
that problems and interpersonal conflict tend to predict
the reverse.

Davis (1966), observed that there is not always agree-
ment about what personal attribﬁtes characterize a com-
pliant or a non-compliant rheumatic fever patient, Howevér,

he found that there appears to be no relationship between
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compliance and age; that 2 sex variation existed with non-
compliance: females were least likely to comply and that
there is relationship between socio-cconomic status and
compliance. Elling and asscciates (1960), measured parti-
cipation in treatment by the regularity with which the
patient took pills and kept appointments.and discovered
that in the situation where the availability of the pro-
gramme was assured, family income and family social class
position showed no statistically significant rclationship
to degree of participation.. “Also certain family characteris-
tics such as, social class structure, residential stability
and ethnic background, were significantly reclated to con-
ceptions of rheumatic fever and penicillin and to the
degree of participation.

Available evidence suggest that the compliance of
hospitalized znd non-hospitzlized, ambulato.y patients is
subject to a host of social and psychological influences
bayond those exerted by the medical doctor. Davis and
Eichhorn (1963), in their study of males with cardiovascular

impairment as determined by medical examinations, found
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that the factors affoecting change in compliance included
attitude toward health, work orientation, length o of time
impaired, age of respondent, and doctor-paticpntrélation-
ship. Ross and Duff (19€2), also agreod with-the findings
of this study.

Koos (1954), reported that persons in the lower
economic class were less likely to visit a doctor than
were those in the upper classj; while Wilson and white
(1977) found that the poor had the highest utilization
rates. Soladoye (1980), studied factors which made patients
suffering from pulmonary tuberculosis to default from
treatment. Tre findings showed that drop out from treat-
ment was not associatad with lack of knowledge of the
seriousness ©6f the discase or the danger the disease posses,
but that the hizh cost of transportation to and from the
hospital, behzvicural factors such as the paticnt's beliefs,
the unsympathctic attitude of .the hospital staff and poor
communication znd interacticon between patiznt and staff
among others, were found to be assoclated with non-

utilization 2ni non-comgliance.
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Even though a lot of studics indicatud that compliance
rates wore very low, there are some studies which showed
high to compliance among paticnts. Arnhold and associates
(1970), for instanc. studicod paticents and proscriptions
and found that of the 104 subjects studiad only 15 of them
were non-compliers. Also Francis and cthers (1969) studied
patients' response to medical advise,., “Their rcsult showed
that of the 800 subjccts used for-the study, 11% were non-
compliant and about €9 were compliant. Among the reasons
given by the patients for non-compliance were the extent
to which patient's expactations from the medical visit
were left unmet, lack of warmth in the doctor-patient rela-
tionship and failure to rcceive an explanation of diagnosis,
complexity of tae medical regimen and other practical
obstacles,

Glanze and others (1984), studied compliance with an
experiméntal drug regimen for treatment of Asthma. Of the
102 cases understudizd, 25.5% were excluded from analysis

because they were lest to follow-up and cnly 10.8% of the



remaining were non—-complicrs the rest were complicrs.,
Based on data for complicrs, the drugs were found to
reduce relapse rates, and asthma symptomatology4 .when non-
compliers were included in the analysis, the-steroid drug
appeared in effective for reducing relapsé€sand less
effective for improving overall status.

Becker and associates (1977), used tﬁe health beiliief
model to predict dictary compliance by mothers of obese
children. Based on the study, the health belief model
(H.B.M.) appears to be useful in the explanation and pre-
diction of a mother's adherence to a diet regimen pres-
cribed for her child,., Perceptions related to health
motives, to threat (i.es. to susceptability and severity,
whether general. or weight - specific) and to benefit of
and barriers to the diet, show positive relationships to
weight loss. Except for ‘tage of child," and ‘'mothers
marital status" subject's personal characteristics were
unrelated to compliance. Supporting this study with the

facts on characteristics of the patient and compliance,
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the works of Williams et al. (1967), Finnerty (1973) and
Carpenter (1576), all indicated that the educational level
of the patient appear to be uniformly unasscciated with
ccmpliance in hypertension, diabeties and eardiac condi-
tions. The samc goes with age, sex, kndwledge of medical
regimen and religion. Only occupation. as shown by
Finnerty (1973) secm to have little positive association
with compliancec.

Attempts made to identify the various features asso-
ciated with treatment compliance and or default has been
yielding conflicting results. However, the pattern seems
to follow the notion that defaulting rates are on the
higher side. For instance Williams and Martin (1967) con-
cluded that 66% of the patients, from a clinical diabetic
control study, whose control status could be classified,
were considerecd to be in "“poor contrcl" or were defaulters
while .only 34% were “"well controlled" or compliant of the
prescribed therapy. On thz same vein, Ambuel and others

(1964), looked into urgency, as a factor in clinic attend-
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ance so as to be able to identify those whe break clinic
appointments and why. The result showed that the|broken
appeintment range from 10% for urgent appointrients, to
19% for intermediate appointments, to 30% £Or routine
oneés. This result suprorted their hypothésis that urgent
appointments would be broken less than réutine ones. They
thus concluded that modical urgency.is onzc of the most
powerful influences on clinic attendance.

Meinert and others (1970) however, in their study
of diabetics patients indtheir completeness of follow-up
showed a positive result. In their study, pa=ti.nts were
expected to rcturnievery three months after initiation
of treatment for re-evaluation and for a quarterly follow-
up examinatién.. A quarterly follow-up exzmination was
regardad .as..missed if it was not done within forty-five
days of .thc datz spucifiad for: that particular examination.
By this criterion, only 17% of all schedulad quarterly
follow-up examinz tion have been missed. This study shows

that the rate of compliance is high among the patients.
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Blackwell (i972) highlightued some studics which focused
on somg¢ factors associatoed with drug defeult bocause accord-
ing to him it has not been possible to identify an unco-
operative type of patiunts., GEvery paticnt is @/potential
defaulter and compliance can never be assumdd. Among the
factors associated with drug default, aceeérding to his
study, is medication. Porter (1969), found that duration
of treatment was negatively correlated with taking iron
pills in 62% of pregnant women. . This suggests that the
length of time of treatment «way -encourage deviation in
relatively trival illnesses but not in life-~threatening
conditions,

Porter (1967)4 also finds a consistent result that
the superviscry role of a partner or spouse aids in ensur-
ing that medicacion is taken as ordered. He found that
living alone mad2> the major contribution to non-compliance
in general practice. Hare and wWillcox (1969) also showed
that the incidence cf drug defaulting increases progress-

ively from 19% among in-patients, 37% among cay patients
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to 48% among ocut paticnts in the same hospital, showing
that the sectting could alsc affect compliance. Similarly
Irwin and associates (1971), found the deviation to be 7%
for schizophrenics in a closed ward compared to 32% in an
open ward setting,

In studying the effects of health education methods
on appointment breaking, Giogow (1970), observed that
medical non-compliance can lead to irreversible health
changes in the patient and the loss-of health and life
itself. Davis (1967), similarly reported that non-complia-
nce rates range from 15-93%. He stated that at least a
third of the patients in most studies, fail to comply with
their physiciar's orders.. As a result of his findings,
Glogow (1970), concluded that what is important in reducing
broken appointmonts.is not what the client is taught or
told, but the n:nmner in which the information is conveyed.
Confirming, the hich rates of drop cuts or non-compliance,
Caldwell and others (1$70), reported that in an antihyper-
tensive treatment of 76 patients, by the 11th month of
treatment 50% of the patients studied had been lost from
the clinic and by 5 years 74% had dropped out, 9% had died

and only 17% were remaining in treatment.
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Drug defaulting may take a number of forms, of which
failure to take the prescribed amounts and failure to go
for treatment are the most common. In most of sthe‘studies
carried out using differcnt methods, 25 to 50%~of the popu-
lation studied was shcown %o consist of defgulters. Episo=-
dic or excessive medication may also occur (Blackwell, 1972).

Malzhy (1%66), categorized the errors mace by medical
outpatients into four groups, namely; errors of omission,
errors of purpose (taking medicine for the wrong reason),
errors of dosage, and errors. in timing or sequence.
Schwartz and associates (1962), followed a similar classi-
fication when recording the errors made by chronically ill
geriatric patients, but they added a group who took addi-
tional medications not prascribed by the doctor.

Other ‘consequznces of non-corpliance include the
economic wastage involved and the hazard to health posed

to the remaining peoplec.



CHAPTER THREE
RESEARCH METHODS AND PROCEDURE

The purpose of this study was to examine the impacts
of perceived severity of sickness and benefit of treatment
in relation to compliance to treatment©f lepresy patients
in Sokoto State. The study also looked info the inter-
active cffects of perceived severity cof «sickness and bene-
fits of treatment on compliance behaviour of the leprosy
patients. These were achieved by testing the hypothesis

stated in chapter one.

Populations

The broad population for this study was made up of
all leprosy patients in Sokoto State.

The State is.made up of five administrative divisions
with 19 local governmant areas. All the five administra-
tive divisions had a total number of 47,811 registered
leprosy patients by March, 1986 as shown in table 3.1

below.
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TABLE 3.1

NUMBER AND PERCENTAGES OF REGISTERED LEPROSY
PATIENTS BY DIVISIONS IN SOKCIC STATE (MARCH

1986)

DIVISION NO i PERCENTAGE
Argungu 3,127 ; 6.54
Gwandu 7,882 16.48
Sokoto 29,388 61.47
Yauri 1,439 3,01
Zuru 5,975 12,50

Totai 47,811 100

Sources Sokotu State Ministry of Hezlth Statistical

Section.
Sample Size

The Sample Size for this study comprised 952
leprosy paticnts from Argungu, Sokot: and Zuru administra-
tive divisions of Sokoto State.

The reason for selecting samplez from three out of
the five administrative divisions, wzs the need for geo-
graphical spread of the sample to ccvzr both the urban and
rural areas of the State. It also =rabl&fthe research to
cover the threce major ethnic groups (i.e. Hausa, Fulani

and Dakankari), in the State.
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The total number cf registercd leprosy patients in
the three divisions was 38,490. The 952 respondents
represented 2.47 percent of patients in the three divisions.
The criterion for the distribution of the subjects was
based on the population of the registered leprosy. patients
of tne divisions investigated.

In each of the three divisions investigated, different
proportional representations of the registered leprosy

patients were selectasd as samples as shown in table 3,2

below.
TABLE 3.2
NUMBER AND PERCENTAGE DISTRIBUTION OF
RESPONDENTS BY DIVISIONS
. | % of sample
Division No, of No. of ?noieigigé; in relation to
Regdstered | samples &6 :otal total regist-
Padisnts Selected Sample selec. fgeghgagégggs
Argungu 3,127 77 8 .16
Sokoto 29,388 712 - 75 1.49
Zuru 5,975 163 17 0.34-
Total 38,490 952 100 1.99




Table 3.2 clearly indicates the mode of distribution
of the subjects in each of the divisions for this study.
Samples were selected based on the percentages of the
registered patients in relation to the total number of
registered patients in the three divisions. 1In Argungu
division 77 samples representing 8 percent of the total
samples were selected, in Sokoto division 712 samples or
75% of the total samples were Y59 ' and in Zuru division,
163 samples or 17% of the total samples were selected, In
Sokoto division, 712 out of 725 samples were used because
the responses from 13 respondents were unuseable due to
incomplete informations given by the respondents.

In each of the divisions, 2.47 per cent of samples
were selected from the total number of registered patients
in the division. The 952 subjects used in this study
represented about 1.99 percent of the total number of
registered paticnts in the state.

Among the reasons for using dif ferent proportional
representation in relation to the total samples selected
in each of the divisions were that, in the first place,

if equal percentages were selected, Sokoto division which
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has a high number of registered patients might have very
few samples selected when compared with the other divisions,
i.e. if 8% of the totzl samples were to be selccted from
Sokoto division as was the case with Argungu division,
Equally, if the high percentage that was selected from
Sokoto were to be selacted from either Argungu.cr Zuru,

the two divisions would have a large number of samples

when compared to the total number of registered patients.
The high number would have been unmanageable within the
resources and time available to the researcher.

Another reason for varying the percentages in the
different divisions in relation to the population of regis-
tered leprosy patients was that both Argungu and Zuru
divisions are made up of one local government areas each,
while Sokoto division alone is made up of twelve local
government aress. This meant that Sokoto divisior has the
greatest area coverage and number of leprosy patients in
the whgole state. The high percentage of samples used in
Sokoto division therefore, enables the researcher to cover
a wide area in the state, which is the appropriate thing
to do.
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Festinger and Keatz (1966) orined that, in as much as
the size of samplce can affect the outcome of research
findings, what is most important when dealing with popula-
tions of this nature is the sampling techniques ) They also
gave an example of a study, in a gallop poll, which used
20,000 subjects and which the result have been accurate
enough to predict the outcome of American election which

involved more than 100 million voters.

Sampling Technigue

In this study, the researcher was aware of the impor-
tance of sele:ting a representative sample and efforts
were made to 1 .mit the probability of chosing a biased
sample in orde: to ensure adequ3te representativeness of
the sample.

The sampliag technique used for this study was the
cluster sampliig technigue., This method according to Best
and Kahn (1986) is mostly used by survey researchers to
avoid difficulties.of compiling a complete list of the
entire population. This method incorporates the features

of random samgling and area sampling. Best and Kahn (1986)
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also believed that this method is appropriate when the popu-
lation of interest is infinite or when the geographic dis-
tribution of the individuals is widely scattered.

In selecting the samples for this study, using the
cluster sampling technique, the first step taken was to
select sampling units of manageable cluster, This was the
selection of threc out of the five administrative divisions
i~ the State. The simplc random sampling technique (ballot-
ing) was used to select the three administrative divisions
used, which were Argungu, Sokoto and Zuru divisions. Then
from the thr.:= divisions, all local governmant areas were
listed. 1In tlI'. case of Argungu and Zuru which have one
~ocal governmca:t arca each, the local government areas were
used for the s: dy.  In the casz of Sokoto division, which
has twelve loc: ' -government areas, a rancom sample of six
local governmen: areas were selected bassc¢ on the geogra-
phical spread ». the division and the divisions six zonal
areas Of healtn operations. Each zonal hzsalth operation
area covers two local government areas.

From the local government areas sel=cted, a list of
all registered «nd unregistered leprosy patients was come

niled aind usin- the systematic random sampling technique,
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77 leprosy patients werc sclected from Argungu division,
163 respondents from Zuru division and 712 respondents from
Sokoto division,

In Sokoto division, the respondents were made up of
120 respondents each from Anka, Gwadabawa, and Sokoto local
government areas, and 118 respondents each from Gusau and
Kaura-Namoda local governmont areas while Gummi local govern-
ment area had 116 respondents used for the study. The
researcher seclected or interviewed 120 respondents from
each of the six local government‘;reas in the division but
only the figur=s given above were valid or useable for the
“tudye.

The compiled list of registered leprosy patients were
obtained from the officers in-charge of leprosy sections of
the health depa'tménts of each local government arcas. The
list of those urnregistered respondents were compiled by the
researcher with the help of village and ward heads, and the
research assistants used by the researcher. This sampling.

technique gives c¢very member of the population equal chance

~f being sampled.
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Research Instrument:

The main research instrumont in this study was struc-
tured interview. 952 respondents were interviewed for the
study. The interview is in a sense an oral questionnaire
where instead of writing the responses, the respondents or
interviewees give the needed information orally and face
to face.

This method of data gathering is unique because, accord-
ing to Borg and Gall (1279), it involves the collection of
data through direct verbal interaction between individuals.
It also has th: advantage of adaptability. Moreover,

Babbie (1975) l¢lieves that interviews provide a guard
against confusiig questionnaire items. The interview tech-
nique affords th2 researcher the opportunity to explain
more explicitly the purpose and just what information he

wanted. The reés2arch instrument is shown in Appendix C.

DeveloEment of Iystrumzmts

In order to develop an appropriate instrument for this
study, it was necessary for the researcher to carryout a

review of some questionnaire items used in related studies.



The work ©of Roscnstock (1974) was of tremendous value.
There, the spocific guestions asked by Kegeles (1963),
Heinzelmann (1962) and Leventhal (1960) for perceived
severity of sickness and those of Hochbaum (1958),. Kegeles
(1963), Flach (1960) and Heinzelmann (1962) for perceived
benefit of treatment were reviewed.

These studies, according to Rosenstock (1974), greatly
infiuenced the development of the health belief variables.
The works of Kirscht and others (1966) and Haefner and
associates (1967) were also studied.

The specific areas which were investigated and for
which data colli:ction instrument was developed included
the following:

(a) socio-demographics
(b) perceived severity of sickness
(c) perceived benefit of treatment

() compliance behaviour towards leprosy treatment.

A draft set of qguestions or questionnaire items was
developsd by the rescarcher for each of the above parameters.
In view of the descriptive nature of the study, the questions
were designed to give opportunities for open-ended and close-

ended responses.
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The sets of questions were therefore grouped into four
parts. The part onc questions on sccio-demographic varia-
bles, were opzn-cnded questions. The design of questions
in parts two anc three wecre close-ended guestions on a five-
point likert scale on perceived severity of sickness and
perceived benefit of treatment respectivelys while part
four contained the open-ended questions which were intended
to elicit responses on the respondent's compliance behaviour.

After the initial draft set of questions were develo=-
ped, the face vzlidity of the instrument was ascertained
through a pruser scrutiny by the researchers supervisor,
lecturers in ° = Departmints of Physical and Health Educa-
tion, Preventiiec and Social Medicine, University College
Hospital Ibadan, and lecturers in other relevant disciplines.
The instrument  72s modified, based on the comments and
recommendations of these people. The modified instrument
was then discussed with the researcher's supervisor. The
discussions lza: to further work on the instrument before
a-final draft w:s produced for the pilot study.

Additional method of ensuring correct responses was
the design or trznslation of the instrument into the Hausa

language becau :: majority of the respondents were illiterates



The vernacular version of the questions was prepared by the
lecturers of the Hausa Departments of the College of Educa-
tion Sokoto, and University of Sckoto. The test-re-test

method was used to test the reliability of the instrument.

pPilot Study

In order to further validate the research-instrument a
pilot study was conducted on selected subjects who were
part of the targeted population of interest but were exclu-
ded in the sample selected for the study.

Fifty subjects wecre selected from Sokoto town, the
headquarters of Sokoto division and also the State capital.
The subjects were patients found on the streets and public
places begging for alms.

The 50 subj:cts were selected using the volunteer sam-
pling method. This method of sampling was used because some
of the leprosy paticents refused to participate in the study.
They were afraid that government was planning to remove them
from the street and take them to leprosy camps. Others were
demanding money before they could be interviewed. This
method of sampling is the most appropriate in this type of
situation as noted by Borg and Gall (1979), who believe

that even if the researcher selects a random sample "he can
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rarely get co-operation from all the subjects seclected.
The pilot study hclped to improve and validate the

research instrument.

Procedure for Data Collection

Collection of data involved writing initially to the
Chief Medical Officer of the Sokoto State Ministry of
Health, Sokoto to solicit his co-operation and those of
his cfficers in-charge of the leprosy department in the
various local government area offices. A copy of the
letter written is shown in appendix A... and his response
is shown in arpendix ..?...

The interviews were conducted with the aid of six
selected and tr:ined assistants. The Sl selected and
trained assistar :s /£ wezgrkers of thz State's Leprosarium
Hospital in Amanawa, Sokocto. The assistants were properly
trained on how :¢ enter the responses on the prepared
interview forms

The responses given by the respondents were appropria-
tely entered intc the prepared forms as interviews were

being carried out,
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Data Analysis

The result of the findings which were collected from
the structured interviews was grouped under thoe two variables
that were investigated. The perceived severity of-sickness
and percelved bencfit of treatment. The analysis.also
showed the demographic characteristics of the/respondents.

Simple statistical analysis of data weré used in the
analysis. The main statistical tool for the analysis was
the chi-squere (xz). Kerlinger (1979) emphatically stated
thzt one of the best ways of conducting research designed
tc analyse relationships is chi-square. The data for the
sccio-demographic questions numbers one to twelve of section
% of the interview werc descriptively analyzed.

In this study, nominal scales were used. These scales
bzsically do not measure but rather name. In other words,
observations werce simply classified into categories with no
necessary relationship existing between the categories.

The data therefore, did not lend itself to easy calculation.
it is for example inappropriate to allocate value to those
-~ perceived their sickness very severe or those who com-

plied. It was therefore, not possible to get a single



total score for each respondent from which thc deviations
for the mecan scorc could b: calculated. Hence the use of
chi-square as the main statistical tool.

However, despitc the short comings of chi=square as
not being able to describe the direction of difference and
not being as powerful as some other pardmetric tools, it
has its own advantages in that it is easy to understand,
and it can be used for two or more samples, and for skewed
and abnormal distribution. Also, sample scores can be
calculated directly from raw score and not necessarily
from percentages, means and deviations. All these, far
outweighs its disadvantages, hence its application in
this study. This is probably why, according to Norcliffe
(1979), it is tae most frequently used of all statistical
test.

In this study, participants were stratified by severi-
ty of .sickness, benefit of treatment and compliance beha-
viour. Both severity of sickness and bcnefit of treatment
were determined by a composite score of the respondents in
sections B and C of the interview. In these sections,

which contained the close-ended statements, the respondents
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were required to examined each statemont and then indicate
their opinion by scoring the way they felt on a five-point
scale of strongly agreod, Agreed, Not sure, Dizagreed and
Strongly Disagrecd. The scores for positive statercnts
were interpreted as followss

5 for strongly Agreed

4 for Agreed

3 for Not sure

2 for Disagreed

1 for Strongly Disagreed
The scores tor negative statements were interpreted in the

reverse order,

Section 3 of the interview schedule was the perceived
severity of sickness scction and was made-up of clzven
statements which give. a maximum of 55 points., Severity
was therefore categorized based on the severity score.

The range was as follows:
44 to 55 = Very Severe
23.to 43 = Moderately Severe

10 to 22 = Not Severe.

In the same way, response for Section C was for per-

ceived benefit of treatment made up of 10 statements which
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give a maximum scores of 50 points. The range was as

tollows:

40 = 50 - Very beneticial
21 = 35 - Somewhat peneticial
10 = 20 - Not weneticlal

This method of categorization has ween used amn Other
similar studies ana has been respondents in this type of
study (Hindi-Alexander, 1987)

With regards to the dependent variable of compliance,
respondents were categorized as either Complying to treatment
or not complying to treatment. The wasis of stratitication
was tne rgspondents response to how otten they went tor treat-
ment, when last were they in the clinic and when next was their
appointment 1in the ciinic. All those who indicated a weekly
appointment i were classitied as compliers and all those who
indicated anything more or less than weekly attendance at
clinics were classified as non compliers. This was based
on the fact that is Sokotc State, treatment of leprosy cases
was done on a weekly basis, and drugs that will last for one
week were only yiven to the patients,

A level of significance of 0,05 was used to.test the

sub=hypotheses,



CHAPTER FQUR

ANALYSIS OF DATA, RESUITS AND DI SCUSSION

The purpese of this study was to examinc the Impacts
of perceived sowerity ©f sickness and bencfit of treatment
dn relation teo gompliance of leprosy patients in Sokoto
State. The study also looked into the intéractive effects
of percaivad sgverity of sickness and ben=fit of treatment
on compliance of the various groups ¢f leprosy patissts.
This chapter presents the apalysis of the data collegted
in this study, thc results and discussiopn, These are
reported in -hre: szctions.

The first section pres=nts socio-demographic charazc-
eristics of tae respondontse This covers the sex, age,
Leligion, ethrnic-arigin, marital status, educational level,
time leprosy ¢is discovered, mode of discowery of leprosy,
and causes oOf leprosy of the respondents.

The second section presents the analysis of the res-
ponden{*s perceived severity of sickness.and benefit of
treatment on compliance to trreatment. Data relating to
each hypothesis were presentesd in %anles and tested for

significant difference,

125



126

The third section deelt with discussions of the find-
ings in relation to the review of literature related to

this study.

TABLE 4.1

FREQUENCY DISTRIBUTION OF RESPONDENTS BY
SEXy AGE AND RELIGION

CHARACTERISTICS NO. %

Total 952 100
Sex: Male 406 43
Female 546 57

Age: Less than 20 years 7 1
21-30 y=ars 276 29
31-40 y=ars 390 41
41-50 years 269 28

51 years and above 10 1
m=ligion: Islam 771 80
Christianity 83 9
Traditional 94 10

No response 4 1

As shown in table 4.1 above, nine hundred and fifty-t»

leprosy patients were interviewed for this study and
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adequate information was obtained on all of them. This
represented 100 percent of the total respondents; which
was made possible because of the data gathering technique
used by the researcher.

Out of the 952 respondents used for this study, 406
or 43% of them were males while 546 or 57% of them were
females. Majority of the respondents, 41%, were between
the ages of 31-40 years while only 1% of them were above
50 years of ages«  Similarly, only 1% of the respondents
were less than 20 yesars of age.

Predomin:nt number of the respandents, 81%, belong to
the Islamic religion while 10% belong to the traditional
religion, and only 9% were christians.



128

TABLE 4.2

FREQUENCY DISTRIBUTION OF RESPONDENTS BY\|ETHNIC

ORIGIN, MARITAL STATUS AND EDUCATIONAL~LEVEL
CHARACTERISTICS NO+< %
TOTAL 952 100

gthnic Origin:

Hausa 490 51
Fulani 175 18
Dakarxari 198 21
Gungawa 81 9
Others 7 0.7
No response 1 0.1

Marital Status:

Single 8 3
Married 652 €8
Divorced 79 8
widowed 210 22
No response 3 0.3

fducational level:

No formal education 894 94
Rrimary School education a1 4
Secondary Sch. education 12 1
Post-Sec. Sch. education - -

No response 5 0.
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Data in table 4.2 showed that about half of the subjects,
51 percent, were Hausa's by tribe, 18 percént-were Fulanis,
21 percent were Dakarkaris and only 9 percent were the Gun-
gawas.

Only 1 percent of the respondents were single while
68 percent were married and 8 percent were divorced. With
regards to the respondent's educational level, %94 percent
of them had r.> formal education and none of them, had

post~secondary education.
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TABLE 4,3

FREQUENCY DISTRIBUTION OF RESPONDENTS BY TIME
OF DISCOVERY, MODE OF DISCOVERY /ND CAUSE OF LEPROSY

CHARACTERISTICS NO,. %
TOTAL 952 100
Time leprosy was discovered:
Less than 1 year 62 3
1-3 years 672 71
4-6 years 169 18
7-9 years 41 4
above 9 years 7 0.7
No response 1 0.1
Mode of Discowery: CThr % 100
Through friends 119 12
Through parents or relatives 629 66
Through medical examination 36 4
Through s:lf-discovery 164 T
Qthers 1 0.1
No response 2 0.2
Cause of Legrosy: OB 952 100
Eating goat meat 16 2
Evil spirit (witch) 116 ' 12
Hereditary 36 3
Bacteria (Zerm) 16 2
Punishment from God = 0.4
Bathing with hot water
after giving birth 135 14

| Others: God 629 66
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Table 4.3 showed that majority of respondents 71 per-

-

cent, discovered thoir disease between 1-3 yeoars, 6 percent
discovered it less than a year and 18 percent about 4 to
6 years before this study. 66 percent of the respondents
indicated that they discovered they had leprosy through
parents and relatives while only 17 percent discovered
their disease by themselves.

Majority of the responcents, 66 percent, believed
that their disease was caused by God, and 12 percent belie-
ved that it was caused by evil spirit or witches. 14
percent believed that thé leprosy they have was caused by
the hot water they used in taking bath after child birth,

while only 2 percent believed that it was caused by a germ.

TABLE 4.4

DISTRISUTION OF THE LEPROSY FnTIENTS AS PZR
PERCEIVED SEVERITY OF THE DISEASE

SEVERITY - NO. PERCENTAGE
Very Severe 527 55 -
Moderately Severe 343 36
Not Severe g2 9

TOTAL 952 100
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Table 4.4 shows that 55 percent of the total respondents
believed that leprosy is a very severc disease, while 36
percent believed that it is moderatcely severe’and 9 percent

believed that it, not to be severe.

TABLE 4.5

DISTRIBUTION OF RESPONDENTS AS PER THZIIR PER-
CEIVED BENEFIT OF TREATMENT

BENEFIT NO PERCENT
Very Beneficial 96 10
Somewhat Beneficial 313 33
Not Beneficial 543 57
Total | 952 100 ’

As indicated in table 4.5 abcve, only 10 percent of th

respondénts perceived the treatment of leprosy to be very

neneficial, 33 percent perceived it somewhat beneficial

and S7 percent of them perceived treatment as not benefi- f

cial. {
As it has been indicatéd in tables 4.4 and 4.5, all 1

the respondents have been categorized into the various

groups of perceived severity of sickness and benefit of 1
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treatment; based upon th:ir responses to interview items
on severity and benefit (Sections B and C of the interview
items).

Based on thesc divisions, the data was analyzed using
the dependent variable of compliance. All the respondents
were categorized as either complying to treatment or not
complying to treatment. Responses to .section "D" of the
interview items was used to classify the respondents into
either complying or non-complying.

These classifications were used to test the earlier

outlined hypothesis for this study as follows:

Analysis of :farceived Severity of Sickness on Compliance

SUB-HYPOTHESI3 1

There w.'l be no significant differ=nce in compliance
to treatment »>etween leprosy patients who perceive their
sickness «to-b2 very severe and those who perceive it to

be moderately severe.
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TABLE 4.6

CHI-SQUARE VALUE AND PERCENTAGE DISTRIBUTION-~OF THOSE
WHO PERCEIVE THEIR SICKNESS TO BE VERY SEVERE _AND
MODERATELY SEVERE

S E V E R I TN
COMPLIANCE Very Severe Moderately-Severe TOTAL
No. % Nos % No.
Comply 213 40.4 171 49.9 384
Non-comply 314 59.6 172 50,1 486
Total 527 100 343 100 870
x° = 7413, daf = 1,  pL 0.05

Table 4.6 above gives the result for those who per-
ceived their sickness to be very severe and moderately
severe. The chi-square value of 7.13 was obtained against
the table value of 3.84; the result of the chi-square test
is therefore significant, thereby, rejecting the null
hypothesis,

This test showad that leprosy patients who perceive
their sickness to be moderately severe comply significantly
to treatment more than those who perceived it very severe.

The percentage distribution of the respondents as shown

in the table above
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showed that those who perceivod their sickness to
be moderately severe were bettos cunplicrs .- 49,5 percent,
as against 40.4 percent for these who perceived their 'sick-
ness very severe., However, more than half of those who
perceived their sickness very severe 59.6 percent did not
comply to treatment. Similarly, 50.1 percent were non-
compliers for those who consider their.sickness moderately
severe.

These figures shows that between the two groups, the
better compliers to treatment were those who perceived
their sicknes: to be moderately severe. Thereby rejecting
the null hypotaesis which states that there will be no
significant di:ference in compliance to treatment between
leprosy patier.ts who perceive their sickness to be very

severe and thuse who perceived it to be moderately severe.

SUB-HYPQTHESIS 2

Those who perceived their sickness toc be very severe
and those who perceived it not severe will not differ

significantly in their compliance.
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TABLE 4.7

CHI-SQUARE VALUE ,ND PERCENTAGE DISTRIBUTION OF
THOSE WHO PERCEIVED THEIR SICKNEsS TO BE VERY
SEVERE AND NOT SEVERE

[ S E V ERTIT Y
COMPLIANCE | VERY SEVERE | MODERATELY/ SEVERE | TOTAL :
NO. % NO. %
Comply 213 40.4 45 54.9 258
Non—comply 314 ]| 59.6 37 45.1 351
Total 527 100 82 100 605
X = 5.50, af = 1, P &£ 0.05

The findings here indicated a significant result.

The calculated chi-sguare value of 5.50 is more than the
table value of 3.84 at 0,05 level of significance. This
rasult therefore rejscted the sub-hypcthesis that there

is no significant difference in their compliance.

In other words, the result showed that those who
perceived their sickness not severe were better compliers
than those who perceivcd it very seversz,

Table 4.7 showed that majority of those who perceived
their sickness to be very severe 59.6 percent were non-
compliers. Whereas, majority of those who perceived their

sickness not severe 54.9 percent were compliers.
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SUB=HYPOJTHESIS 3

There will be no significant difference in compliance
betwecn those who perccived their sickness to be moderately

severe and those who perceived it not severec.

TABLE 4.8

CHI-SQUARE VALUE :ND PERCENTAGE DISTRIBUTION
OF THOSE WHO PERCEIVED THEIR SICKNESS TO BE
MODERATELY SEVERE AND NOT SEVERE

S E V\BR I T Y
Compliance Moderately Severe | Not Severe Total
x NOo = NO, -
Comply 171 49.9 45 l 54.9 216
Non-comply 172 | 50.1 37 45.1 209
Total 343 100 82 100 425
x2 = C.48, df = 08 P 0.05

Examination of table 4.8 indicates a non-significant
difference in compliance betwéen those who perceived their
sickness to be moderately severe and those who parceived
it not severe.

The calculated chi-square value of 0.48 is less than
the table value of 3.84 at a significance level of 0.05.

Thereby upholding the sub-hypothesis that there is no
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significant differcnce in their compliance o treatment.
The total number of respondents who.pérceived their
sickness to be moderately severe about half of them - 50.1
percent did not comply to treatment and the remaining half
49.9 percent complied to treatment. Similarly, 54.9
percent of those who perceived their sickness not severe
complied to treatment and 45.1 percent of them did not

comply to trea:ment.

Analysis of Pe-ceived Benefit of Treatment on Compliance
The data used for testing these sub-hypotheses were

in section "C% of the structured interview.
SUB-HYPOTHESIS 4
Those who perceived leprosy treatment to be very bene-

ficial will not comply to treatment than those who perceived

it somewhat benz=ficial.
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TABLE 4.8

CHI-SQUARE VALUE A\D FERCENTAGE DISTRIBUTION OF

TnOSE WHO PERCEIVIZ THZIR TREATMENT TO BE VERY
BENEFICIAL AND SOMEWHAT BENEFICIAL

1 ._}%EEE-J CATMEN T S |
Compliance __Very Beneficizl |Somewhat Beneficial |Total
o [y - Now 4 % .
Comply 87 90.6 231 73.8 318
Non~comply ) S.4 82 26,2 °1 o
e it oot G
Total 96 100 313 100 409
X = 11.086, df = 1 P 0.05

Table 4.9 presents the findings for the respondents
who perceived treatment of their leprosy to be very benefi-
cial and somewhat ben=ficial. The result showed a significant
different in their ccmgliance. The calculated chi-square
yAalue of 11,06 was mors than the table chi-square value of
3.84 at the 0.05 level cf significance.

This result therefcre, rejects the sub-hypothesis
that there was no sign:ficant difference in compliance to

treatment between those who perceived benefit of treatment
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to be vaery beneficial and those wno perceived it to be
somewhat beneficial.

Those who perceived the benefit of treatment to be very
beneficial were better compliers - 82.6 per cent-of them
complied to treatment and just 9.4 per cent of them did not
comply to treatment. There was also a high compliance rate
for those who perceived the benzfit of treatment to be some-
what beneficial - 73.8 per cent, although it is not as high
as those whc perceived it very beneaficial. However, there
was a higher non-compliance rate 26.2 per cent among those
who perceived treatment to be somewhat beneficial, when com-
nared with 9.4 percent of those who perceived treatment to
be very beneficial,

This analysis therefore shows that those leprosy pati-
ents who perceived benefit of treatment to be very benefici-
al comply to treatment more thzn thoss who perceived it some=-

what beneficial. Thereby rejecting the sub hypothesis.

SUB-HYPQTHESIS _5-

There will be no significant difference in compliance
to treatment letween those who perceived leprosy treatment
to be very beneficial and those who perceived it not bene-

ficial.
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CHI-SQUARE VALUE AND FCRCENTAGE DISTRIBUTION
OF THOSE WHO PERCEIVED THE BLNEFIT OF TREATMENT
TO BE VERY BENWEFICIAL AND NOT EBUNEFICIAL

BENEFIT CF TREATMENT
siais Total
Compadence Very Beneficial Not ‘Beneficial
e Q. % Nos %
Comply 87 | 90.6 103 | 19 190
Non-comply 9 9.4 440 | 81 449
Total 96 100 543 | 100 639
2 ;
X = 200.5, af = 1, P& 0.05

Table 4.10 indicates a significant difference in com-
pliance to treatment between the respondents who perceived
the benefit of leprosy treatment very beneficial and those
wha perceived it not beneficial.

The calculated chi-square value of 200.5 is more than
the table value of 3.84 at a sign;ficance level of 0,05.
The result of the analysis therefors, showed that there was
a significant difference in compliance thereby rejecting

this sub-hypothesis.,
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Examination of tahle 4.10 showed that the rate of com-
plisnse U1 tlvoce who perceived the Leneflt of treatmwent to
be very beneficial is very high. 90.6 per cent of them were
compliers. Contrary to this, those who perceived the bene-
fit of treatment 'not beneficial' were poor compliers, only
19 per cent of them were compliers and majority of them 81
per cent were non-compliers to treatment while only 9.4
per cent of those who perceived treatment to be very bene-
ficial did not comply to treatment.

From this table, it is clear that those who perceived
the benefit of treatment to be very beneficial comply to

treatment more than those who perceived it not beneficial.

SUB-HYPQTHESIS 6

There will be no significant difference in compliance
to Lreatment between those perceived leprosy treatment to
be somewhat lieneficial and those who perceived it not bene-
ficials



CHI-SQUARE VALUE AND PERCENTAGE DISTRIBUTION
OF THOSE WHO PERCEIVED THE BENEFIT OF TREAT-
MENT TC B SOMZWHAT BENEPICIAL AND NOT BENE-

FIC1AL
BENEFIT OF TREATMENT
Somplisyee Somewhat Beneficial Not Beneficial Tera
NO. % NoO.
Comply 231 73.8 103 12.0 334
Non-comply 82 26,2 440 81.0 522
| Total 313 100 543 100 856
x> = 252.90 af = 1, P& 0.05

Table 4..1 presents the findings for the respondents
who perceived (the benefit of leprosy treatment to be some-
what beneficizl and those who perceived it to be not bene-
ficial.,- The result of the chi-square analysis showed a
significance cdisference in their compliance to treatment.

Tee calculated chi-square value of 252.90 was obtained.
«his is more than the table chi-sguare value of 3.84 at the

0.05 level of significance.
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This resule true fo-, rajacts tha suh-hypothesis which
~~yn thae thare was no sicnificant difference in compliance
to treatment bgtween thoze who perceived treatment of leprosy
somewhat beneficial and ticse who perceived it-not benefi-
cial,

Examination of tabl: <.11 clearly shows that those
respondents who perceived the benefit of leprosy treatment
to be somewhat beneficial were better compliers - 73.8
per cent of them complied to treatment; and only 26.2 per
cent of them were non-compliers. For those who perceived
leprosy treatment not beneficial, most of them 81 percent
were nonecomplicrs to treztment only 19 per cent of them
complied to treatment.

From this table, it could be seen that there is a
significant difference in zhe compliance to treatment bet-
ween the two groups. Certzinly leprosy patients who per-
<eived the begnefit of leprcsy treatment to be somewhat
beneficial compliad to treztment more than those who per-

celved it not bereficial.
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perceived Benefit of Troatment on Compliance

Analysis of perceived Severity of Sickness ars

In testing thesc sub-hypothesis, the data collected

for sections B end C of the structured interview was used.

SUB=HYPCTHESIS 7

There will be no significant difference’in compliance
between those who perceived their sicknesswto be very severe

and those who perceived their treatment to be very benefi-

cial.
TABLE 4,12
CHI-SQL ARE VALUE AND. PERCENTAGE DISTRIBUTION
CF THOS_ WHO PERCEIVED, THEIR SICKNESS VERY
SEVERE 41 D TREATM&hNT VERY BENEFICIAL
SEVERITY BENEFIT OF TREATMENT o
=5 2
Comp}iance viry Severe Very Beneficial =
[ 1o % No. %
Comply 713 40.4 87 90.6 300
Non-comply 314 59.6 S 9.4 323
Total 527 100 ' 96 l 100 623

X = 81,97, df = 1, P < 0.05
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Table 4.12 prosents the findings of respondents who
perceived thair sickness to be very severe and those who
perceived the benefit of leprosy treatment to be very bene-
ficial.

The analysis result gave the calculated X2 value for
this sub-hypothesis as 81,97 against the tabled chi-square
value of 3.84 at the 0.05 level of significance.

Since the calculated chi-square is greater than the
tabled chi-square, the result of this sub-hypothesis is
therefore significant, and rejecting the null sub-hypothesis.
In other words, the result showed that there is significant
‘ﬂifference in compliance to treatment between those res-
pondents who pei'ceived their sickness to be very severe
and those who perceived their treatment very beneficial.
The respondents-who perceived the benefit of leprosy treat-
ment to be very “eneficial were better compliers. 90.6
per cent of them comply to treatment while less than half
the number, 40.4 per cent, of those who perceived their
sickness very severe comply to treatment.

59.6 per cent of those who perceived their sickness to.

be very severe did not comply to treatment and only 9.4



147

per cent of those who poerceived their treatment very bene-
ficial c€id not comply to treatment.

This analysis showed that those who perceived leprosy
treatment very beneficial complied to treatment more than

those who perceived their sickness to be very severe,

SUB-HYPCOTHESIS 8
‘ There will be no significant difference in compliance
between those who perceived their sickness to be moderately
severe and those who perceived their treatment somewhat
beneficizl.
TABLE 4.13
CHI-SQUARE VALUE AND PERCENTACGE DISTRIBUTION

OF THOSE WHO PERCEIVED THEIR SICKNESS MODERATELY
SEVERE AID TREATMENT SOMEWHAT BENEFICIAL

SEVERITY BENEFIT OF TREATMENT
Compliznce /| Moderately Severe| Somewhat Beneficial | Total
No. % No. %
Comply 171 45.5 . 231 73.8 402
Non-corzly 172 50.1 82 26,2 254
Totsal 343 100 313 100 656

2
x° = 45.60, af = 1, P &£ 0.05
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Table 4.13 presents the findings for the respondents
who perceived their sickness moderately scvere and their
leprosy treatment somewhat beneficial. The analysis showed
a sigaificant difference in their compliance to treatment.

The calculated chi-square value of 45.60 was more than
the table chi-square value of 3.84 at the 0.05 level of
significance.

This result therefore rejects this sub-hypothesis
which states that there was no significant difference in
compliance between those who perceived their sickness
moderately severe and those who perceived their treatment
somewhat benefic:ial.

Examination of -table 4.13 clearly shows that those
respondents who perceived of their treatment somewhat bene-
ficial were better compliers 73.8 per cent of those com-
plied. 26.2 per cent of them were non-compliers to treat-
ment. About half of those, 49.9 per cent, who perceived
their sickness moderately severe comply to treatment while
the remaining half 50.1 per cent of them did not comply tb
treatment.

From this table, it can be inferred therefore, that

leprosy patients who perceived their treatment somewhat bene-
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ficial comply to treatmont more than those who percelves

tha dicocase linrierately severe.,

SUB-HYPOTHESIS 9

There will be no significant difference in'‘Complia-ce
tween those who perceived their sickness qnot. severe and

those who perceived the treatment not bené&ficial.

TABLE 4.14

CHI~SQUARE VALUE AND PERCENTAGE DISTRIBUTION
OF THOSE wWHO PERCEIVED THEIR SICKNESS NOT SEVERE
AND TREATMENT NOT BENEFICIAL

! SEVERITY BENEFIT OF TREATMENT
Compliance: Not Severe Not Beneficial wRER
No. % No.
Comply 45 54,9 103 19.0 A
Nen-comply %) | 45.1 440 81.0 £77
Lﬁr Total 82 100 543 100 €25
x*& 50.84, df = 1, P & 0.05
Examination of table 4.14 indicates & significz~t

difference in compliance to treatment between those whc
perceived their sickness not severe and those who perceivad

their treatment not beneficial,
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The calculated chi-square value of 50.84 is more than
the table chi-square value of 3.84 at a significant level
of 0,05; thereby rejccting the the null-hypothesis.

The table showed that of the total number of \respon-
dents who perceived their sickness not to be sévere, 54.9
per cent of them complied to treatment while)45.1 percent
of them did not comply to treatment. Unlike those who per-
ceived their sickness not severe, majority of those who
perceived their treatment not to be beneficial, 81 percent,
of them did not comply to treatment only 19 percent of them
complied to treatment.

This result therefore, showed that there was signifi-
cant difference in compliance to treatment between those
who perceived treir-sickness not severes and those who per-
ceived their leprosy treatmént, not beneficial. Thus,

rejecting this sub-hypothesis.

DISCUSSIONS

Antia and palekar (1982), commenting on the manifold
problems associated with leprosy control observed that every
step towards the control of the disease is complicated by

its social conseguences. They advised that what is more
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importent in devising a programme for leprosy control is
a better understanding and appreciation of the human aspect
of the disecasc,

The findings of this research, focused on the human
aspect of the disease. Specifically, it dealt™wi'th the
patients' perceptions of the seriousness of the disease,
and benefits of treatment as they influenced their complia-
nce to treatment.

The discussions of the findings as presented here
were under the headings:

(a) Perceived severity of sickness

(b) Perceived benefit of treatment

These headings were related to the compliance beha-

viour of the respondents.

ggz;giied Severicy of Sicknesss

The respondents were grouped into three categories of
perceived severity, based on their score on the perceived
severity section of the researéh instrument. The three
categories were very severe, moderately severe and not

severe., These categories were matched against one another
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to highlight each group's compliance behaviour, A matched
sampling ©f this kind is likely to reveal certain concluse
ions which one would expect to be applicable to, any public
leprosy clinic.

Based on the grouping of the respondents into cate-
gories, this study showed that of the total 952 respondents,
more than half 527 or 55 percent of them perceived their
sickness very severe, while 343-or 36 percent of them per-
ceived it moderately severe and 82 or © per cent of them
considered their sickness not severe. The perceptions of
severity was based on the respondent's subjective judge-
ment and not the medical views of severity. Similar studies
that has used the subjective methods of estimating severity
were those of Bonnar (1969), Pragoff (1962) and MacDonald
and associates (1963).

This. subjective method of assessing patient's or
respondents perceptions is appropriate because of the recog-
nition of the various views individuals might have on a
particular problem. What one individual might consider
serious might not be serious to another person; and more-
over, it is each individuals perception that will influence

his behaviour.
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The grouping of the respondents in this study clearly
showed, as reported by Balasubramania and others (1984),
Vyas et. al. (1982) and antia (1977), that because of the
social ostracism, psychosccial constraints and perhaps
public ignorance and misconceptions associated) with leprosy,
majority of the people consider the disease(very severe.

In fact, in many societies, as observed by Ahmed (1584)
the leprosy patient is outwardly rejected and sent out of
the society. As observed in this study, the few respondents
who perceived their sickness not severe or moderately severe
were those who were either in the early stages of the dis-
ease or those who started taking medication early and have
not been deformed by the disease. Ordinarily, one may nct
recognize them as-having the disease.

As stated earlier, one of the purposes of this study
was to investigate whether perceived severity of sickness
has any significant influence_on the leprosy patient's
compliance to treatment.

The bésic assumption as regards the variable of severity
is that the morz severe an illness is perceived, the better

the compliance behaviour. Becker (1974) summarizes this
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assumption by stating that patients' estimates of the
seriocucness vf an illness are consistently predictive of
compliance with the prescribed medical regimen.

On analysis of the results, it was found that there
was & significance difference in compliance.to treatment
between leprosy patients who perceived tHoir sickness to
be very severe and those who perceived it moderately severe.
Those who perceived their sickness to be moderately severe
were better complizrs 4S.9 per cent, while 59.9 per cent of
those who perceived their sickness to be very severe were
non-compliers to treatment.

This resul: was contrary to other studies where Hein-
zelmann (1962) found that both in an absoclute sense, and
when compared with other diseases, the patients perceived
seriousness of rheumatic fever was highly predictive of
compliance with penicillin prophylaxis. ther studies such
as those of Becker and asscciates (1972) and Francis and
others (1967), alsc showed that the more severe a disease
is perceived the higher the rate of compliance to treat-

ment.,
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However, the results of this study for the first sub-
hypothesis was in linc with the findings of Borkowitz et.
al. (1963), wherc thuy reported that pationts with diffi-
cult 1llnesses or severe illness were less compliant.
Similarly, Davis and Eichhorn (1963), found patiunts with
newly diagnosed cardiac disease, which is congidered very
severe, to be less compliant than those with establisﬁed
disease. This, according to the researchers, was probably
due to the fact that those patients, did not know how
serious their problem was.

Elewude's study (1973), came up with a similar result
to the one in this study. He found that the patients with
pulmonary tuberculoisis felt that their sickness was very
severe yet they did not comply to treatment because they
believed that their sickness was caused by some super-—
natural forces and not germs. However, Eke (1973), gave
the reason for non-compliance as being that the girls with
pulmonary tuberculoisis felt that their chances of marriage
would be reduced if people knew they had the disease.

In the case of this study, among the reasons why those
who perceived their sickness of leprosy to be very severe

and yet did not comply, as showed by their responses, were
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that firstly, even though their illness was very severe,
going for treatment will be a waste of time because the
worst has happened to them, i.e. they have been.deformed
already. They believed that even if they gofor treatment,
their lost limbs and other deformitiaes ©an never be restored.
Another explanation is that since most of them have left
their homes because of the stigma attached to their ill-
ness, they have to look for a means of living by begging

in the streets which they believed pays them more than
going to qucue or spend a lot of their time in leprosy
clinics lookirg for drugs. In other words, their trade of
begging for alms was responsible for preventing them from

complying to treatment.

Worst still, is the belief of most of them that, their
illness was not, caused by a germ, but by God and it is only
God who could cure them not any person or medicine; so they
only pray and wait for God to cure them of their illness.

In this study, it was found that there was a signi#i-
can't difference in compliance to treatment between those
who perceived their sickness to be very severe and those '

who perceived it not severe, a chi-square value of 5.50
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with 1 degree of freodom at 0.05 level of significance was
obtainaed. The result sihowed that those who perceived their
sickness not severe wcre better compliers 54.¢ per cent as
against 40.4 per cent for those who perceived thelir sickness
very severe. The explanation for this result is that those
who perceived their illness not severe were mostly those
who had no deformities while some were living in leprosy
clinics.

For those who had no deformities, they believed that

if they comply to treatment, they could avoid being deformed
hence they complied to treatment, while others who were
living permanently in the leprosariam had very easy access
to the treatment so they had no reason not to walk to the
clinic and received their treatment. Another motivating
factor for those-who had no deformities was that since not
many psople in the society knew that they had the disease,
they just quietly went for treatment with the hope that
they could be cured thereby saving them the agony of being
ostracised in the society. As De Sincay (1956) commented,
most studies indicate that leprosy carries stigma, lowcring
of eccnomic and social standards, and rejection by relatives

and friends.
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The findincs of those who perceived thelr siclness
moderately srevcro and not severe showed an insignificant
result (x2 =0.48, df =« 3, P 0.05). These findings may be
partly explained in the light of the explanation, civen by
Becker (1974), that in the case of leprosy patients, a
diagnosis of illness has been made, and the patient is
experiencing symptoms. So, the presence of physical sym-
ptoms probably exerts an elevating effect on perceived
severity, motivating the patient to comply, at least during
the early stages of treatment. However, in the later
stage of treatment, as in the case of leprosy where treat-
ment is for a long period, as reported by Arnold et. al.
(1970), Latiolais and Berry (1969) and Reibel (1969),
patisnts may not be compliant with the prescribed regimen
either because they felt better or were bored with the
medication. - This explanation adequately fits those respon-
dents who perczived their sickness moderately severe.
Majority of th=m felt thay were getting better hsnce they
relaxed in going for regular treatment; while scre, who

' foar that government may put them into leprosy rzhabilita-
tion camps, thercby prewenting them from street begging
said their sicknoess was modernt.ly severe. Th-s. patients

don*t go for treatment in leprosy clinics.
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The pattern that emcrges from this study with the
variable of perceives scverity, agreed with the report of
Stimson (1¢74) that in most studies, the majority of the
results (22 out of 25 findings) indicated that the.percen-
tage defaulting is 30 percent or mcre. AS shown in this
study, the percentage for non-compliance of those whc per-
ceived their sickness very severe was 59.6 per cent,
moderately severe 50.1 per cent and.not severe 45.1 per-

cent. This showed that for all th¢é three categories cof

severity, the non-compliance rate was high.

Perceived Benefit of Trcatment

Like the variable of perceived severity of sickness,
the respondents were also grouped into three categories of
perceived benefit of treatment based on their score on the
perceived beneiit of treatment section of the research
instruments ~Th: three categories were those who perczived
the benefit of leprosy treatment very beneficial, somawhat
beneficial and not heneficial. These categories were also
matched against one another to highlight their compliant

behaviour.
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This result showed that more than half the number of
the total respoinents perceived leprosy treatment not bene-
ficial 543 of them or 57 psr cent. While 313 or 33 percent
perceived treatment somewhat beneficial and 96\ or-10 per-
cent of the respondents perceived treatment very beneficial.

The general belief is that most people will comply to
treatment if they have faith or belief that the treatment
will be of benefit to them. Many studies conducted on
preventive health behaviour have shown very high associa-
tion between perceived benefit and compliance to treatment
(Tash et. al. 1969, Haefner and associates 1967 and
Antonovsky and Kats 1970).

In this study; it was found that there was a signifi-
cant differencs between those who perceived their treat-
ment very béneficial and those who perceived it somewhat
Tcmeéiciall  The chi-square value of 11,06 at 0.05 level
of significance was found. Most of those who perceived
treatment very beaeficial (90.6 percent)} complied while
73.8 percent o7 those who perceived it somewhat beneficial

complied. This resuli is in agreement with the studies of
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calnan and Moss (1984), Elling (31960) and Heinzelmann
(1962) where very high positive association was found bet-
ween the belief in the officacy of drugs and compliance
to medical regimen,

The diffcerences found in the compliance béhaviour
were partly due to the fact that some of the, respondents
complained of inadequatc supply of drugsdat, the clinics.
On the whole, the compliance rates for.those who per-
ceived their treatment very beneficial and somewhat bene-
ficial were relatively high, thereby supporting the
assumption that the higher the perception of efficacy of
treatment, the higher the compliance rates.

As shown in this study, there was a significant
difference in compliancc between:

(1) Those who perceived treatment very beneficial

and those who perceived it not beneficial and

(2) .Setween those who perceived it somewhat bencfi-

cial and not beneficial.
For those who percecived treatﬁent not beneficial 81 percent

of them were non-compliers. This study also showed that
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out of the total 952 respondents for the study, more than
half the number 543 cor 57 percent of them perceived treat-
ment not beneficial.

Their responses showed that for most of them; they
have faith in other sources of treatment more-than the
modern treatment, and of course only 2 percent of the total
responcents believed that their disease was due to a germ.
So, if they believed that the cause.of their sickness was
some supernatural powers, then. they will have faith in
some sort of mysteriocus healing which will prevent them
from going to clinics. In fact, the concept of causative
agent determines where one goes to seek treatment and the
belief he will have on the benefit of treatment.

This study ‘ggreed with the findings of Gilkes (1970)
and Clements. (1970) in thzir study of primitive concepts
of diseases in which they identified causes of disease
given by the pecple as sorcery, breach of taboo, spirit
intrusior and the spirit of the dead. Since the respon-
dents of this study also held similar beliefs on these

c~unng of disease, it was not therefore, supprising that
most of tnem did not comply to treatment. Makindé (1984),

observed that tihc efficiency of traditional medicine is
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not disputed in Africans, and that about 85 percent of
Africans go for traditional medicine. So, it could be
inferred from the resuis of this study that the traditional
medicine exerts a lot o©f influence on the compliant.beha-
viour of the respondents. The higher the perception of

benefit of treatment is, the higher the compliance rate.

perceived Severity of Sickness with Perfceivel
Benefit of Trestment

Among the purposes of this study was to investigate
whother it was the perceived severity of sickness or perceived

benefit of treatment that affects compliance to treatment
more significantly. Tha results of this study showed that
when the three categorizs of perceived severity was com-
pared to the three catesgories of perceived benefit of treat-
ment, for all theé thres matchings, there were significance
difference 4in the congliance behaviour of the respondents.

In ‘the case of those who perceived their sickness very
severe, their compliance rate was 40.4 percent as against
the 90.6 percert rate for these whose percelved treatment

very beneficial, This result showed that the association
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between compliance and benefit of treatment is greater than
that of severity of sickness and compliance.

similarly, the comparison between those who perceived
sickness moderately severe and those who percéived treatment
somewhat beneficial showed that those whO.perceived treat-
ment somewhat bencficial were better compliers than those
who perceived their sickness moderately severe. Finally,
the comparison between those who perceived sickness not
severe and treatment not beneficial showed that those who
perceived sicvness not severe were better compliers - 54.9
percent as against 19 parcent for those who perceived treat-
ment npt beneficial,

The findings of this study was generally in line with
most complianc: studies as shown in the studies of Davis
and Yin Yern (1¢81), Tare (1975), Becker and associates
(1972) and Bergman and Werner (1963).

Even though a lot of studies indicated that compliance

rates were very low, like the studies of Arnhold and asso-

ciates (1970), Francis and others (1969) and Glanze and
others (1984), £t1is study showed high compliance rates for |

those who perc:ived thoir treatment very beneficial (90.6

percent), and scmewhat beneficial (73.8 percent).



CHAFTER FIVE

SUMMARY , CONCLUSION AND RECOMMENDATIONS

SUMMARY

This study was designed to investigate whether per-
celved severity of sickness and perceived benEfit of treat-
ment of leprosy patients in Sokoto State, ‘have any signi-
ficant influence on their compliance_ to treatment.

The samples for this study were drawn from three out
of the five administrative divisions in Sockoto State. The
three divisions chosen were Argungu, Sokoto and Zuru. The
main research tool was the interview and the sampling method
used to gather data was the area or clustered sampling
method.

Chi-square and percentages were the main statistical
tool used for aralysing the findings of this study,

The findings were classified into two perceived
sections as contained in the research hypothesis which
were based on nine sub-sections. The two sections were the
perceived severity of sickness and perceived benefit of

treatment. The sub-sections were:

165
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{8) very severe and moderately severe responses;

(b) very severc and not severe responses;

(c) moderately severe and not severely;

(d) very beneficial and somewhat benéficial

sections;

(e) very bensficial and not beneficialj

(f) somewhat beneficial and ‘not beneficial;

(g) very severe and very beneficial sections;

(h) moderately severe and somewhat beneficial and

(i) not severe and not beneficial.

The findings were however discussed under the two
areas of the health belief model investigated, namely:
perceived severity of sickness and perceived benefit of
treatment as ‘they related to the health behaviour (complia-
nce to treatment) of the respondents.

In brief, out of the nine sub-hypothesis outlined for
the study eight of them were rejected and only one was
upheld. The only one upheld was : sub-hypothesis three,
for those who perceived their sickness moderately severe

and not severe, the chi-square value of 0.48 at 0.05 level
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of sicnificance was ouvtalned as acainst tne table value of 3.Y4,
In ecsence, tne main nypothesis which held that percienved

severiLy of sickness and perceived benerit of treatment of

leprosy patients in Sokoto State would ..ot “:ve any slonifi-
cant influence on their compliance tu treat==nt wag wgong &and
thus rejectedes: Only ong out of ndqs of th: subgygoiacis
WS Up heldc,

Trhe implication of the acceptance wf Y reelor hypotheels

is that percieved sev erity of sickness ‘anc perceived penetit
of treatment of leprosy patients in Sokotc State play a very
significant role in influencing their compliance behaviour
or nealth pehaviour, Tnis deduction was further confirmed
when the response obtzined in respect of tne three categories
of perceived severity and-the three categories ot perceived
benetit of treatment were separately condgidsred. In fact, the
result of this stuady showed that out of the six cirrerent
perceptions catégories, only 2 or 33.,3% of them could be
considered-as having nigh compliance rate i.e. YU.6% and 73.8%
for those-whc perceived treatment very wvensiicial and mocerately
benericaal respectively (see Taples 4,7, 4.8,449,4470)
remaining iour categories tne.non—uomgliance rate ranges trom

45.1 percent tc as nhich as 81 percent,
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The result obtained actually showed that for the per-
ceived severity of sicknecss, the higher the level ¢f seve-

rity, the lower the compliance rate, whercas, in thc case

of perceived benefit of treatment, the higher the-perception

the higher the compliance rate. In fact, looking at the
interactive effects of perceived severity of sickness and
perceived benefit of treatment; the result showed that
those who perceived trcatment very beneficial compliec to
treatment more than those who perceived the disease very
severe. Similarly, those who perceived trecatment somewhat
beneficial were better compliers than those who percsived
the disease moicrately severe. However, those who parcei-
ved the disease not.severe were better complier than those

who perceived treatment not beneficial.

CONCLUSICN

The findings in this study showed that eight out o
the nine sub-hypothesis showed consistent trend, rejscting
the null sub-hypothesis stated in chapter one.

This impli=s that the different leQel of severity of
the sickness and perceived benefit of treatment of ezzh

respondent had influence their compliance to treatment.
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The findings in this study thus, lod to the following
conclusions: Firstly, that even though majority of the
respondents perceived thoir sickness to be very severe,
nevertheless, their compliance rate was very lowd Those
who perceived their sickness not severe were the fewest,
but they were better compliers than thoss Who perceived
their sickness very severe and moderately severe.

The trend showed hcre was that-in the case of leprosy
patients, although thay mostly perceived leprosy a very
severe disease, they did not comply to trecatment. The
result is that the disease will keep on spreading, those
who had the di:ease will become deformed thereby increas-
ing the number of béggars on the strects,

The number of leprosy patients who perceived their
treatment very beneficial was low but their compliance
rate was really vary high. Similarly, respondents who
perceived treatmant somewhat beneficial were high compliers
to treatment and they formed about one-third of the total
respondents.

More than half of the respondent perceived treatment

not beneficial which mecant that they did not have faith in
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the drugs given and othcr helps rendered, honce the non-
compliance rate of this group of respondents was very high.
The result showed that those who perceived leprdsy. to be
very severe, moxderatoely severe, not severe and _trecatment
not beneficial were all low compliers to _trE€ftment; while
those who perceived treatment very beneficial and somewhat
beneficial were high compliers to treatment.

The findings of this study therefore, support the
findings of Gabrielson (1967)s. Elling (1960) and Heinzel=
mann (1962), that perceptions of benefits of treatment is
related to pationts compliance to treatment, that respon-
dents with greater perceived benefits of treatment will
have greater compliance rates. On the perceived severity
or seriousness( 2f sickness, the findings of this study con-
tradict or doi not agree with the findings of Tash et. al.
{1869), -shuval (1970) and Kegeles (1963), who found positive
relationship betwsen perceived seriousness and compliance
to treatment. However, the findings of Berkowitz et. al.
(1963), David and Eichhorn (1963), and Elewude (1973) agrees

with the findings of this study that the higher thz per-
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ceived seriousness or scverity of 2. sickness the lower
the compliance rate. Thus, it cc.l: be concluded from the
findings of this study, that the c.rception of benéfits of
treatment by the leprosy patients ccsitively influence

their compliant behaviour better then their perception of

severity of sickness.

ECONMMENDATIONS

Studies of paticnts "compliarmze' with treatment or
doctors' instructions have generally used an ideal image
of the patier.: as a passive, obediIznt and unquestioning
recipient of mdical instructions. Divergence from this
ideal -~ "defaulting" or “non-comgliznce" - is seen as
irrational in the 1light of medical rationality. The blame
for default is seen as lying with =Z-me patient. However,
in the case of leprosy patients, =-< social stigma attached
to the diseasec is so great that t-= society greatly influe-
nces the-patients compliance behzwlcur. The leprosy patient,

at least in th: early stage, hide =is sickness for fear of

being ostracis:i from the society.
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In view of this, this study is strongly recommending
a wide and effective public enlightenment especially in
the rural areas on the various aspects of leprosy.“ This
type of public enlightenment will enable the (general public
know that leprosy is a disease like any othér disease,
which is not caused as a result of punishmsient for some evil
deeds, and that it is not as contagesous as people think
but rather, it is curable. This will help to reduce the
amount of social stigma attached to the disease and enhance
patients comgliance.

One implication from the findings of this study is that
the more the parients perceived their sickness to be very
severe, the les: they comply to treatment. The result
would be poor compliance rate, and treatment failure.

Based on this impiication, both the governmznt, and health
workers should :ndeavour to make patients believe that
leprosy is not = very severe or serious disease. In fact,
as Browne (1983) puts it, leprosy doesn't kill, it only
cripples the victim %f treatment is delayed. If the
patients are convinced that leprosy is not a very severe
disease, that k:ills and that it could be cured, they will

readily comply to treatment.
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To alleviate tne anxiety of the ieprosy patient anc to
sive him ciniidence in himself, it is essential to teach him
the correct religious and szientific informazion about leprosye
Tnis entails the involvement of the religious leacers| as well
as adegustely trained nealth and social workers. A multidi-
sciplineary approash would meke education more acceptable to the
communities and of more pbenefit to tne contrdl-activities,
especlally treatment. Tuiis is more important pecause as shown
in this study, many of the respondents believed that thei sick-
ness was caused by Gode.

Government shoulc practice or start the "integrated system"
in the management of leprosy in-patients. Tnhis however, should
be at the stage when the diseases has been bunt out, that is
when it no longer intectious, This means the admission of
leprosy patients together with non-leprosy ones, without any
difrerences in the type of medical care and services rendered,
and involving<{multi-departmental assistance it needed. The aim
cf this sujgestion is to support the idea that leprosy patients
are no lenger to pe segregated and should ve treated together
with other non-leprosy patients. In this case, continuous course
and inrormation about leprosy to the personnels involved would

be very wvenericial,
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The fact that out of the 952 respondents in this study
only 16 or 2 percent of them believed their illness was
caused by a backeria infection, makes the undcerstanding of
the patients explanatery model very vital to treatment

compliance, and enhance better under-
standing and co-operation between the paticnts and medical
practitioners.

Medical anthropolocical studies have shown that con-
flicts between patient and practitioner explanatory models
can lead to problems such as poor compliance and dissatis-
faction with treatment. In view of this, this study strongly
recommends that medical practitioners should endeavour to
understand, as much-as possible, the paticnts explanatory
models. Among the models were the herbalists, practitioners
of traditional medicines and spirit doctors. Knowing these
patient's explanatory models, will enable the medical
practitioner devise a means through which he could make
patients comply or accept the western type of medical treat-
ment.

Another recommendation given by this study is that

since many respondents have no faith in the efficacy of
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treatment; both government and private oraganisations under-
taking the various measures of health .cntrol, should liase

with the mass media, most ecpecially the eletronic media i.e,
Radio and Television to cevelop programpes aimed at educating
tne public on the efticiency of leprosy treatmentd ) Programmes
should pe devised where theocse leprosy patients. whC have had
treatment and have peen declared cured could)appear on the
television to personally tell tne publicegbout their experiences
and the wenetits they derived trom trégtment. Tnese types of
programmes when adeguately hanaled; will enhance compliance to
treatment and reduce social stigma attached to the disease.
Exforts should pbe made towaras the training of leprosy mecdical
persounel. The nursing and medical schools should indetiiy
their teaching on speciric aspects of leprosy treatment, control
social aspects and .rehabilitation. Tnis is very essential

to cnange the attitude of some of the medical personnel who
have apathy vowards the disease. Some of these medical

persocunel ‘still seem to believe in the
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traditional concepts of lcprosy - that is, it is an ostra-
cized diseasel

Since leprosy is a curable diseass and @eformities
could be prevented, government should lay‘less emphasis
on the segregation or putting the paticnts in camps. The
idea that the patients are going to'be forced into camps
make the patients avoid going for treatment or even admit
at the early stages that they have the disease. Efforts
should be geared towards adequate rehabilitation of patients.

Different trades/professions should be

taught to them. Also, since treatment is usually over a
long period, patients should be allowed tc be taking treat-
ment ag outpatients. Those with lepromataus or contageous
type of leprosy should be admitted into the hospitals until

their condition has improved.

RECOMMENDATIONS FOR FURTHER RESEARCH

The following research titles are recommended for
further studies:
(1) Influence of Demographic Variables on Compliance of

Leprosy Paticnts to Treatment in Nigeria.
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(2) Causative Factors for Treatment DropGuts in a
Leprosy Clinic.

(3) social Aspects of Leprosy Control with Special

Reference to Rehabilitationin Nigeria.
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Impart of

INTZRVIEW QUESTIONS

purccived severity of Sickness and Benelit

of Treatment on Compliance of Leprosy Paticnts i

Sokoto State.

SECTION A
Sex 1 Male 2. Pemdle N
Age i) Less than 20 years
ii) 2i-30 years
iii) 31-40 years
iv) 41-50 years

v) .Above 50 years

Religion
i) zslam
ii)\ Christianity
iii’Y Traditional
iv) Others
i) Specify
Ethnic Origin
i) Hausa
ii) Fulani
iii) Dakarkari
iv) Gungawa
v) Others
ii) Sspecify



S Marital Status
1) single
ii) Msarrild
iji) pivorcud
iv) widow
Specify scesscscesioalneBocsccscsnne
B, Educationgl Level
i) No formal education
ii) Primary School educatien
iii) Secondary School.education
iv) Post-Secondary education
s Which of these describe the family from which you come?
i) Hcad of houselold had formal education

ii) Head of household did not attend any formal
school

iii) Brothsars, sisters and other close relatives
reczdved formal education

iv) . Nobody is educated in my family

8. wWhat is the occupation of Head of your household?
i) Farmer
ii) Trader
iii) Teacher
iv) Civil Servant
v) Islamic Mallam
vi) Others

d) SpeCify ©® ©e 0008080000000 0000 SeL



11,

12.
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Which ¢f these doscribe the ycarly income of the head
of your houschold?

i) 2.low ¥1,000.00

i3) ®1,000.00 - #3,000.00

i) Less than 1 ycar
ii) 1 - 3 years
iii) 4 - 6 years
iv) 7 - 9 years

v) More than 9 years

How did you get to know that you have lcprosy?

i) Through frieénds

ii) Through parents or relatives
iii) Through medical examination

iv) Self discovery

v) Othsrs

a) SpeCify ccococeecocecosceoco0eso0

what do you think is/are the causes of Leprosy?
i) =zating goat meat
ii) Evil spirit (witch)
iii) Hereditary
iv) 3acterial (Germ)
v) Funishment from God
vi) 3athing with hot water after delivery
vii) Others

(a) SPECify e ceoceeo0toss0eo0BRssCOO00ORRODC

- ——— L —_ - —. p—

——

—

R .

T
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SECTION B

L3
SEVERITY
SehA. = stronaly oor.o.od Bt AI.N.S. D.a.|S.D.
e - \\_1."_\_:"-
NiSe. - Not Surc l ’ |
DeAe - Disagre H : | l
SeDe - Strongly Disagreed | i i ! 2
! !
’ }
~ < 2 ! J z ' '
. Leprosy is a very serious disease ! ! 4 §.!
2. Leprosy patients are not respected 4? !
in the societys o e
3. Leprosy makes one to locose pres—
tige in the society.
4. Leprosy prevents ong from'doing
his normal work. __ il
5. A Leprosy patient can't be gain-

fully employed.

Leprosy isolates_onez from the
society.

S

7. « Leprosy patient cannot marry in
the communitys g
8. Leprosy iSy¢&™source of worry for
the patdent’ throughout life time.
9. Thereware other discaszs that are
more, Serious than lcprosys
10. A‘Leprosy patient can not achieve
apything in life.
11, Deformities csused by leprosy is

not the worst thing that can
happen to someonc.

e §




S-(I.u e :)t
Jie = ng
NeS« = NO
Derne = Di

Sel. = ST

Leprosy can be treated

o e N
|

ohe

BENEFIT PE

TREATMINT

A

NeS.

D.;’-.

S.DI

-

Drugs can treat leprosy !

Use of drugs can improve one's
condition.

B

Use of drugs should be regular,

iR
!
1

.

S

3 T A

Prolonged treatment with the drug
is boring.

- - .

Traditional medicine is the best
treatment for lsprosy.

DQEepry S

Traditional.redicin_. is faster in
treating leprosy than thz hospital
treatment.

- —

Treatmaiit/can change the status of
leprosy patient in th: society.

——— e .-

Early trzatment of leprosy is more
benef icial than dclayed treatment.

10.

e P

Irregular treatment leads to treat-
ment failure.

———
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SECTICON D

COMELIANCE

ot
'1
o
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L Do you your disease? i)  Yes

ii) No

2e Where do you normally go for treatment?

i) Leprosy Clinic
1i) General Hospital
iii) Private Clinic
iv) Traditional medicine man
V) Spiritual treatment

a) JIslamic
b) Christian

vi) Others
a) spC‘Cify cecoses0s00ec00
3. How. often do you ¢co there “>r treatment?

i) '-‘\’ee)(ly
ii) Monthly
iii) Every 3 months

iv) Every 6 months
v) Yearly :
vi) Can't remember
vii) Rarely



4, when last were you

i)
ii)
$4d)
iv)
V)
vi)
vii)
viii)
5. When next is your
i)
ii)
iii)
iv)
v)
vi)
vii)
viii)
6. Do you plan to go?
i)
ii)
$ii)

in the clinic

This week

Last week

Last month

Lzst 3 months
Last 6 months
Last year

More than_l vear

Can't remember
appointment in the clinic?

This week

Next week

Next month

In 3 months time
In 6 months time
Next year

Can't remember
None

Yes
No
pon't know

7. If No or Don't know why?

i)
ii)
iii)
iv)
v)

Financial reasons
Iransport

Distance

No improvement in sickness

Boring
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AFPENDIX D

HAUSA VERSION

INTERVIEW QUESTIONS
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APPENDIX 'D*

TAHAKARDAR NEMAN BAYANI

Alfanun shan maganin kuturta da kuma illolin kuturta
idan ta tsanante dangane da yadda kutaren jihar Sakkwato
suka dauki shan magani.

Zana wannan alama 'X' cikin akwatin/da ta fi dacewa
da amsarka. Duk irin amsar da ka/kika/'ba da, da ita za

mu vi aiki, kuma mu dauke ta tamkar asiri,

KASHI NA FARKO A

1. Jinsi Mace Namiji
2. Shekarun haifuwa
{1)  kasa ga ashirin
(2) Daga 21-30
(3) Daga 31-40
(4) Daga 41-50
(5) Sama da hamsin
3. Addini
(1) Musulunci
(2) Kirista
(3) Addinin gargajiya

(4) wani addinin na dabam
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S.

Kabila (1) Hausa

(2) Fulani

(2) Dakarkari

Akwal asure?

4\

(1} Akwai (2)—~Babu

Mizzanin ilmin boko

Daga

(1) Ban sami ilmin makaranta ba
(2) Na sami ilmin.elementare
(3) Na sami ilmin sakandare

(4) Na sami ilmin gaba da sakandare

cikin bayanan da ke kasa wanne ne ya fi dacewa

wajen bayyana ilmin iyalinka/ki?

(1)
(2)
(3)
(4)

Mene
(1)
(2)
(3)
(4)

Mai gidanmu ya sami yin ilmin zamani

Mai gidamnmu bai sami yin ilmin zamani ba

Kainai da yannai sun sami yin ilmin zamani

Ba .wanda ya sami yin ilmin zamani cikin iyalinmu

ne-sanaar mai gidanku?
Noma

Kasuwanci

Aikin gwamnati

Sandarsa ba ta cikin ukun nan

Kimanin kudin shiga ga maigidanmu, ga shekare

(1)
(2)
(3)

bai kai ¥1,000.00 ba
tsakanin #%1,000.00 ne zuwa ®#3,000.00
ya haura sama da &3,000.00
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Tun yaushe ka/kika lura da cewa ka/kin kamu da

211

ciwon kuturce?

(1)
(2)
(3)
(4)
(5)

Ta yaya ka/kika gano ka/kin _kamu da ciwon kuturta?

(1)
(2)
(3)
(4)
(5)

Ba a shekara ba

Kamar shekare 1, 2 zuwa 3
Tsakani shekare hudu-shidda
Tsakeni shekare 7 - 9

Yau an ti shekare 9

Ta wajen abokail

Ta wajen iyaye da dangi
A asibiti

Ni na gane hakan da kaina

Ga jama'a ne na ji

Me ka/ki ke zaton ke kawo kuturta?

(1)
(2)
(3)
(4)
(s)
té)

Cin neman akuya

Iskoki

Gadon ake yi

Kwayoyin cuta

Horon Ubangiji ne ga mai laifi

wani dalili na dabam
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1. ce ainun
2y a mutumte
3. Cuter kuturte takan sz mutum ye
rasa girma mawar da jama'a kan vi 1§
".C';’ !
4. Cutar kuturta takai tauye mutum
Gaga yin ayyukansa na yau da
bullum,
S. Mai cutar kuturtz ba yakan ‘samu
aibin yi ba,
6. Kuturtz takan yi wa mutum katanga
da sauran jama'a.
7. Mai cutar kuturta ba yakan sami
matar cure ba.
8. Cutar kuturta abin bakin cibi de
bacin rai ne /har iyakar tsawon
rayuwar mutim.
9. Akwal cututlUkan da suka fi na
kvturtadmual .
10. Mai cdtar kuturta ba zai iya takara
komai ba a rayuwarsa,
11, 1Illolin cutar kuturta, ba 8o ne
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1. Xuturtas na megantuwa
2. Magznin asibiti na warkar da kuturtis
3. Macenin asipiti na iya tsayar da
habzkar nakasar jiki ta kuturta
4. Ya kamata shan maganin asibitil, ya
zamo ba szbawa
S. 1In ana shan maganin dukisai yayin
da aka ga dama, ba a dace’'da warkewz
6. Tsawaita shan magani guda, yakan
ginshil rayuwa da tunanin mutum
(mai shan maganin)
7. Ba wani maganin kuturtz da ya fi
maganin gargajiya
8. Shan magani yana farfado ingancin mai
kuturta .awcikin alumma.
9. Shanmaganin kuturte da wuri ya fi
alfanu bisa ga shan sa bayan wuri ya
Kure.
10. FRashin shan magani a kar-akal na sa

rashin warbew daga cutar.
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Si»SHE NA HUDU  'D!

1. Ki/Kea kan sha magani damin ciwon ki/ka?

(1) I (2) A'a

2. Galibi ina ka/ki ke zuwa karbar magani®

;N

(%) Asibitin kutare

(2) Babbar asikbiti

(3) Asibitin kudi

(4) Ga (boka) mai gaganigargajiya
3. Daga yaushe zuwa yaushe ka/ki kan tafi can don karbar

magani?

(1) Mako-mako

(2) Shekara - shekara

(3) Wata uku=uku

{4) Wwata shida-shida

(5) Shekara-shekara

(6) ~Duk lckacin da aka bukatan

(7)» ~Ban taba zuwa ba

(8) Can be a rasa ba

4. Yanshe marabinki/ka da zuwa asibitin kutare?

(1) wannan makon
(2) Makon jiya

(3) Watan jiya

(4) ‘'ata shida baya
(S) Bara

(6) «»n fi shekara
(7) Ban iya tunawa
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5., Yaushe aka ce ka/ki koma asibiti?

(1) Msko mai zuwa
(2) wWatan co
(3) wata shida nan gaka
(4) Badi

(5) BRan iya tunawa

r
o
)

(6) Ko daya

6. Ka/ki na da niyyar zuwa asibitin
(1) I (2) A‘a

7. In ba ka/ki da niyyar, me ya sa?
(1) Matsalar kudi
(2) #bin hawa zuwa esibiti
(3) Nisa

(4) Maganin bai karbe ni ba
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