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ABSTRACT

Background: Despite considerable progress, maternal and child mortality persists and
continues to affect many low-income countries, to the extent that the Millennium
Development Goals (MDG) 4 and 5 will not be reached. This calls for a broader range
of information that will enhance the understanding of the different dimensions of
healthcare-seeking. This must be grounded in people’s social reality, not least among
remote, rural populations.

Aim: The overall aim is to contribute new knowledge on household healthcare-seeking
processes, and coping strategies during maternal and child illness, in the context of Lao
PDR.

Methods: The data originates from two main studies. The first one took place in
Xekong and Savannakhet provinces (Articles I-111) and explored how healthcare-
seeking takes place and the rationales behind those processes during child illness,
pregnancy and childbirth. In each of six rural communities, focus group discussions
(FGDs) and in-depth semi-structured interviews were conducted with mothers and
fathers to children under five; pregnant women and grandmothers; and a variety of
healthcare providers. The second study took place in the provinces of Phongsaly,
Vientiane and Attapeu and aimed to describe households’ experiences of shocks when
facing drought, pest infestation, divorce and disease (article IV). In 11 communities,
FGDs and in-depth semi-structured interviews were conducted. Interviews with
households that had experienced serious maternal and child illness were analyzed for
sources of vulnerability, coping strategies and shock consequences. Transcripts of the
data collected were analyzed and guided by interpretive description.

Results: Several households had experienced serious health shocks. High costs
(medical and non-medical), limited possibilities to rapidly mobilize cash and long
distances to health facilities were barriers for seeking healthcare (IV). Only in
communities with poor access to healthcare facilities had the death of children - after
only consulting traditional healers — occurred (I). In healthcare-seeking processes,
delays were observed at household level due to either difficulty in assessing the severity
of illness symptoms or to disagreements between spouses and between parents and
grandparents (I). During important situations such as the first trimester of pregnancy
and childbirth, grandmothers were considered important sources of advice for young
women. Their status was in part based on the impressive changes they had themselves
experienced in childbirth practices (111). The risks of dying outside the community had
influenced women to seek local healthcare providers (1), as had their lack of knowledge
about the expectations and social norms of health facilities (II).

Conclusions: Sources of vulnerability are many, including the inability to mobilize
cash to pay for healthcare despite severe illness; and the spending of savings and selling
assets, which nevertheless would not always result in the recovery of the family
member. Understanding if, how and when healthcare-seeking is initiated, stopped or
continued is important in reaching out to groups in areas that are poorly served or not
yet using healthcare services. This is one of many challenges in achieving MDG 4 and
5.

Key words: vulnerability, MDG 4 and 5, delay, rural remote, healthcare-seeking,
health shock, access, Lao PDR
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1 BACKGROUND

1.1 THE GLOBAL BURDEN OF MATERNAL AND CHILD MORTALITY

Maternal and child mortality is still high despite considerable progress in the past
decades. Maternal conditions are the second leading cause of death among women aged
15-44 years old in low-income countries after HIV and AIDS (WHO 2009). The largest
threat of maternal death occurs during labor, birth and the 24 hours after birth
(Ronsmans and Graham 2006). Post-partum hemorrhage is the leading cause of
pregnancy-related death after sepsis, hypertensive disorder, anemia and obstructed
labor (Khan, et al. 2006). The other major complications are infections after childbirth,
high blood pressure during pregnancy and unsafe abortion (WHO 2012c). Maternal
conditions also lead to severe disability among women every year.

Maternal health is an important determinant of child survival (Cousens, et al. 2011).
More children die when their mothers die, in particular if the mother dies during the
first 28 days after delivery (Ronsmans, et al. 2010). The first 28 days of life are
precarious and about 43 percent of children younger than five die in this neonatal
period (WHO 2012a) (see Figure 1).

Figure 1 Causes of deaths among children under 5 years, 2011
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The four main causes of death of children under five were in 2011 pneumonia,
prematurity, birth asphyxia and birth trauma and diarrheal diseases (WHO 2012a).



In spite of these staggering numbers, the world has seen progress. In 1990 about 12
million children under five died compared to 6.9 million in 2011 (UNICEF 2012). In
1990 543 000 maternal deaths were reported compared to an estimated 287 000
maternal deaths in 2010 (WHO 2012d).

1.2 MILLENNIUM DEVELOPMENT GOALS 4 AND 5

The Millennium Development Goals (MDG) offer a historical opportunity to devote
more attention to the global health issues of poverty and disease. It has been 13 years
since the countries of the world committed to the MDGs. The MDGs targets and
indicators span a twenty-five year period from 1990 to 2015. With two years left before
the targets set for 2015 should be evaluated there is concern about some of the targets
that will not be met (United Nations 2012). The eight MDGs address poverty in light of
income poverty, hunger and disease; they aim to promote gender equality, universal
education, work and sustainable development (United Nations 2000). During the global
assessments on progress in 2010 it was concluded that MDG 4 (to reduce child
mortality) and MDG 5 (to improve maternal health) are in need of efforts to accelerate
progress (United Nations 2010). The child mortality rate in low-income countries fell
from 99 deaths per 1,000 live births in 1990 to 72 in 2008 (United Nations 2010). To
reach the target of a two-thirds reduction the mortality rate should be as low as 33
deaths per 1,000 births in 2015. It was furthermore concluded that the rate of
improvement was uneven among and within countries (United Nations 2010). Progress
in reducing maternal death has been much slower and even if the absolute numbers
have decreased the number of deaths per 100,000 live births has declined marginally. In
1990 the maternal mortality was 480 deaths per 100,000 live births and in 2005 it had
decreased to 450 (United Nations 2010). It is now obvious that the target of 120 deaths
per 100,000 live births by 2015 will not be reached.

Those poor results have intensified debate on how further improvements can be
achieved. There is strong emphasis on policy, practice and research efforts to improve
the type and range of evidence-based interventions that can reduce these mortalities
(Bhutta, et al. 2008; Bhutta, et al. 2010; Darmstadt, et al. 2005). Scaling up evidence-
based interventions that work for maternal and child undernutrition and survival, e.g.
promotion of breastfeeding, hand washing and zinc supplementation, from situational,
specific settings to multiple low-income countries is emphasized (Bhutta, et al. 2008).
There are other discussions oriented towards equity in child and maternal health, which
has prompted the question of whether “more of the same is enough?” to improve the
survival rates of poor children and women (Obrist, et al. 2007; Victora, et al. 2003).
More knowledge on poverty and equity issues, to understand how to reach out, is
needed as well as implementation of the approaches that are already available (Barros,
et al. 2012; Victora, et al. 2003).

The social aspects of pregnancy loss, maternal and child illness and death are areas that
have also been identified as essential to improve knowledge on improved survival of
children and women (D'Ambruoso, et al. 2010; Storeng, et al. 2008; Van der Sijpt
2010). “Joining up thinking” was a call for improving knowledge on loss in
childbearing in resource-poor settings (de Kok, et al. 2010). This was stimulated also



by the fact that research papers were relatively few on stillbirths, infertility, maternal
death as compared to the number of publications on HIV or family planning (de Kok, et
al. 2010). Discussions on how knowledge can be improved have also included the very
access to mortality statistics as well as the kind of factors that are included in the
analysis (Waiswa, et al. 2012).

Finally, the discussions on facility- and/or community-based service delivery
mechanisms have become more prominent (Barros, et al. 2012; Gilmore and McAuliffe
2013). Community-based or community-led interventions have shown success in
improving maternal and child health (Prost, et al. 2013). Community-based
interventions on maternal and child health were found to reach out in more egalitarian
ways than those made available from health facilities (Barros, et al. 2012).

The need to collect a broader range of information that allows for an understanding of
different dimensions of health-seeking and healthcare provision has also been
emphasized in a recent methodological reader on health policy and systems research
(WHO 2012b). The document claims that although essential, health service research is
not enough to improve the knowledge on health improvement (WHO 2012b).
Understanding the social and political reality of the targeted populations is key to
capturing the needs and dealing with the complexities in access to health services
(Awiti Ujiji 2011; Pharris-Ciurej 2011; Waiswa 2010). How people experience and
understand different types of interventions or policies is considered important
information as is the data on whether a policy or intervention is (cost)-effective (WHO
2012b). It is therefore essential to improve knowledge on people’s healthcare-seeking
practices in their social reality. This is particularly true for the poor and marginalized
populations who the interventions deployed to deal with the MDG 4 and 5 have largely
failed to reach (Thomsen, et al. 2013).

1.3 UNDERSTANDING ACCESS TO CARE: A FRAMEWORK

To improve access to healthcare for poor people, it has been suggested that innovative
and community-based approaches are needed as they have the potential to better align
healthcare services with the needs, expectations and resources of the targeted
population (Obrist, et al. 2007). A framework for analysis and action of access to
healthcare in resource-poor countries has been proposed by Obrist and colleagues
(Obrist, et al. 2007) and it is used in this thesis to contextualize the knowledge sought —
and gained — on healthcare-seeking processes. The Health Access Livelihood
Framework links three approaches to the study of healthcare access: health-seeking,
health services and livelihoods (Obrist, et al. 2007) (Figure 2).



Figure 2 The Access Framework

- POLICIES, INSTITUTIONS,

| ORGANIZATIONS AND PROCESSES

!

: HEALTH CARE SERVICES

(i Health facilities, private practice,

: drug shops, traditional healers and others

! A HEALTH

: A UTILIZATION |  STATUS

&

1 ACCESS PATIENT
QUALITY

: A A OF CARE SATISFACTION

: A EQUITY:

I [ lliness recognized and treatment seeking initiated ] :

| 1 E

I LIVELIHOOD ASSETS :

| 4 Physical Capital i

:- Social Capital @ Human Capital [rmmmmmmmmm e !

: Natural Capital Financial Capital

! i

I->| VULNERABILITY CONTEXT © ACCESS Project 30 March 2007

Source: (Obrist, et al. 2007)

The framework is anchored in people’s recognition of illness and the subsequent
initiation of seeking treatment. Once the decision to seek care is made, the five
dimensions of access: availability, accessibility, affordability, adequacy and
acceptability are important. The extent to which access is successful depends in turn on
a) the healthcare services and the policies and institutions that govern them; and b) the
livelihood assets that people have or can mobilize. The framework also includes the
vulnerability context in which people live which influences their exposure to shocks
such as floods, drought, policy changes, unemployment or disease.

The dynamic aspects of the framework are furthermore that, once people have
improved access to care and healthcare is utilized, then in order to have impact on the
health status of people, the care has to be of quality. Health status, equity or patient
satisfaction can in turn feed back into the livelihood assets such as improved human
capital (knowledge, perceptions and education).

In terms of the link between access to care and the vulnerability context, it should be
clarified that vulnerability has two dimensions (Chambers 1989). The term
vulnerability has been coined to describe situations where households face risks and
their ability to cope with various types of shocks when they materialize, including but
not limited to health-related ones (Holzman and Jorgensen 2001; Kozel, et al. 2008;
Schroeder and Arnason 2009; Schroeder and Gefenas 2009). From among the
numerous health-related shocks, adverse events with negative consequences (Chambers
1989), maternal and child mortality and morbidity is one that deserves closer attention.



1.4 THEORETICAL FOUNDATIONS

The object of study in this thesis is situated in the interface between anthropology and
public health. Two premises and assumptions on which the analyses were based on are
briefly outlined below. The first relates to the researcher lens through which social
phenomenon such as healthcare-seeking are investigated. The second premise indicates
more specifically how healthcare is understood as a product of interactions among
social groups of users and providers.

Cultural relativism: Within the field of medical anthropology the basic premise is
cultural relativism, which represents the idea that there can be different realities upon
which people understand and explain the world (Hahn R.A and Inhorn M. C 2009;
WHO 2012b). Such different perspectives on reality are not a priori ordered in a
hierarchical manner (Good 1990). The data transcripts in this thesis are produced under
the premise that people’s wisdom and experiences are rational within their own context.
It does not imply however that the cultural meaning attached to illness episodes or other
misfortunes are coherent and homogenous among all members. But it means that the
researcher approaches the illness narratives and experiences of illness from the
perspective of patients and of health providers with a similar worthiness and integrity
(Hahn R.A and Inhorn M. C 2009). What also follows from the premise of cultural
relativism is that communities are not assumed to be “empty vessels” without relevant
knowledge in health or other domains.

Social and cultural interaction in healthcare: A second basic premise is that healthcare
and public health interventions entail a process of social and cultural interaction (Hahn
R.A and Inhorn M. C 2009). The development of the notion of medical pluralism,
which emphasizes the co-existence of different healing traditions within the same
society, fostered the idea that health systems, including their users, providers and the
transactions of pharmaceuticals and diagnosis, can be analyzed as social systems that
have meanings attached to them (Van der Geest and Whyte 1988; Whyte, et al. 2002).
The main idea is thus that different healing traditions, including a public health system,
encompass values and rules of behavior. This is similar to the ways in which it is
possible to analyze how users of healthcare are approaching illness and healing with
meanings that only to some extent are shared with other community members. As such,
healthcare provision and healthcare utilization are social and relational practices that
are embedded in a social context (Kleinman 1989).

These two premises will be reflected throughout the thesis in the ways in which user
and provider experiences are presented and analyzed.

1.5 INTRODUCTION TO LAO PDR

The country where the studies are conducted is Lao PDR (or Laos). Laos is one of the
poorest East Asian countries. It is landlocked, mainly rural and is linguistically and
ethnically diverse. The population was estimated at 6.5 million in 2012 with a high
proportion of young people (Government of Lao PDR and the United Nations 2013).
At the national level 71 percent of the Lao population was engaged in agriculture in



2007 (World Bank 2010b). The national poverty rate has declined steadily and Laos is
on track to achieve the poverty target of halving the proportion of people whose income
is less than one dollar a day (Government of Lao PDR and the United Nations 2013).
However, there are large topographic, demographic and socioeconomic diversities.
Poverty is concentrated in remote rural areas in the northern and southern parts, in the
uplands and among ethnic minorities (Messerli P, et al. 2008). The poverty rate in rural
areas is almost twice as high as in urban areas (Government of Lao PDR and the United
Nations 2013). Administratively there are 16 provinces plus the capital city of
Vientiane, which includes a total of 145 districts in the country.

There are 49 ethnic groups officially recognized by the Government of Laos (Lao
National Front for Construction 2005), which, in turn, from an anthropological
perspective, can be divided into around 230 ethno-linguistic groups (Lao Women's
Union and GRID 2005). The groups belong to one of four main linguistic families:
Lao-Tai (68 percent of total); Mon-Khmer (22 percent); Hmong-lu Mien (7 percent);
and Chine-Tibet (3 percent) (Government of Lao PDR and the United Nations 2013;
Lao National Front for Construction 2005). The ethnic Lao-Tai generally practice
Buddhism while the majority of the non-Lao ethnic groups adhere to traditional
religious practices - even though there are variations in the local expressions and many
of the religious practices show some degree of syncretism (Baird and Shoemaker
2008). The ethnic groups are also diversified in terms of livelihood and this ranges
from hunting and gathering, different forms of swidden cultivation in the upland areas,
to wet-rice farming in the lowlands. The Lao-Tai groups live traditionally in lowland
areas, which are easier to access than the traditional habitat of minority groups residing
in the upland or mountainous areas.

The family is important as a nuclear family, extended family and as members of
kinship networks in neighboring Thailand but is also relevant in Laos (Lundberg and
Thrakul 2013). The Buddhist Lao-Tai-groups practice a matrilocal or bilocal residence
pattern after marriage (Lao Women's Union and GRID 2005). Some of the sub-groups
of the Lao-Tai have matrilinearity tendencies and practice inheritance from mother to
daughter (Chazée 2002). The other three main linguistic families consisting of 41
ethnic groups have in general a patrilineal kinship system (even though the lineage is
not applied in some groups) and most groups use a patrilocal residence pattern (Chazée
2002). However, this is a simplification with some groups having a three-year
matrilocal residence after marriage after which the newly married couple moves to the
compound of the husband.

1.5.1 The health system

The public health system is organized in four levels: central, provincial, district and
village. The transition from a state-dominated health system into an increasingly mixed
market accelerated in the early 1990s when private clinics and pharmacies were rapidly
established in urban areas (Syhakhang, et al. 2004b; Syhakhang 2002). Mobile drug
vendors from Lao PDR or from neighboring countries have been reported since the
1960s while spiritual practitioners (diviners among animistic groups and fortune-tellers
among Buddhist groups) and herbal practitioners have been considered an integral part
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of the way of life of the different ethnic groups since the beginning of these
communities (Tambiah 1970). Private pharmacies and clinics represent the most recent
types of providers (Syhakhang 2002). Little is known about the scope or quality of
informal providers but studies on licensed and unlicensed pharmacies indicate that
there is considerable room for improvement in not only staff knowledge but also drug
quality (Sihavong, et al. 2011; Stenson, et al. 2001; Syhakhang, et al. 2004a). The
National Health Strategy emphasizes a better distribution of the health infrastructure,
better performance of health workers and facilities in order to increase utilization rates
(Ministry of Health 2009).

The concepts of public/private health institutions and biomedical/traditional medicines
are often used when describing a health system (Leach, et al. 2008). These distinctions
are useful analytically but should be conceptualized on a continuum which allows for
overlaps. This is especially true in Laos where both biomedical and herbal medicines
are recognized as important ways of decreasing the burden of disease and traditional
medicine is an integrated part of the Lao National Drug Policy (Syhakhang 2002).

Lao PDR has experienced rapid economic progress during the past decades but the
speed of social progress has not kept pace (Government of Lao PDR and the United
Nations 2013). Healthcare-seeking is complex in Lao PDR due in part to the
mountainous and highland areas that are difficult to access and in light of the cultural
and religious diversity.

Utilization rates of preventive and curative maternal and child interventions are
relatively low and unevenly distributed (Ministry of Health and Lao Statistics Bureau
2012). The utilization rates of maternal and reproductive health service indicators
indicate a positive trend but at a low level (Ministry of Health and Lao Statistics
Bureau 2012; National Statistics Center 2005). In 2010-2011 in the urban areas almost
80 percent of women were assisted by skilled health personnel during their live birth in
the preceding two years, in comparison with 33 percent of women living in rural areas
with road and 12 percent of women in rural areas without road (Ministry of Health and
Lao Statistics Bureau 2012). In rural areas women are assisted by relatives, friends or
others e.g. 46 percent in areas with road and 64 percent without road (Ministry of
Health and Lao Statistics Bureau 2012). TBAs assist in about 16 percent of rural
deliveries and about 4 percent of deliveries in rural areas are done without assistance
from anybody (Ministry of Health and Lao Statistics Bureau 2012). In terms of
antenatal care, around 80 percent of pregnant women do not have any antenatal care
with a skilled attendant in rural areas without road (Ministry of Health and Lao
Statistics Bureau 2012).

Immunization during the first year of life is one of the key interventions to reduce child
mortality. Of children aged 12-23 months, 34 percent had received all the
recommended vaccinations before they turned one year old (Ministry of Health and
Lao Statistics Bureau 2012). This is a 14 percent increase since the last measurement in
2006 but the coverage is still at a low level. There are large differences observed in
coverage rate between provinces. The lowest coverage was found in the Northern
province of Phongsaly and the central province of Savannakhet (Ministry of Health and
Lao Statistics Bureau 2012). The nutritional status of children is precarious. Almost
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half of children (44 percent) are moderately stunted (too short for their age) and 19
percent are severely stunted (Ministry of Health and Lao Statistics Bureau 2012).

1.5.2 Progress on MDG 4 and 5

The Government has developed a “2010 Framework™ to accelerate progress towards
the MDGs and within six priority areas, maternal and child health is one (Government
of Lao PDR 2010). More specifically the renewed efforts should: improve maternal and
child health by strengthening community involvement; reduce financial barriers for the
poor; improve the quality of services; improve the nutrition of women and children and
reduce mother-to-child transmission of HIV.

There is good progress on MDG 4. The under-five mortality has been reduced from
170 (per 1,000 live births) in 1993 to 79 in 2011 (Ministry of Health and Lao
Statistics Bureau 2012). The target for 2015 on MDG 4 is 70. Despite this
improvement Laos ranks amongst the countries in the region with the highest
mortality rates (Government of Lao PDR and the United Nations 2013). One of the
trends that has been noted is that the better-off and urban families are progressing
faster than the poor population. Achieving further reductions in child mortality is
therefore seen to require reaching the poorer populations and the population living in
remote areas (Government of Lao PDR and the United Nations 2013).

The progress on maternal mortality is not on track (Government of Lao PDR and the
United Nations 2013). For every 1,000 children born alive, four women die during
pregnancy, delivery or within two months of childbirth. The maternal mortality has
decreased from 796 (per 100,000 live births) in 1995 to 357 in 2009 (Government of
Lao PDR and the United Nations 2013). The target for 2015 is 260.
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2 AIM AND RESEARCH QUESTIONS

The thesis aims to enhance the knowledge on those processes in the household that
influence healthcare-seeking practices and of coping strategies during maternal and
child illness.

The following research questions are addressed:

e What are the processes that shape household healthcare-seeking during fatal
illness episodes or reproductive health emergencies? (Article I)

e How do people relate to the healthcare options available to them when
maternal and child health is threatened and when care can be provided by a
variety of medical alternatives?

What are the uncertainties that come into play during healthcare-seeking?
(Article 1)

e What are the influences of grandmothers in improving the pregnancy and
childbirth practices of young women? (Article I11)

e What are the sources of vulnerability for households suffering a maternal and
child health shock?

How do households cope with maternal and health shocks? (Article 1V)
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3 METHODS

A reproduction of the Health Access Livelihood framework (Obrist, et al. 2007) is
presented below (Figure 3) in which the areas of contributions of this thesis are marked
in color. These marked areas indicate the main focus of each of the four articles while
still acknowledging the importance of linking access to care to vulnerability contexts.

Figure 3 Thesis areas of investigation in relation to the Health Access Livelihood
framework
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The four articles forming the thesis are based on two studies conducted in Lao PDR,
both conceptualized within activities of The World Bank. Decisions on design and data
collection methods were made with the aim to improve knowledge on utilization of
health and social protection services and to achieve this in collaboration with the
Government of Lao. The “What health workers and patients want study” provides the
data analysed in Articles I, 1l and Ill and the “Lao vulnerability study” is the data
source for Article IV. In the thesis parts of this material are revisited.

3.1 OVERVIEW OF STUDY DESIGN

An overview of the specific research questions and data sources as they are presented in
Articles I-1V is presented in Table 1. The area of study in Article I relates to including a
broad scope of factors for understanding healthcare-seeking behavior which, it is
suggested, inform the extent of caregivers’ access to and utilization of health services.
The area of study in Article Il, relates to caregivers’ uncertainties when seeking
healthcare and directs the attention to the pluralism of health providers and how
decisions to seek care with one or more of them is influenced by the five dimensions of
access. In Article IlI, the focus is within the household and how grandmothers
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influence young women during pregnancy and childbirth. This area of study is
presented in order to help us understand in more detail how illness is recognized and
treatment is initiated. The area of study in Article IV is an examination of maternal and
child ill-health as health shocks, and moves the focus to the livelihood aspects and
vulnerability contexts in order to understand how access to healthcare can be analyzed.

Table 1. Summary of research questions and data sources

Area of study Research question Article  Original study
Data sources
Broadening the What are the processes that I “What health workers and
scope for shape household patients want” study
understanding healthcare-seeking during
healthcare-seeking fatal illness episodes or In-depth semi-structured
behaviors reproductive health interviews with caregivers
emergencies?
Uncertainties in How does healthcare- Il “What health workers and
healthcare-seeking seeking during maternal and patients want” study
behavior child iliness develop in the
context of multiple treatment Semi-structured
alternatives? interviews and/or FGD
with community health
What are the uncertainties workers, traditional birth
that come into play in this attendants, drug vendors,
process? traditional healers,

nurses, medical doctors.
FGDs with parents to
young children.

In-depth semi-structured
interviews with caregivers

The role of What are grandmothers’ 1l “What health workers and
grandmothers in influences in improving patients want” study
maternal and child pregnancy and childbirth
health practices of women in poor FGDs with grandmothers,
unreached rural areas? pregnant women and
mothers to children under
five
Maternal and child ill-  What are the sources of v “Lao vulnerability study”
health in a health vulnerability for households
shock perspective suffering maternal and child FGDs with men and
health shocks? women
How do households cope In-depth semi-structured
with a maternal and child interviews with household
health shock? members experiencing a

health shock
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3.2 OPERATIONAL DEFINITIONS

Before presenting the material and data collection methods in more detail, the
operational definitions of key concepts are presented below.

Vulnerability: to face a significant probability of incurring an identifiable harm while
substantially lacking ability and/or means to protect oneself (Kozel, et al. 2008).

Risk: the potential fluctuations in the circumstances of a household which affect its
income and/or welfare. In particular, risk refers to states of the world that an individual
or household faces, coupled with the likelihood that each of these states will occur
(Holzman and Jorgensen 2001; Kozel, et al. 2008).

Shock: the occurrence of different states of the world. This is an adverse event with
negative and unwanted consequences e.g. earthquake, flooding, harvest failure,
unemployment, disease, injury, or death of a household member (Holzman and
Jorgensen 2001; Kozel, et al. 2008).

Health shock: an adverse event with unwanted consequences related to illness, injury
and death.

Preventive strategy: to address the underlying sources of risk by decreasing the
probability that adverse states of the world will occur e.g. immunization programs to
prevent health shocks; public policy on food safety (Kozel, et al. 2008).

Mitigation strategy: to alter the outcome experienced by a household in a given state
of the world. This is also used prior to a shock e.g. joining a savings group, keeping
money at home for emergency; diversifying crops or using crops that are less sensitive
to drought and health insurance (Kozel, et al. 2008).

Coping strategy: to relieve the impact of a shock once it has occurred. The most
common coping strategies are reducing consumption, selling assets, seeking help from
friends and family, borrowing, working longer hours, and relying on support from
government programs (Kozel, et al. 2008).

Household: a domestic group living in the same house and usually eating together. The
household is the primary unit in everyday production and consumption and also
exercises control over family property (Keesing 1981).

Process: a series of actions and events bringing about a result.

Uncertainty: a dynamic state, in which an individual experiences a feeling of being
unable to calculate the probability of different outcomes. It prompts a discomforting
sensation that may be affected by cognitive, emotive, or behavioral reactions, or by the
passage of time and changes in the perception of circumstances (Penrod 2001).
Uncertainty is a characteristic of the experience of illness and the process of dealing
with it (Whyte 1997).
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Healthcare-seeking: to seek care (advice, drugs, consultation) during illness from
persons who provide care including community health workers, traditional and/or
trained birth attendants, drug vendors, pharmacists, nurses and medical doctors at
health facilities and/or in their homes (Obrist, et al. 2007).

3.3 STUDY SETTING

The “What health workers and patients want study” (HWPW study) was conducted in
rural communities in one district, in each of the two provinces of Xekong and
Savannakhet (see map). Those provinces were targeted by the Health Service
Improvement Project implemented by the Ministry of Health (World Bank 2005).
They are located in the southern and central part of the country and both are
predominantly rural (Messerli P, et al. 2008). The two districts have a population of
26,000 and 29,000 respectively and the population is ethnically diverse with minority
groups such as Talieng, Lave, Alak, Makong and Oy in addition to the Buddhist
majority group of Lao ethnic. There is only one district hospital in each district and we
have therefore chosen not to name the districts.

Map of Lao PDR

= ¢ / HOUAPHAN
; /LOUANGPHABANG,

NANGKOUANG

What health workers and
patients want study?
Lao vulnerability study

The “Lao vulnerability study” (LVS) was implemented in three provinces: Vientiane,
Phongsaly and Attapeu. Vientiane Province is the peri-urban and rural areas
surrounding the capital. The province does not include Vientiane Capital City. Attapeu
Province is located in the south-eastern corner of the country and borders Cambodia
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and Vietnam. Phongsaly Province borders China and Vietnam in the North. Those three
provinces are also predominantly rural. The study was implemented in three districts in
Attapeu Province (Sanamxay, Sanxay and Samakhixay); in four districts in Phongsaly
(Phongsaly, Samphanh, Nhot Ou, and Khoua); and in two districts in Vientiane
Province (Hadxaifong and Xaythany).

3.4 SAMPLES
Table 2 Study samples

Type of participants FGD (number) Interviews

What health workers and patients want study
Village Health Volunteer 6(43) )
Traditional Birth Attendant
Drug vendor ) /
Traditional healer ) 11
Nurse 8(29) )
Medical doctor 6
Mother to child under five 6(46) )
Father to child under five 6(36) )
Pregnant 6(25) )
Grandmother 6(38) -
Caregiver 30
Village Authority 6
Lao vulnerability study
Men and women in 11 communities 22(M87/W86) -
Households experienced a shock . 77
Of which:

Households experienced a maternal 18

and child health shock
Village Authority 11
Total 60(390) 148

In the HWPW-study (Articles I, Il and Ill) the two districts were selected on the

grounds that they had a functioning district hospital and some provision of private
treatment from drug vendors or private doctors and nurses. Within each district, three
rural communities were purposely selected to represent two communities with “good
access” (less than two hours walk) to a health center and one with “poor access” (more
than four hours walk). Ethnic diversity was also a sampling criterion and apart from
Lao ethnics there were participants from the minority groups of Talieng, Alak, Oy,
Lave and Makong (Lao National Front for Construction 2005). The nearest health
centers to each of these six communities were selected and represented an equal mix of
health centers with high and low outreach programs (measured in high and low
immunization rates).
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The additional selection of health providers and community members was based on a
systematic purposive sampling strategy (Green and Thorogood 2009). The sample
consisted of the following health providers in each community: the Village Health
Volunteer (VHV), Traditional Birth Attendant (TBA), one traditional healer and one
drug vendor (Article Il). In addition the sample also included: currently pregnant
women (14 to about 30 years old) (Article I11); grandmothers (40 to about 60 years old)
and living with a grandchild under five years of age (Article I11); and households that
had experienced a fatal or severe illness episode within the last 24 months in children
under five or in mothers (Articles I and Il). These participants were identified through
interviews with the Village Authorities (VA) which is the community level of
administrative governance, and through two gender-separate FGDs with mothers and
fathers (20-35 years old) with children under five who lived in different clusters in the
communities. Clusters are most often based on kinship (lineage) and/or on the time
period during which a group of households has been settled in the community. A
household is a domestic group that is the primary unit in everyday production and
consumption. The composition varies within and between communities. The nuclear
family is the core of the household and close relatives may cohabit (Chazée 2002). In
poor villages married children may stay in their parent’s house until they are able to
build their own house in the same cluster of the community.

In the LVS (Article 1V) the sample was selected within a household survey
implemented in 30 randomly selected communities (Wagstaff and Lindelow 2013). Of
these 30 communities, eleven were purposely selected to represent diversity in
geographic location, livelihood, ethnic groupings and access to formal health and social
protection programs. In addition to Lao-Tai groups of Lao, Phutai, Tai Lue and Tai
Yang, there were participants from the Mon-Khmer group (Khmou, Talieng, Oy) and
the Chine-Tibet group (Lolo and Lolopho). In each community, an interview with the
VA was one of the preparatory tasks to identify households. In each community, seven
households were purposely selected to represent the typical adverse events, referred to
in this study as shocks (Holzman and Jorgensen 2001), which had been experienced in
the community during the previous 12 months.

3.5 DATA COLLECTIONS

The team composition in both original studies was multi-disciplinary and included the
disciplines of health economy, anthropology, medicine and members with experience
of implementation of rural development programs and social marketing research in
Laos. This mix strengthened the study design, and resulted in a comprehensive pilot
testing process before both studies were fielded. Skills in the Lao languages were
essential for the data collection process and all three moderators were fluent in Lao and
at least one more ethnic language. However, interpreters were used in about five remote
communities in particular in interviews and FGDs with women.

Data were gathered through in-depth semi-structured interviews, Focus Group

Discussions (FGDs) and occasional observations. The data were mainly collected in
Lao language by Lao moderators and interviewers with experience in research in rural

19



and poor settings. In both studies, two moderators, each with one note taker, were
working together in each community. One moderator and one note taker participated in
both studies. In a few rural remote villages, the interviews with ethnic minority women
were conducted in the local language with the help of local interpreters that were
identified in the field. Interviews and FGDs were recorded and supplemented with
handwritten notes by the moderator and note takers. Condensed transcripts (which
excluded transcription of non-substantial clarifications between moderator and
participants) were produced in English by the moderators and note takers. One of the
moderators is also co-author of the four articles (BK).

The interviews were characterized by pre-determined topics and questions even though
the sequence was flexible depending on the interviewee; the questions were to a high
extent open-ended; specific probes were applied; the interviews were relatively lengthy
(between one and two hours); they were pre-arranged during the same day or the day
before the interview; and were conducted at the house of the interviewee or for health
providers at their work place. Topic guides were prepared for the specific types of
FGDs and interviews in each of the two studies.

For the LVS, topic guides were produced for the FGDs with community members and
these covered six topics: community history; event calendar and identification of
households influenced by shocks; community risk sharing mechanisms and other
coping strategies; perceived access to and use of programs and organizations; notions
of prevention and mitigation strategies and community concerns. The topic guide for
the household was organized in five parts covering: introduction to the household;
experienced shocks; actions taken and perceived impact of experienced shocks; risk-
sharing and prevention and gender differences.

In the HWPW-study topic guides were also developed for the different participants
(medical doctors, nurses, village health worker/traditional birth attendant, drug vendor,
traditional healer, mothers and fathers with children under five, pregnant women,
grandmothers and households that had experienced a fatal or severe illness episode).
The following topics were included for community members and caregivers: mapping
of health providers; quality of services; pregnancy and birth related preferences;
services during pregnancy and delivery; healthcare-seeking behavior during illness in
the household/community. The guides used in data collection with health providers
included their reasons for becoming the respective health provider, services provided,
preferences in location, type of clients and client expectations.

Interviews: In the HWPW-study, the in-depth semi-structured interviews with
households who had lost a child or wife and in the LVS with households suffering a
health shock (Article 1V) were implemented with a weight on an open-ended illness
narrative approach (Article 1) (Kleinman 1989). Allowing the caregivers to speak at
length or in detail on the aspects of the illness episode they were comfortable with in
addition to probing on specifics according to a question and topic guide, characterized
these interviews. The semi-structured interviews conducted with health providers
(Article 1) contained a mix of close-ended and open-ended questions. This format was
chosen to adjust to the time constraints of health providers, to collect as much
information as possible during only one interview and to collect comparable data
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among the two interviewer teams. The mix of participants in the study was based on
assumptions that there could be different understandings of the conditions creating
maternal and child ill-health.

Focus Group Discussions: FGDs were used in both studies for several purposes.
FGDs are generally effective in producing considerable amounts of information within
a short time frame. In both studies they were used in the beginning of the fieldwork in
each community to identify sampled participants from their respective cluster in the
community e.g. pregnant women, households that had experienced health shocks.
Secondly, the FGDs provided information about community norms on safety nets
(Article V) and health provider preferences (Article 11). By acknowledging the
knowledge of FGD participants the FGD became a vehicle for sharing and revisiting
some of their stories and views on illness in the community. The FGDs were
particularly effective in capturing grandmothers’ experiences on pregnancy and
childbirth over time. In contrast, the FGDs with currently pregnant women faced some
of the typical difficulties of a FGD which involves sharing information on sensitive
topics (Thorne 2008), something which risks during pregnancy was considered as.

Observations in connection with the interviews and during the pilots: Observations
of the surrounding in the communities or the occasional questions or purchase of drugs
during ongoing interviews with health providers, offered limited, but important
complementary information about the everyday interactions between patients and local
health providers (community health workers and drug vendors). Even though these
observations were limited in scope, they provided access to information of a more
naturalistic type than the interview transcripts and their accounts of the world (Ellen
1984; Green and Thorogood 2009). The pilot testing in rural areas also provided
opportunities to get some impressions about the kind of interactions taking place
between patients and providers for the team members who did not participate during
the subsequent field work.

3.6 DATA ANALYSIS

Interpretive description was used to guide the analysis given its non-prescriptive, yet,
systematic approach. The method provided space for the descriptive data themselves,
which fitted the data transcripts at hand well (Thorne 2008). The transcripts were
discussed between two of the authors (HMA and BK) and with the other moderators
and note takers in each study initially after the transcripts were produced. Thereafter,
clarifications on specific sections of the transcripts, on alternative interpretations of
statements from participants were given in writing and during conversations on a needs
basis.

The interpretation of the transcripts in both studies was conducted through thematic
coding which stayed close to the statements of the participants by one of the research
team members (HMA). All produced data was of a relatively explorative nature due to
the limited available studies on the research topics and because a strong theorized
relationship about concepts related to vulnerability in illness in the Lao context was not
developed at the beginning of the study. For this reason the sorting and organization of
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the data was achieved through using inclusive codes. The broad-based codes were in
the next phase compared within the same interview after which it was attempted to
create contrasts within the various transcripts e.g. between fatal illness episodes in
communities with low and good access to healthcare (Article 1) or between destitute
and better off households suffering a health shock (Article 1V). Through multiple
readings of the transcripts it was later possible to apply different conceptual
frameworks on the transcripts (three delay framework in Article I; ideas on uncertainty
and medical pluralism in Article 11; generational perspectives on healthcare utilization
in Article 111; and vulnerability and risk management framework in Article 1V).

The data consisting of the interview and FGDs texts were manually coded in Articles I,
Il and 111 while we used the qualitative software program Nvivol0 in Article IV. The
software program made it easier to keep a comprehensive amount of data easily
accessible for comparison during the analysis process.

The FGD material has been used to understand participants’ perceptions on different
aspects of healthcare-seeking. Participants’ individual stories on child illness, visits to
the hospital or other providers and stories on childbirth prompted other group members
to recall their experiences (Green and Thorogood 2009). Even though the focus of a
FGD is not an individual experience, they feed into the discussions of the group. The
extent to which the group shared views on a particular topic was followed up in
subsequent discussions. Throughout the thesis quotes from FGDs and interviews are
presented. They were selected to exemplify two notions: i) views and experiences that
were agreed on to a high extent; and ii) to illustrate diversity in experiences or views on
specific health-seeking practices. Details in all cases and quotes have been changed to
protect the privacy of participants.

3.7 ETHICAL CONSIDERATIONS

The HWPW-study was carried out after receiving approval from the National Ethics
Committee for Health Research, Ministry of Health in Laos (N:017/NECHR dated
13/2/2009). Official and in-person information was provided to local authorities at the
provincial, district and community level before data collections were initiated in each
location. Prior to each interview or participation in a FGD each participant was asked
for verbal consent and were informed that participation was voluntary, that they were
free to withdraw at any time and that their identity would maintain confidential. Only in
the FGDs with pregnant women did a few of the identified women decline to
participate. Interviews and FGDs with health personnel employed by the Ministry of
Health were conducted in conjunction with the health facilities, mainly outside under a
tree to assure privacy. The FGDs were composed of staff at the same level in the
organization (e.g. no head nurse in FGDs with nurses) to increase the participation of
younger or newly hired staff without concerns for reprimands after the session.

The LVS was planned and implemented following standard procedures of the
collaboration between the World Bank and the Government of Lao PDR, which did not
include a permit issued by an ethical committee within Rural Development and Poverty
Reduction. Within the World Bank the study proposal was approved through a
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standard internal approval process. In Lao PDR, the study proposal was discussed and
agreed with its counterpart, the National Committee for Rural Development and
Poverty Reduction. During this process the objectives, methods and implementation
procedures were agreed. Ethical conduct with regard to verbal consent was discussed as
were other general rules of conduct regarding information to the provincial and district
authorities during the field work, the fieldwork team composition assuring language
skills and experience in remote rural areas. During the data collection, interviewees and
participants in FGDs were informed that their participation was voluntary, that they
could stop the interview or not answer questions in the FGDs as they deemed
appropriate, and that the data would maintain confidential.
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4 RESULTS

4.1 SHAPING RESPONSES TO FATAL ILLNESS

When applying the “three-delays” framework (Thaddeus 1994) on 26 fatal illness
episodes, frequent constraints in deciding, reaching and receiving healthcare were
identified (Article ). The identified factors that contributed to delays 1, 2 and 3 indicate
the broad and diverse types of constraints in healthcare-seeking that were reported by
caregivers (Table 3).

Table 3 Factors contributing to delays

Type of delay Contributing factors Number of
deaths
Delay 1 e Lack of agreement in the household about 20

seeking care and which provider to consult
e Concerns related to high medical costs

o Difficulties in defining when an illness
transitioned into a severe illness in need of
immediate care

e Discomfort of poor, illiterate parents of not
knowing the expectations and social
norms on patient and caregiver behavior at
public health facilities

in making a decision
to seek care

Delay 2 o Difficulties in carrying the sick child or 14
mother to the provider

e Fear of leaving the community while sick
and fear of dying outside the community

in reaching the
health facility

Delay 3 e Upon arrival to health facility: lack of health 14
worker on site, lack of capacity and
equipment to treat severe illness

_ e Lack of recommendation from the health
upon arrival facility to seek better services at a referral
hospital

in receiving care at a
health facility

The factors included both immediate and broader social and cultural characteristics of
seeking healthcare in addition to households’ assessment of the medical needs of the
sick family member. Among the immediate factors were well-known constraints related
to the accessibility of services including problems of affordability due to out-of-pocket
fees. Lack of a common language between caregiver/patient and health workers at
health centers or hospitals was a limitation that affected the acceptability of the
services.

Two broader issues were identified as part of the delays in deciding to seek care. First,
complexities in decision-making processes within the household as the illness episode
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progressed, were revealed as causing delays. Out of the 20 cases of death during which
delays in making a decision to seek care was identified (Table 3) about half mentioned
lack of agreement as to what action to take among decision makers. Lack of agreement
was reported between spouses but also across generations between the parents and
grandparents of the sick child. Mothers described how they in pragmatic ways coped
with different preferences in the household:

When my parents prefer to do a traditional treatment | will not
intervene. To avoid quarreling | agree with them first. If the treatment
does not work they accept and let me go to consult with a doctor [ID 3].

Another young mother exemplifies her economic dependency on relatives when
seeking care for her child:

Everything depends on the decisions made by my parents because they
are responsible for all expenses. | never disagree with my mother.
During the illness of my son they agreed with me to take my child to the
hospital; my husband’s parents however did not [ID 2].

Second, a lack of alignment between user and provider expectations on behavior was
identified. Poor households reported that they did not feel as welcome at health centers
and hospitals as they did when seeking care with traditional healers or drug vendors. As
a result they were reluctant to ask the doctor or nurse any questions during consultation
or admission, for clarifications on treatment schemes, the reasons for the current status
of the patient or even to seek care in health facilities in the first place.

The immediate but also the broader issues expanded the type of factors included when
applying the “three-delays” framework. It is suggested that these identified issues add
to the knowledge of why these children and mothers did not survive.

4.2 UNCERTAINTY IN HEALTHCARE-SEEKING

Among the many different types of healthcare providers identified in the communities,
there was a strong preference of consulting local providers as a first response to illness
e.g. community workers (VHVs and TBAs), traditional healers (herbal and spiritual)
and drug vendors (Article 11). There was some overlap between providers e.g. nurses
providing services after hours in the community or VHVs expanding the number of
drugs and services in addition to the essential drugs they were trained to provide. Local
providers were considered the most stable by community members (men and women),
in the sense that they had experience of being available when there was a need and
were permanently based in the communities. In comparison, health providers from the
health centers and drug vendors were known to be a far less constant factor: non-
residential nurses were not on duty during the week-end, or after a while they were
relocated to other facilities and the replacement staff was not necessarily perceived as
similarly qualified as the nurse who had left or there were at times vacancies with no
staff at the health center.
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It was in particular when the child had not recovered after seeking local providers that
uncertainty became an issue. We identified four interrelated situations in which
ambiguity about the next steps influenced the healthcare-seeking behaviors:

e when selecting the right provider mainly outside the community;
e when spending savings on treatments;

e when trying to find the real cause of the illness;

e when assessing the likelihood of recovery of the child.

In seeking providers outside the community, there were concerns about getting
treatment and being understood, in particular for non-Lao speaking groups. This
concern was confirmed by providers as exemplified by two nurses at a rural health
center:

Nurse 1: Non-Lao speaking patients are very nervous when they are at
the hospital. It may be because they are afraid to talk to the doctor and
they may be afraid that nurses and doctors will get angry if they don’t
understand what the doctor says.

Nurse 2: | am from an ethnic minority and | can speak my minority
language. | think it is quite important that nurses have the same
background as the patient because the patients will talk to you in more
detail about their symptoms; moreover, we understand each other in
terms of culture and customs. [Female nurses in rural remote
community]

Fathers to children under five clarified in a FGD that one of their most difficult tasks
during a child’s illness was to “find the right provider”. Seeking multiple providers in
and out of the community was perceived as a way to maximize the chances of the child
recovering. Uncertainty about choosing the right provider influenced how long they
would allow the child or mother to stay in hospital and how long caretakers would let
their child continue taking the same medicines without improvement.

Matching the provider’s perceived diagnostic skills with the progress of the child was
continuously considered, e.g. when treatments with biomedicine were not resulting in
the child’s recovery, frequently the spiritual causes were sought instead of or in
addition to medicine.

Hospital fees were expected to be high, which resulted in caregivers avoiding seeking
care in the first place, or leaving prematurely. The lack of predictability in the total cost
of treatments created concerns. Related to caregivers’ attempt to seek providers that
could identify the cause of illness, the caregivers had initially high hopes and
expectations of recovery, which was not always achieved. Some of the drug vendors
addressed the uncertainties of seeking care at a hospital by explaining that drugs can
take time to fully work, and that there can be multiple ways of treating a patient
effectively.
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4.3 GRANDMOTHERS’ INFLUENCES ON HEALTH PRACTICES

Pregnant and non-pregnant women described grandmothers to be important sources of
advice during the first trimester of pregnancy, if complications arose during the
pregnancy, and during childbirth (Article II1). Additional sources of support were
VHVs and TBAs, who lived in the communities and were well known by women.
Shyness of pregnant women towards non-residential health staff working in unfamiliar
locations, such as the district hospital, was a significant issue for pregnant women,
which was a constraint for seeking antenatal care, in particular with male nurses.
Attendance and attitudes to antenatal care differed between the communities, with the
four communities with good access to a health center reporting more benefits from
seeking the services than the two communities with weak access.

Maternal and paternal grandmothers revealed multiple child loss during their own
reproductive life. Partly as a response to these experiences, the location of childbirth
had been moved from the forest to the home or to birth huts in the family compound for
some of the ethnic minority grandmothers. One grandmother shares her experience:

“I delivered three of my children in the forest and the rest of them [six
children] I delivered at home. | delivered in the forest because | was shy
of my parents-in-law and siblings. But for the rest of my children |
delivered at home because it was in the night, | had no time to go to the
forest, and also because two of my babies died 2-3 hours after delivery as
there was nobody to help and it was difficult for me to deliver. Therefore,
for the rest of my deliveries, my husband did not allow me to go to the
forest, but I was allowed to deliver in the kitchen.” [45-year-old
grandmother, 3 children, 4 grandchildren, Alak ethnic group]

Over the lifetime of grandmothers from the Lao ethnic groups, more people had
become involved in the home deliveries such as traditional or trained birth attendants.
Forest deliveries were not reported among the young women participating in the FGDs.
Home deliveries were talked about as the standard location if no complications had
occurred during pregnancy or delivery. One woman gives a typical image of the
context:

“The good point of giving birth at home is that we stay close to our
parents, close to our relatives; TBA and VHV are always with us and
they are very helpful. These people made me feel safe to deliver at home
rather than with professional midwife.”[Mother unknown age with four
children, Lave ethnic group]

When comparing their own experiences with the conditions of currently pregnant
women, grandmothers in all six communities agreed that young women had more
opportunities in choosing where to deliver and how to take care of the newborn. In the
two communities with more than four hours walk to the health center, young women
and grandmothers alike, emphasized the major constraints for pregnant women to
actually reach a health center. The FGDs indicated that several reproductive health
practices are in the interface of tradition and change.
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4.4 MATERNAL AND CHILD ILLNESS AS A HEALTH SHOCK

The logistic and economic challenges and their relationship with vulnerability are
aspects of illness that can accumulate over time (Article 1V). The impact of health
shocks on household welfare depends not only on their frequency but also on the ability
of households and communities to manage mitigation or coping behaviors. The
identified maternal and child health shocks had impacts on household conditions
through multiple channels such as income losses, medical expenses and non-medical
expenses. Three cases illustrate how vulnerability derived from coping strategies,
health system issues and mobilization of household resources, and how vulnerability
was maintained or exacerbated over time.

In contrast to most non-health shocks, the health shocks necessitated immediate access
to cash in order to pay for treatment or transportation to treatment. Mobilizing
resources to pay for medical costs triggered multiple coping strategies. Based on the
sequence in which they were typically used, spending available cash was the first
strategy. The amount differed from less than one US dollar to several hundred dollars.

Secondly, selling off assets, such as livestock, was another frequent way to raise money
to pay for medical treatment, which could result in selling at lower than market prices.
Taking a loan was a third short term coping strategy to raise money. Access to credit
was generally constrained especially for households with limited assets, which in turn
made care at hospitals difficult. Relatives and friends offered loans without interest
while a few households in most of the communities were known as moneylenders
charging interest. Loans from moneylenders were frequent in Vientiane Province and
the interest rates were often as high as 10-20 percent per month, which made them very
unattractive due to risk of defaulting, which delayed or restricted households from
seeking care. Again the amount varied substantially from US$10 to several hundred
dollars.

Formal safety nets were almost non-existent for households suffering a MCH-shock.
The notion that households support each other was profound in the communities,
however. Support from relatives during a time of crisis was clearly the norm and we did
not encounter households that had not sought help from relatives when in need. We did
however encounter households that mentioned that relatives had stopped asking them
for help due to the household’s loss of livelihood. Compared to non-MCH shocks, these
shocks were often fatal and/or resulted in longer-term illness.

The three case descriptions illustrated that the MCH-shocks that involved the wife in
the family had severe implications for the livelihood of the family in addition to the
health status of the woman. One of the cases describes the loss of health and income
about two years after the initial complications after an (illegal) abortion. The woman is
a mother of six. She and her husband had decided not to have more children:

Three months later [after the initial abortion] she went back to the hospital

and the doctor told that her womb still was infected and she should take
pills for another 6 months, come back for a monthly check up and not work
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in the rice field, or carry wood. She got the pills from the same pharmacy
[as the abortion pills] in the nearby town at a price of 100,000 kip
(US$12.8) per month. She was, at the time of the interview, hoping to save 3
million kip (US$383) for a health check later during the year due to chronic
pains and inability to work as before. Apart from spending savings, they lost
income due to her disability and her husband had hired laborers for the
plantation season (250,000 kip) (US$32) and their relatives helped
harvesting the rice. They only had time to help late in the season, which
resulted in a loss of an estimated 200 kg of rice. In the past she had
collected wild forest products and sesame (at least worth 500 000 kip per
year) (US$64) but she was not able to do this anymore.

The lack of recovery and thus continued lack of income resulted in successive

deterioration of the livelihood and had already delayed further healthcare-seeking for
the wife.
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5 DISCUSSION

The results of the studies reveal that those processes in the household that influence
healthcare-seeking practices are related, as could be expected, to caregivers’ own
assessments of symptoms and causes of a disease but that those assessments are
intertwined with both social and economic considerations in the household, interactions
with friends and family members and with health-service providers. Below, after
describing how those main findings can be better understood in light of the Access
Framework (Obrist, et al. 2007), three cross-cutting processes of healthcare-seeking
practices are discussed.

5.1 MAIN RESULTS IN LIGHT OF THE ACCESS FRAMEWORK

The policy and institutional processes of influencing health provider services were not
assessed in this thesis except for the impact of high user fees on healthcare-seeking
practices.

In this research, the vulnerability context (bottom part of the model) was characterized
by frequent and severe health shocks and showed that people could not control
exposure to health risks (Article 1V). Indeed, in the Lao Vulnerability Multi-shock
study it was found that illness, injury and death were one of the most frequently
encountered shocks in comparison to flooding, drought and livestock pests (Wagstaff
and Lindelow 2013). In light of the high user fees involved in healthcare and the long
geographical distances to health facilities, medical and non-medical costs were
identified as barriers to seeking healthcare with an emphasis on eventual loss of
financial capital (Article V). Natural capital such as livestock was an important source
of mobilizing cash, however.

LIVELIHOOb ASSETS
Physical Capital

Social Capital @ Human Capital
Natural Capital Financial Capital

A

VULNERABILITY CONTEXT

Human capital, as represented in competencies, knowledge and perceptions on illness
and care-seeking, (Obrist, et al. 2007), proved important during the processes of
deciding to seek care. The recognition of severity of symptoms and causes of illness
influenced the kind of care that was sought. More specific knowledge was needed on
the practical processes of seeking care such as knowledge about the availability of
different types of providers, their opening hours, fee levels and how to get in touch with
a good provider through the mobilization of friends or relatives (Articles | and II).
Knowledge on self-treatment with herbal cures and biomedicine before seeking a
provider was another aspect of human capital (Article 1). Households had very limited
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means of transportation available (physical capital), which was a serious constraint just
as the lack of transportation for referral was identified as a major constraint for
receiving the needed quality of care (Article I).

Social capital in the form of support from relatives and friends and in some instances
from the village head influenced households’ healthcare-seeking practices profoundly.
The community norms on supporting households during times of health crisis was
addressed in all Articles I-1V and provided insights on the multitude of types of support
received and given (feeding and caring for sick, taking care of siblings to sick child
during short of longer periods of time, adoption practices).

The central parts of the framework, related to illness recognition leading to access and
subsequent utilization of care, encompasses relational and dynamic aspects of
healthcare-seeking. The findings suggest that two aspects of these dynamics should be
modified.

HEALTH CARE SERVICES
Health facilities, private practice, @~ [~ :
drug shops, traditional healers and others i

A
A UTILIZATION
&
ACCESS QUALITY
A A OF CARE
A

* lliness recognition process :
* Treatment seeking initiated- ~ f=o ;
continued-stopped

The findings in Articles I-111 suggest that processes within the household influenced
healthcare-seeking. First, illness was interpreted as a part of the social everyday life in
which mothers and other caregivers had social roles and responsibilities (Janzen J M
1987; Kleinman and Kleinman 1991). As a consequence illness recognition was an
interpretation of the health status of the child or spouse over time, rather than a one-step
recognition before the first provider was consulted. Secondly, this could be repeated
several times during the same illness episode if the family member did not recover.
New health providers, depending on the five dimensions of access, were thereafter
consulted (Articles 1 and II). Third, interactions with health providers influenced
caregivers’ assessment of where to seek care next. Familiarity with providers was
perceived to minimize uncertainty of decision-making processes. Those aspects of
illness recognition are highlighted in the modified framework by presenting illness
recognition as a process and secondly, by linking the response of providers directly to
these processes.

Low access to health facilities in remote communities was a constraint in particular for
pregnant women to reach antenatal care (Article I11). It was only in communities with
low access to health centers and hospitals that death of children had occurred after only
consulting traditional healers (Article 1). In communities with better access to health
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facilities a higher number of providers including traditional healers, drug vendors and
medical doctors were consulted during illness (Article I, 1I) and pregnant women
sought antenatal care (Article I11). The preference of seeking local providers (under the
given circumstances) (Article Il) was justified by perceptions of good accessibility,
availability, affordability and acceptability indicating the importance of including
several dimensions of access. The fifth dimension of access, namely adequacy, was
identified as a concern by households since it was recognized that community health
workers had more limited skills and available drugs than at the district hospital.

5.2 THE WOMAN-CHILD DYAD, THE FAMILY AND GENDER ISSUES

When applying the “three-delay framework™ (Thaddeus 1994) on fatal illness episodes,
some of the sources of the first delay in deciding to seek care related to the social
obligations of mothers to consult husbands, grandmothers or elders in the household
before leaving the home (Article I). Yet, the meanings attached to complying with these
norms confirmed the role of the mother as a ““good parent” within her context. As such,
the delay could be attributable to her social role in everyday life and the behavior
carried more meaning than simply the outcome of delay. The kinship relations form the
basis for much interaction and allocation of resources (Baird and Shoemaker 2008;
Chazée 2002; Lao National Front for Construction 2005). As such the social context of
the individual woman provides both constraints and possibilities for action (Keesing
1981). To understand delay in healthcare-seeking behaviors, we should therefore look
beyond the notions of the physical body and its disease including the culturally
contingent “social body” (de Kok, et al. 2010; Scheper-Hughes N and Lock M M
1987). In a study from Vietnam it was found that HIV-positive couple’s behaviors
related to childbearing was not only shaped by the extended family but also by the
lineage needs of a family (Oosterhoff, et al. 2008). Family matters to people and while
mothers tried to secure the survival of their children they were also fulfilling their
everyday role in the family. Furthermore, the ascribed causes of fatal and severe illness
often changed during the illness episodes (Article I, I1).

The social reality of illness was also illustrated in other behaviors during illness. In
situations of maternal and child illness, it was not only the individual child or mother’s
health that was at stake, but also values related to being a family member and part of a
household with a household head (Articles I-1V). The social aspects of illness also
incorporated risks of causing illness or other misfortune on other family members. To
comply with a set of spiritual purification ceremonies was for example important if a
family member died out of the community. It could also involve costs to the
community owning the land where the relative had died. In setting up arrangements for
commercial drivers to provide transportation during health emergencies in rural areas
the risk of death occurring during transportation was identified as a barrier for drivers’
willingness to be involved. The costs of purification ceremonies that had to be
conducted if the person died during transportation were included in the costs of the
transportation (experiences from implementing a health equity fund in Southern Laos
based on personal communication with Associate Professor Rolf Wahlstrom,
Karolinska Institutet and Jean-Marc Thome, Swiss Red Cross Country Delegate in Lao
PDR). Other examples of illness as linked to future misfortune related to funeral
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ceremonies in particular during unnatural deaths of young people (Lao National Front
for Construction 2005). One of the case descriptions on coping strategies during
repeated episodes of health shocks (Article 1V) indicated that two young children’s
deaths were attributed by community members to failure to cut the spiritual ties to their
deceased mother. The interpretation of illness and the understanding of causes of illness
and death are in these examples inseparable from the social reality in which people live
(Janzen J M 1987; Whyte 1997).

Women described their responsibility to protect the household and to care for children
during the whole pregnancy and even during their own illness episodes (Article 111),
which has also been described in a few other studies (Lao Women's Union and GRID
2005; UNFPA 2008). Women used the power available to them in an agentive way
(Mattingly 1994) during milder sickness of children where they decided themselves
what treatment to seek first. The costs were low and they could pay themselves. Self-
treatment with herbal and biomedicine was a strategy to treat the child during the initial
onset of symptoms, which has been documented in a recent study on respiratory illness
in Laos (Mayxay, et al. 2013). Other examples are parallel treatments: following the
recommendations of household elders (spiritual healing before leaving the community)
while seeking formal healthcare at the health center. But long distance and high
medical costs constrained women from making these decisions by themselves, which is
similar to the findings of another study in rural Laos (Patcharanarumol 2008).
Women’s bargaining power is important for child survival in two main areas: the extent
to which women influence decision-making within the household influences the
resources that are used to children’s health and education; and the extent to which
women control resources for their own health (Tolhurst and Nyonator 2006; UNICEF
2011). The findings indicate that women’s bargaining power was constrained when
care was needed outside the community.

The focus on the women-child dyad in MCH can benefit from a gender-based analysis,
which in Laos mainly has been addressed in relation to HIV and AIDS programs and
sexual behaviors (Lyttleton, et al. 2004; Sychareun, et al. 2011) and community-based
tourism (Flacke Neudorfer C 2007). In the vulnerability literature there is also an
emphasis on gender and changes within agriculture and emerging commercial markets
that risk leaving women behind (Asian Development Bank 2012). It has been noted that
women’s opportunity to mobilize resources varies With ethnic affiliation. In about 60
percent of the Lao-Tai households it is the woman who is managing the household’s
finances (Lao Women's Union and GRID 2005). In the rural areas where patrilineal
ethic minority groups tend to reside, men are managing the financial decisions in 63
percent of the households (Lao Women's Union and GRID 2005). Further studies could
illuminate how these differences impact women’s access to healthcare for children and
for themselves.

When the woman-child dyad was looked upon from a broader social perspective that
included grandmothers of the children and to a limited extent husbands (Article I11) we
were better able to understand the health practices related to the first trimester (food
restrictions that young women were very concerned about), pregnancy complications
and home deliveries. The perceived normality of childbirths has also been described in
rural Laos as another reason for home deliveries (Sychareun, et al. 2012) and also in
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Nepal (Brunson 2010). In comparison, the increasing number of deliveries at health
facilities is reportedly changing the traditional practices in neighboring Cambodia
(Liljestrand and Sambath 2012). We looked primarily at grandmothers from a
perspective of their social position within a particular social and historical context.
However, the generational gap is short in Laos - the median age of first marriage is 19
years (Ministry of Health and Lao Statistics Bureau 2012) - which makes
intergenerational comparisons most relevant between the youngest pregnant women
and the older grandmothers (Article I11).

The decision to seek emergency help during obstetric complications was made by
husbands and/or household heads (Article V). Within the literature on improving
maternal health, there is some focus on the importance to persuade husbands to be
better informed and involved in the birth process (Kabakyenga, et al. 2011; Sapkota, et
al. 2012; Story, et al. 2012). Yet, concern is expressed about involving men more in
communities where men make most decisions due to the risk of taking control away
from the women giving birth (Brunson 2010). A similar concern is expressed by
involving grandmothers in MCH programs, stating that involvement of those with
greater decision-making authority must take care to challenge rather than reinforce
gender norms (UNICEF 2011).

5.3 SOCIAL INTERACTIONS BETWEEN PATIENTS AND PROVIDERS

The social interactions between patients and providers in health facilities influenced the
healthcare-seeking practices (Articles I, 11). Nurses at health facilities recognized that
poor rural and often ethnic minority patients behaved differently than other patients and
that they were constrained by unfamiliarity with the facility (Article Il). Caregivers
described how they felt uncomfortable asking questions during consultations, which in
turn made nurses think they did not care about their health. This type of asymmetrical
power relation between providers and patients and their caregivers illustrates the
medical consultation as a social encounter rather than only a medical one (Mattingly
1994). Many studies on trust and provider-patient relationships have been void of an
analysis of the power relations involved (Feierman, et al. 2010; Grimen 2009).
Experiences of patients and caregivers in seeking care can give health workers a better
understanding of the ways in which healthcare is perceived (Mogensen 2005) including
asymmetrical opportunities to communicate. Caregivers’ difficulty in assessing the
transition from mild to severe symptoms is a specific case in point (Article I). Severity
of symptoms has in several studies been found to be a challenge for caregivers
(Kallander, et al. 2011; Sharkey, et al. 2011; Sodemann, et al. 1996). The frequent
experiences of childhood fevers, diarrhea or coughs and shared experience that the
child will recover, indicate a reason why caregivers wait a day or more before they seek
care. Improving the quality of the available drugs at the facility might not reduce the
delay in seeking care immediately. Health staff would most likely need to give concrete
guidance on the signs of severity to make the transition of the child’s illness from mild
to severe easier to diagnose for caregivers (Kamat V R 2009).

Perceptions on the social dynamics during provider-patient interactions were also
expressed by drug vendors who to some extent were boosting their business on the
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communication gaps between formal providers and community members. Community
health workers and rural nurses from ethnic minorities were other groups expressing
concern about the lack of mindfulness in communications with patients unfamiliar to
the health facility environment. The lack of awareness of the values and attitudes of the
majority culture in the health system functioned inadvertently as a barrier to ethnic
minority patients in neighboring Vietnam (Malqvist, et al. 2011).

In discussing pregnancy with women the importance of shyness was frequently
mentioned. It is one of the traditional images of women in Laos (Flacke Neudorfer C
2007; Sychareun, et al. 2009) even though few studies have looked into what it means
(UNFPA 2008). Shyness has been linked to unfamiliarity with situations or locations
such as visiting hospitals or in the domain of livelihood to go to the town and sell
vegetables at the market. It could be a result of a lack of confidence and a feeling that
these institutions are not for “poor people like them” (UNFPA 2008). As a consequence
it was suggested in that study that it was not the antenatal care in itself that is the
problem but having it conducted in an unfamiliar location. Antenatal care was reported
to be accepted when offered by mobile teams visiting remote villages (UNFPA 2008).
The preference for local providers (Articles I, 1) can be understood in light of rural
remote women’s sense of uncertainty of leaving the community.

5.4 THE LOGISTICS AND PRAGMATICS IN ILLNESS

In understanding household processes in healthcare-seeking it has so far been argued to
be important to analyze these in relation to local meanings of illness within the family
and in the interactions with healthcare providers. The resources that families have at
their disposal and the context of vulnerability in which disease is a frequent occurrence,
is now the focus (Obrist, et al. 2007).

Vulnerability resulted from - and led to - financial barriers despite informal support to
cover medical and non-medical expenses (Article 1V). The vulnerable households were
those that could not raise enough money to seek the care they had wanted and the
households that had drained their assets without recovering from the illnesses. The
defining difference between health shocks and non-health shocks was the need to pay
cash for treatment, as also documented elsewhere (Heltberg and Lund 2009; Ir, et al.
2012; Kenjiro 2005; Wagstaff and Lindelow 2013). The proportion of out-of-pocket
payments spent on medical expenditures is very high by international standards at 62
percent (World Bank 2010a). In addition, our findings indicate that loans with very
high interest rates raised a danger of long-term debt, which also has been seen in
neighboring Cambodia (Kenjiro 2005; Van Damme, et al. 2004). Disagreements in
healthcare-seeking strategy were a common feature during severe illness, which
included concerns of high costs compared to the likelihood of recovery (Articles I, I1).
Indeed, several of the households facing a MCH-shock were experiencing a double
burden of having lost a child or spouse and spent savings and assets (1V).

The vulnerability to illness was particularly pertinent to women and children in poor

households (Wagstaff and Lindelow 2013). Disease, death and injury left poor
households economically and medically even more vulnerable than households that
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were better off (Wagstaff and Lindelow 2013). An analysis of informal support to
disadvantaged groups such as sex workers, women in-debt, or families new in an area,
was beyond the scope of analysis but would be important to illustrate additional
dimensions of vulnerabilities.

Vulnerable households were also those in need of preventive and curative health that
were not continuously available such as unstable access to family planning, lack of
formal abortion services and disease outbreak preparedness. These sources of
vulnerability were beyond the control of the individual household or community in that
effective prevention often depends on population-based interventions and the individual
scope for action is limited. This is the case for several life-saving interventions within
maternal and child health such as childhood immunizations, infectious disease control
and food safety regulations (Matsuoka, et al. 2013; WHO 2007a). Immunization rates
have a steep social gradient in Laos in that only 29 per cent of children in the lowest
wealth quintile are fully vaccinated, compared with 61 per cent of children in the
highest wealth quintile, even though vaccinations are provided free of charge (Ministry
of Health and Lao Statistics Bureau 2012). Access to the immunization program
through outreach activities are provided less frequently in remote rural areas in Laos
(Jacobs, et al. 2012), which is one illustration of the importance of strong preventive
healthcare services.

Rather than focusing exclusively on the last episode of illness, a perspective of
vulnerability provided a comprehensive picture of how households coped with illness
over time. Findings from a low-income setting in Tanzania (Ribera and Hausmann-
Muela 2011) indicate that understanding the accumulation of effects of health shocks is
an important complement. The accumulation of problems hindered access to care but it
also increased households’ defenselessness in the short run, by draining assets, and in the
long run by reducing women’s capacity to contribute to the livelihood of the household.

5.5 METHODOLOGICAL CONSIDERATIONS

The opportunity to consider the context is one of the key arguments for conducting
qualitative research. At the same time, the contextualization is also a limitation in terms
of generalization of findings. The ethnic diversity in Laos is rich, yet little researched
(Ovesen J 2004). The geographic, socio-economic, ethnic and linguistic diversity in rural
Laos makes transferability a challenge (Malterud 2001). To adapt to this situation,
geographic and ethnic diversity was applied as a sampling strategy. Yet, with more than
200 ethnic groups and limited information about the extent to which healthcare-seeking
practices and health beliefs are similar within the four main language family groups, it is
not possible to assume representativeness of the majority Lao ethnic nor the multiple
ethnic minority groups. The Hmong-lu Mien language family, consisting of two ethnic
groups, was not represented in the sample because they are infrequent residents of the
provinces included in the sample (Lao National Front for Construction 2005; Michaud
2009).

The two original studies were exploratory in nature and at the time of the data
collection there was very limited research available on the studied topics. It was beyond
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the scope of this thesis to collect systematic data on the linkages between health
practices and local disease causation theory and the literature is limited on these issues
in Laos. The same is true on women’s role in reproduction, production and
consumption which also could provide a more comprehensive picture of social space
for taking care of one’s own and children’s health.

Due to the organization of the original data collection with an agreed number of
interviews and FGDs, the question of saturation was not assessed during the fieldwork.
In much funded applied health research design, the scope and time line are agreed at the
beginning of the study implementation. These practical and financial limitations make
it challenging to include saturation as a parameter of quality at the onset of data
collection (Green and Thorogood 2009). For new topics that are identified during the
field work (e.g. the role of uncertainty and the changes in childbirth practices of
grandmaothers) the saturation is even more difficult to accomplish.

The translation of interviews and FGDs and the production of summary transcripts into
English is not just a technical task but a part of the data analysis (Green and Thorogood
2009). The production of the transcripts involved a process of discussion and clarification
which resulted in going back to listen to the tape recordings on a needs basis.

That what people say can differ from what they do is a key reason for collecting data in
peoples’ natural environment, where they can also be observed (Charmaz 2004). To
address this difficulty the interviews were grounded in healthcare-seeking processes
and coping strategies that involved the participant in describing action, the
consequences of action and thoughts about them. This illness narrative approach can
help the participant to remember details and changes in perceptions as the illness
episode unfolded, and thus improve the quality of the data. Triangulation between
different types of providers, men and women, provided different perspectives on
healthcare-seeking processes which was one way of increasing the validity of the
findings (Green and Thorogood 2009). Yet, respondent recall bias is a bias that can
influence the results in qualitative as well as quantitative studies (Ansah and Powell-
Jackson 2013). A recall period of 24 months was applied in Articles | and Il, while a
five year recall period was used in Article IV. The severity of the health outcome of the
shocks and the use of in-depth semi-structured interviews were critical ways to limit the
recall bias. It provided time and support to recall and reflect on the illness episodes
through open-ended narration that was supplemented with prompting on specifics
issues by the interviewer.

The choice of interpretive description (ID) for the data analysis was considered
appropriate for this type of data for several reasons (Thorne 2008). The studies were
empirical in their orientations; the objective was to identify themes and main ideas on
healthcare-seeking within the material; reflexivity in considering the role of
disciplinary biases is emphasized in I1D; and the product of ID is to make sense of the
dynamics and complexities of healthcare (Hunt 2009).

The study is silent as to which of the processes identified are easiest to influence in a
health system perspective. But the study shows that the processes are dynamic and
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relational.

5.5.1 Reflexivity

The composition of the research team and the organization of the tasks completed by
each member had different advantages and disadvantages during different stages of the
study. Although the author of this thesis was much involved in the design of the two
main studies and organization of the related fieldwork, she was not on site during the
main data collection and she did not master the language(s) used. The presence of a
non-Lao speaking researcher is time consuming and can limit the responses of
participants due to lack of shared rapport and trust (Birks, et al. 2007; Green and
Thorogood 2009). The three Lao moderators had knowledge of the culture and
environment from previous experience of data collections, which is important to
establish rapport and create a relationship of comfort and trust with participants (Birks,
et al. 2007)

It is also of note that the research questions investigated for the purpose of the thesis
were not the ones for which the two projects were embarked upon. In this sense the
data is revisited in the thesis.

A sequenced conceptualization and design of the study by a multi-disciplinary Lao and
international team strengthened the contextualization of the study objectives. Both
studies were initiated by a three-week long pilot testing during which revisions of
interview and FGDs guides were made on the basis of team discussions, pilot testing of
tools in a nearby semi-urban setting, revisions and thereafter field testing in rural
settings. Sharing pre-conceptions on determinants of healthcare-seeking within the
research team was an important part of the pilot test (Malterud 2001). It was a personal
disadvantage for the main author during collection and analysis of data to not be
present during the fieldwork. The previous experiences of the author in working with
the same Lao consultancy firm on qualitative data collections in remote rural areas
were however a help in agreeing on measures of quality and the level of details in the
data collected that was necessary.

During the data collection, the field-team and main author were in contact over the
phone or by email when possible. In addition, observational data was reported for each
community and for each interview/FGD in a separate section in the transcripts. Pictures
from the data collection sites also provided information on the contexts. Observations
of the rural settings, household conditions and of the interactions with the field team
were important sources of reference between the main author and the field team during
the following processes of analysis. One of the moderators (and author of the articles
BK) was in the field during both studies which resulted in mutual understandings of the
pitfalls of data collection and analysis. Nevertheless, the lack of language skills in Lao
and several minority languages of the author have restricted the kinds of qualitative
analysis that was conducted on the data transcripts. Instead, openness about the steps
taken in the data collection and the analysis has been pursued (Malterud 2001). In the
beginning of the thesis a few theoretical assumptions were openly presented as a way to
declare the entry point to the study topic.
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5.6 IMPLICATIONS FOR RESEARCH, POLICY AND PRACTICE

The findings add to the ongoing debate on the difficulties in reaching the targets set of
MDG 4 and 5 in Laos. The question on whether “more of the same is enough” will be
answered in relation to research (5.6.1) while three other aspects are pertaining to
policy and practice.

5.6.1 Reasons why mothers and children die in remote areas

The need for innovative approaches in creating reliable and useful data on determinants
of child and maternal death has been acknowledged in the development of
methodologies like the verbal autopsy and more recently the social autopsy. The verbal
autopsy is a method for establishing the probable medical cause of death through
structured interviews with caregivers in settings where civil registration systems are
absent (Anker M, et al. 1999; WHO 2007b). The social autopsy complements this
analysis by identifying social, behavioral and health system determinants of deaths,
also through structured interview processes (Kallander, et al. 2011; Kalter, et al. 2011;
Waiswa, et al. 2012). The need for increased flexibility, when gathering social autopsy
data, was emphasized by a recent study on maternal deaths (D'Ambruoso, et al. 2010).
In that study it was demonstrated that when comparing the responses provided by
caregivers in answering open-ended and closed-ended survey-inspired questions, the
former identified contributing factors to death in up to 25 percent more of the caregiver
interviews than the latter. This was the case, despite the fact that the range of social and
cultural factors that were probed was restricted. The challenges in applying closed
guestionnaire-based methods to capture fatal illness episodes were also identified in a
study on the spirit child phenomenon in Ghana (Denham, et al. 2010).

The identified reasons for delay in deciding to seek care included constraints in access
to care and low quality of health services, factors which are well known and included in
the ACCESS framework (Obrist, et al. 2007). However, caregivers also mentioned
reasons reflecting gender-based constraints and feelings of insecurity or
marginalization when seeking care at health facilities. This finding suggests the
importance of broadening the scope of inquiry. The inclusion of an “open-ended illness
narrative module” in sub-samples, where broad social and cultural contributory factors
are studied, could potentially add value as a complement to the structured verbal and
social autopsies. In rural and resource-poor settings, where the majority of maternal and
child deaths occur outside a health facility, and the determinants of healthcare-seeking
is little understood, this type of comprehensive analysis could improve district-based
health officials’ knowledge base of the specific circumstances in their area of service.
In reference to the Access framework this would strengthen the link between policy and
healthcare services (Obrist, et al. 2007)

5.6.2 Uncertainty in healthcare-seeking processes

It has been argued that doubt and uncertainty in the process of seeking care increase in
conjunction with the rise in number of treatments available and the growth of medical
knowledge (Gordon, et al. 2000). The healthcare options in Laos were far from clear-
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cut, which was a source of uncertainty for households each time care was needed.
Uncertainty is a reminder about the irreversibility of utilization of healthcare services.
Uncertainty colors the real-life situations in which households in resource-poor settings
are required to make decisions they know might not be optimal, which should be
considered in healthcare-seeking analysis. Or in other words, we should orient the
analysis of illness and social suffering around “what is at stake for particular
participants in particular situations” (Kleinman and Kleinman 1991). The experience of
iliness as a part of the human conditions should be given more prominence in analysis
of suffering (Kleinman 2013). Understanding the practical experiences of patients and
caregivers includes but is not limited to cultural perceptions about illness.

5.6.3 Inter-generational perspectives

Paying attention to power dynamics within families on pregnancy and newborn care is
an important issue for the effectiveness of community-based programs (Kerr, et al.
2008; Satzinger, et al. 2009). Recognizing the existence of intergenerational exchanges
does not automatically lead to household consensus, however. Young women’s
interactions with grandmothers of their children occur in a context of power and
domination. In fact, the interactions between women from different generations can
have both negative and positive consequences and there are no simple answers to these
social and health-related processes and practices. The crucial contributions made by
relatives, including husbands and grandmothers, suggest that a focus on the family as
well as the individual women seem warranted in improving maternal and child health
programs. The lessons learnt by grandmothers’ about maternal and child mortality and
risks of childbirth are of relevance for strengthening the demand creation of young
women’s utilization of health services.

5.6.4 Health shocks in a vulnerability perspective

Besides health-related shocks there are many other sources of vulnerability, each with
different impact at household level (Alwang J, et al. 2001). From a perspective on
reducing maternal and child mortality, the concept of shocks provides an opportunity to
relativize the frequency and consequences of episodes of illness with other types of
adverse events. A second advantage is the opportunity to capture vulnerability to health
risk over time. Third, in terms of policy and practice a vulnerability perspective can
help identify the targeted policies or programs that could reduce the negative impact of
shocks. The findings indicate that needed policies reach beyond the health sector.
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6 CONCLUSIONS

“The conclusion has to be humility”
(Chambers 1989)

There are many internal and external processes influencing households’ healthcare-
seeking during maternal and child illness. Understanding if, how, and when healthcare-
seeking is initiated, stopped or continued is important to reach out to groups in areas
that are poorly served or not yet using healthcare services. This represents one of the
many challenges in the achievement of the MDG 4 and 5.

Lack of agreement within the household on the severity of illness and on which
healthcare provider to seek, contributes to delay in healthcare-seeking decisions during
fatal illness episodes of children and mothers. Processes of reaching agreement within
the household are integrated parts of healthcare-seeking also during severe or fatal
illness episodes.

Household members’ preference for local health providers, in the current
circumstances, is associated with low medical and non-medical costs, good
accessibility and a sense that local providers are available to them. This is the case,
despite the acknowledgement that the services of local health providers are not always
adequate.

Finding the “right” health provider — matched to the specific illness, child or mother - is
perceived as difficult when the sick child or mother does not recover after initial
treatment in the community. Uncertainty about transition from mild to severe
symptoms contributes to delays in healthcare-seeking. Seeking different providers
during the same illness episode signifies a process of increasing the chances and hopes
of recovery.

In the face of pregnancy and childbirth, young women find support within the
household and the extended family. During the critical period of the first trimester,
during pregnancy complications and childbirth, grandmothers are sources of advice for
young women. These grandmothers have themselves experienced impressive changes
in childbirth practices during their own reproductive life.

Coping with maternal and child illness is logistically and economically challenging for
households. Vulnerability results from - and leads to - financial barriers despite
informal support to cover medical and non-medical expenses. Sources of vulnerability
include the inability to mobilize cash to seek healthcare despite severe illness; and the
spending of savings and selling assets, which nevertheless does not result in the
recovery of the family member.

Weakness in the provision of preventive health measures is a source of vulnerability for
households.
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