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ABSTRACT

Appropriate medical care seeking could preventgaitant number of deaths and complications dudlito
health. Unfortunately, healthcare seeking beha\id&B) differs according to place, the affectededise types,
beliefs and the opportunities to seek care. Thesesidns are not isolated to individuals but ardedded in a
broader household and social organizational datipimcess and the capacity to allow seeking of.cCanés
descriptive cross-sectional community-based studgdua multistage cluster sampling method to enrol
consenting adults from different households locatethe seven (7) sub-counties in Garissa Countye data
were collected by interviewing 405 adult populatiand the answers reported in pretested structured
questionnaires. Among the surveyed respondentsméen age (xSD) was 35.17 (12.9) years, 68.1% bad n
formal education, 72.8% were female and 81.2% wsagied. Health care seeking during theest illness was
reported by three quarters of the respondents @=28.3%). The treatment or advice during ldest illness
was sought by the majority in the Government / jgubbspitals (n=226, 55.5%), followed by in thevate
hospitals (n= 37, 9.1%) and among Traditional om&opathic or spiritual healers (n = 28, 6.9%). In
multivariate analysis, household headship, possesef health insurance, reasons for choosing peder
healthcare facility, durations prior to seekingatraent and the perceived three common illnessethén
community were associated with seeking treatmerihguhe latest illness both in any of the healtbdacility
and in the government/public hospitals. Gender,upation and reasons for choosing preferred heakhca
facility independently influenced seeking treatméuting the latest iliness both in any of the Hed#dicility and

in private hospitals. Durations prior to seekimgatment was the only independent factor associaitu
seeking treatment both in any of the healthcarditia@and among Traditional or homeopathic or dpii
healers. During the latest illnesses among thigyimalized population, appropriate health seekingav@r was
significantly high with the majority preferring trgovernment/public facilities. Gender, occupatibausehold
headship, possession of health insurance, reasobdosing preferred hospital, availability and preference

of current health facility, duration with illnessig perceived illnesses in the community are th&ipters of
HSB. Improvement in education, health facilitiesdamedical services in the community, introductioih o
community based integrated management of commomneonity illness are imperative to improve HSB among
the Somali community in this Semi-arid region ofniga.

Keywords: Health seeking, Latest illnesses, Somali commuiiemi-arid County of Kenya

INTRODUCTION

Of the approximate 10 million annual childhood dhsatmajorly from preventable and treatable infeciou
diseases, such as pneumonia, diarrhea, and m#arimajority occurs in Africa (Bryce et al., 2003nited
nation, 2017). Equally, young adult mortality remshigh in many parts of Africa, mostly due to Hhfection
(Kubaje et al., 2005). Improving the care pathwalyy gatients regardless of the disease is a key opem in
reducing both the disease burden and mortality els WHO, 2018). Delays in seeking medical carerfran
appropriate provider are associated with a worsieoowe (Kallander et al., 2008). A significant body
evidence demonstrates that access to quality lveadtlservices promotes population health indepdrafether
social determinants (Rutherford et al., 2D1h particular, provision and subsequent utiliaatiof quality
healthcare is integral to improving health outconegghancing user satisfaction and is pivotal intidoating to
early childhood development (WHO, 2007; Lee et 2015). Effective care pathways for a sick house oyl

68



Journal of Health, Medicine and Nursing www.iiste.org
ISSN 2422-8419  An International Peer-reviewaardal E-I_.!l]
Vol.55, 2018 IIS E

population requires a caregiver to make the ingtap of recognizing that one of the household nemis
unwell, take decision to seek care and have thaaditgpand means to acquire appropriate medical @érelos
et al.,, 2018). Studies have shown that the abdftycaregivers to recognize various diseases in ilmeme
countries is poor (Geldsetzer et al., 2014). Casrgl poor knowledge of the symptoms and dangernssif
various disease are also associated with delafglore to seek care (Noordam et al., 2017). Ofhetors such
as distance to health care facilities, region, Whitember of the household is affected by the désedisease
types, beliefs and the opportunities to seek caneadfect caregivers’ ability to seek care (Nonyahal., 2016).

Care may be sought for various diseases from a wédiety of providers including pharmacies, privagre
providers, government institutions, community heatorkers and more informal providers such as tiGatil
healers (Geldsetzer et al., 2014). However, itripartant that care is sought from a health provideo can
accurately diagnose and initiate prompt treatm@mptr@priately. Most of these interventions, suchs@sdard
case management of childhood conditions, are deliveithin the healthcare system. However, optibealefits
of cost-effective child health interventions are realized particularly by the disadvantaged pajaagroups
due to limited access to and utilization of heatthre services (Nonyane et al., 2016). Ensuring|aate access
to and utilization of healthcare therefore remaiastral to country’s health, survival and developtne

Both the Kenya's and Garissa county Government'altHeSector Strategic Plan indicate the need tadnrg
healthcare facilities and recruit more Doctors atatrses in the county in order to promote utilizatiof
appropriate healthcare services (Garissa Countyefdowent, 2018). While these and other health gfyate
documents have identified the rural poor as a valsle population groupL(ingu et al., 2018)evidence from
elsewhere suggests the need to consider the udiamresiding in slums as an important group togtamgith
child health interventions to improve health outesnfHarpham, 2009;ungu et al., 2018)Equating to a slum,
Garissa is a geographical region marked by lackraf or more of the following five conditions: acede
improved water, access to sanitation, durable gussufficient living area, and secure tenure esabn
presents risk factors for morbidity and mortaliyN-HABITAT, 2006). Evidence from studies in Kenyadaa
multi-country study in India, Egypt, Kenya and Bhaugsh demonstrate that morbidity and mortalitysiich
areas are much higher than the national averagesm(-Murage et al., 2014; Bassiahi et al., 2014).

There is a paucity of epidemiological evidence o burden of health conditions and utilization ppropriate
health services in Garissa County. This study besonecessary after the 2013 devolution of polificater and
economic resources from the Central governmertigdCountry’s 47 Counties. Garissa County is rarikedlLO
among Counties receiving the largest share of badgellocation. In the 2016/2017 financial yea¥)farissa
County received KES 6.8 billion (about USD 67 moitl) which was increased from KES 6.3 billion (abo@&D
63 million) in the 2015/2016 FY, representing 2.22%Kenya total revenue collection (Republic of Kan
2016). Several international communities have atsaributed significantly to this region’s healtbeus. These
funds are allocated to mitigate the health chaksrig this region; upgrade of existing hospitald eonstruction
of others, increase supplies of both pharmaceudindl non-pharmaceutical items, increased healtbopeel,
enable free maternal health care, public healtltaibn campaign, improve public education, serdebvery,
restore public confidence in public health fa@ktiand improve service utilization (Garissa Coadyernment,
2018). A focus on Garissa county health targetiregentire Somali Community is therefore imperati@eanted
that the healthcare system is an important detemmirof health (Rutherford et al., 2010), undersiagnd
preferences of household heads/caregivers in thisnf@ is integral to organizing healthcare servitese
responsive to their needs and priorities.

MATERIALS AND METHODS

Study setting and design

This was a descriptive cross-sectional communielastudy that enrolled consenting adults fromediffit
households located in the seven (7) sub-counti€zaiissa County. Assuming 50% of the population been
unwell (at least one member of the household inlabe 14 days) and seeking healthcare treatmeatiaice.
Applying the formula for estimating the populatipnoportion with specified relative precision debed by
Lemeshow et al. (1990), setting thait 0.05, and a 50% of unwell population seekirgjtheadvice or treatment
in the last 14 days, a total of 405 households wetriited to achieve 0.95 power.

Sampling strategy

A two-stage cluster sampling method was then usestlect these households. Seven (7) sampling fraveee
created with the primary sampling units being &lthe sub-locations within the 7 sub counties. Freech of
these sampling frames, one sub-location was randeglected. The second stage sampling frame inslolve
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generating a list of the villages and populatiobtamed from the local administrative head in whicte village
from each sub-location was randomly selected. Holde which participated in the study were theredteld
randomly. All eligible (age&18 years, residing within the geographic boundaoieselected villages and had
been residing in the area for a minimum of fiverggavere consented and enrolled into the study.

Data Collection
Interviewer administered questionnaires were usedcdllect data related to the study categorized as:
demographic attributes, preferred health servioestarriers to access of health services.

Ethical considerations

The research protocol was presented for scierdifid ethical approvals by the Scientific Steeringn@uttee
and the Ethical Review Committee of Kenya Medicak&arch Institute (KEMRI) prior to commencement of
field activities. Written informed consent was ab&l from each participant. Confidentiality was mained by
assigning all participants with a unique identifioca number and all paper research records storedlocked
cabinet stationed in a secured room only accestililee principal investigator.

Statistical analysis

Quantitative data was analyzed using STATA verdi8r{StataCorp LP, College Station, TX, USA). Dgsive
statistics frequency (%), mean, standard deviatimth medium (interquartile ranges at 25% and 75%# weed
to express quantitative dafehe overall health seeking behavior was determfoedll participantsin bivariate
analyses, odds ratios (OR) and 95% confidence viaiier(Cl) for the association betwedwalth seeking
behaviorand socio-demographic, household related fact@altiicare accessibility, availability and healtlecar
related problems characteristics were calculatédguBoisson regression. In multivariate analysemamual
backward elimination approach was used to reachmtbst parsimonious model including factors thatewver
associated with healthcare seeking behavior amamgas community in Garissa County at the signifioan
level of P< 0.05.

RESULTS

Demographic characteristic

The mean age (£SD) of the respondents was 35.19)(§@ars ranging between 18 to 84 years. There ey
age group peaks; (n = 157, 38.8%) aged between 30 years and (n = 130, 32.1%) aged 31 to 40 y&aes
majority of the responds 72.8% were female, 68.186 mone- formal type of education, 54.4% were
unemployed. The mean number (£SD) of the housegbmpdilation was 6.65 (3.02) persons ranging betvieten
21 persons. The majority 31.9% had monthly incafe4800 Ksh, 91.4% of the households speB8000 Ksh
for their monthly healthcare expenditure (Table 1).

Healthcare seeking behavior

As summarized in Table 2, out of the 405 participamajority (n=293, 72.3%) sought treatment/advioeng
their last illness while about (n = 112, 27.7%) didt seek any treatment/advice. For those who gough
treatment, the majority (n=226, 55.5%) were in @avernment hospital/clinics followed by (n=37, 9)1¥
private hospital/clinic and (n=28, 6.9%) among Ttiadal or homeopathic or spiritual healers.

The majority of participants (n = 211, 52.1%) rapdrthe Government hospitals/clinics as the mostreon
health service providers available tioee Somali Community. Others included (n = 95, 28.5stating the
availability of three differentealth service providers tthe Somali Community including Private clinic \
Government clinic or hospital and Traditional omtempathic healer, followed by (n=33, 8.1%) whoestahe
availability of Government and Private clinic ordpital while the least (n =15, 3.7%) reported thailability of
private clinics.

Among the reasons the participants would chooserefier a certain health facility included; the midgjo(n =
180, 44.4%) being due to cost (cheaper than thergth(n=42,10.4%) due to trust for the serviceviglers’
workers, (n=37,9.1%) due to proximitpgar thusease of transportation/distance to clinic) whiilere were
others (n=16,4%) who would prefer healthcare fgcilibecause of different combined reasons:
Cost/Proximity/Trust/Attitude/Time saver and avhildy of equipment.
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Table 1: Descriptive characteristics of study partipants

Variables Frequency Percentage
Age
Mean (+ Standard deviation - SD) 35.17 +12.9
Range 66 (18-84)
<2C 28 6.¢
21-3C 157 38.¢
31-4C 13C 32.1
41 -5C 3€ 8.¢
>51 54 13.5
Gender
Male 11C 27.2
Female 29t 72.¢
Education level
Primary 14 3.E
Secondary 25 6.2
Tertiary 9 2.2
Non-Formal 27¢ 68.1
Religious Classes 81 20
Marrital status
Single 24 5.¢
Married 32¢ 81.2
Divorced/Seperated 27 6.7
Widowed 28 6.2
Religion
Muslim 404 99.¢
Christian 1 0.2
Occupation
Employed 22 5.4
Self employed 74 18.2
Unemployed 184 54.¢
Monthly Income
<4800 ksh 12¢ 31.¢
4800 9600 ksh 11z 27.1
9601 - 19200 ksh 10¢ 26.¢
>19201 ksh 5% 13.¢
Household headship
Yes 142 35.2
No 262 64.1
Household population
Mean (+ SD) 6.65 + 3.02
Range 20 (1-21)
<4 9t 23k
510 1C 27C 66.7
>11 4C 9.¢
Healthcare Expenditure
Mean (+ SD) 1462.74 + 1655.48
Range 14900 (100 - 15,000)
>3000 ksh 37C 91.£
3001 6000 ksh 28 6.€
>6001 Ksh 7 1.7
Availability of Healthcare insurance
Yes 3C 7.4
No 37¢ 92.€

The mean (£SD) duration after the onset of illndeg the participants sought treatment was 2.92) [days
ranging from O to 30 days. The majority (n=203,180) of the participants sought treatment/advice & tlays
post the onset of illness followed by (n=126, 31) 180 sought treatment immediately and some (n£83&8%)
participants sought treatment > 6 days post orfséhess.

The majority (n = 366; 90.4%) of the participantthered to medication instructionsiring their last ailment
versus (n=39, 9.6%) who did not.

The majority (n=264, 65.2%) of the participantsadpd having not taken any medication prior to segk
medical treatment or advickiring their last illness versus (n=141, 34.8%}ipgrants who self-medicated prior
to seeking medical intervention
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Table 2. Healthcare seeking characteristics of th&tudy participants (n = 405)

Variables Frequency Percentage
Treatment place for the last illness
Private clinic 37 9.1
Government clinic or hospital 226 55.8
Traditional or homeopathic or spiritual healer 28 6.9
Did not attend any 114 28.1
Hospital/Clinic available in the community
Government clinic or hospital 211 52.1
Private clinic 15 3.7
Government and Private clinic or hospital 33 8.1
Traditional or homeopathic or spiritual healer 24 59
Private/Government clinic or hospital/Traditional o 95 235
homeopathic healer
Private clinic/Traditional or homeopathic healer 27 6.7
Reasons for choosing health faclity
Cost 180 44.4
Proximity 37 9.1
Trust 42 104
Attitude 11 2.7
Time saver 21 5.2
Well Equipped 31 7.7
Cost/proximity 34 8.4
Cost/Proximity/Trust 33 8.1
Cost/Proximity/Trust/Attitude/Time saver /Equipped 61 4
Time to visit formal health facility
When self treatment does not work 37 9.1
Prolonged symptoms 81 20
Availability of adequate money 14 35
Disease severity 127 31.4
Immediately 146 36
Adherence to medication during last illness
Yes 366 90.4
No 39 9.6
Days after illness sought advice/treatment
Mean (+ SD) 2.94 +4.2
Range 30 (0-30)
Immediately 126 31.1
1to 5 Days 203 50.1
>6 Days 76 18.8
Taken Medication during illness before seeking
advice/treatmen
Yes 141 34.8
No 264 65.2

Multivariate analyses

In Table 3, the multivariable logistic regressiampares sociodemographic, household and hospidhability
and the health seeking behavior of the participaotess different facility ownership.
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Table 3A. Multivariable logistic regression of heahcare seeking behavior during latest illness by mvider
facility type

SEEKING HEALTHCARE ADVICE AND TREATMENT

Total All the facilities Government facilities Private faclities Traditional\Spiritual facilities
Variables population _ % . P Multivariate % . P Multivariate % . P Multivariate % . P Multivariate
Seeking Seeking Seeking Seeking
80R (95% CI) 80R (95% CI) 80R (95% CI) 80R (95% CI)
Gender
Male 11C 92.7 0.00z 15(1.2-2.1, 67.2 NS NS 16.¢ 0.004 25(1.4-49 9.1 NS NS
Female 29t 64.7  Referent Referent 51.t  Referent Referent 7.1 Referent Referent 6.1  Referent Referent
Occupation
Employed 22 90.¢ 0.47:2 1.2(0.7-1.9 45t 36.4 0.004 3.9(1.5-9.9 9.1
Self employed 74 892  0.04¢ 1.311.0-1.7, 74.€ NS NS 9 0.273 1.50.7-33 5.4 NS NS
Unemployed 184 64 Referent Referent 48.¢  Referent Referent 7.1 Referent Referent 7.4 Referent Referent
Monthly Income
<4800 ksh 12¢ 73.€ 57.4 9.3 0.25¢ 0.50.2-1.1, 7
4800 - 9600 ksh 112 73.2 NS NS 59.¢ NS NS 8.9 0.12¢ 0.4(0.2-1.1, 4. NS NS
9601 19200 ksh 10¢ 67.¢ 50.t 5.8 0.027 0.3(0.1-0.9, 11.¢
>19201 ksh 55 76..  Referent Referent 54.t  Referent Referent 20 Referent Referent 18 Referent Referent
Household population
<4 95 68.£ NS NS 56.€ NS NS 74 0.00¢ 0.3(0.09-0.7; 4.z NS NS
510 1C 27C 70.2 54.¢ 7 0.001 0.20.1-0.5 8.t
>11 40 95 Referent Referent 6C  Referent Referent 32.f  Referent Referent 2.5 Referent Referent
Household headship
Yes 14z 88.¢ 0.00: 151.1-19 69.2 0.00¢ 15(1.2-2.1; 14 NS NS 5.€ NS NS
No 262 63.4  Referent Referent 485 Referent Referent 7.3 Referent Referent 7.6 Referent Referent
Availability of Healthcareinsurance
Yes 30 40 0.01« 0.5(0.3-0.9) 2C 0.002 0.30.2-0.7; 20 NS NS 0 NS NS
No 37¢ 74.¢  Referent Referent 58.7  Referent Referent 8.8 Referent Referent 7t Referent Referent
Healthcare Expenditure
>3000 ksh 37C 721 56.2 0.02: 0.4(0.2-0.8; 8.9 7€
3001 - 6000 ksh 28 60.7 NS NS 42.¢ 0.01¢ 0.30.1-0.8; 17.¢ NS NS 0 NS NS
>6001 ksh 7 10C  Referent Referent 85.7  Referent Referent 14.2  Referent Referent Q Referent Referent
Major contributer to Healthcare Expenditure
Father 274 66.8 51.1 10.¢ a7 0.04¢ 0.40.2-0.9;
Mother 55 87.2 NS NS 67.2 NS NS 9.1 NS NS 10.¢ 0.891 0.9(0.3-2.6)
Others Children/Relatives 76 81.€  Referent Referent 64.5  Referent Referent 5.3 Referent Referent 11.8  Referent Referent
Hospital/Clinic available to Somali community
Government clinic or hospital 211 88.6 82 0.016 2.3(1.2-4.6) 5.2 0.604 1.7(0.2 - 14.1) 1.4 0.006 0.1(0.02 - 0.5)
Private clinic 15 86.7 133 0.212 0.4(0.08 - 1.7) 60 0.006 19.5(2.3-165.8) 13.3 0.979 0.9(0.2-5.7)
Government and Private clinic or hospital 33 48.5 NS NS 15.2 0.193 0.5(0.2-1.4) 33.3 0.018 12.9(1.5-109.4) O 0.991 ND
Traditional or homeopathic or spiritual healer 24 100 58.3 0.342 1.6(0.6 - 3.6) 4.2 0.985 0.9(0.05-)16.137.5 0.9191 1.1(0.3-3.9)
Private/Government clinic or hospital/Traditional g 411 242 0416  07(0.3-16) 63 0619  17(02-147105 0753  1.2(0.3-45)
or homeopathic healer
Private clinic/Traditional or homeopathic healer 27 51.9 Referent Referent 33.3  Referent Referent 37 Refere Referent 14.8  Referent Referent
Hospital/Clinic preferred to Somali community
Private clinic 53 96.2 37.7 0.352 1.7(0.6 - 5.3) 56.6 0.004 8.1(1.9 - 33.4) 19 0.036 0.06(0.005 - 0.8)
Government clinic or hospital 320 67.2 NS NS 62.8 0.01 3.4(1.3-8.7) 13 0.127 0.3(0.06 - 1.4) 3.1 0.001 0.1(0.04 - 0.4)
Traditional or homeopathic or spiritual healer 32 84..  Referent Referent 15.€  Referent Referent 15.€  Referent Referent 53.1 Referent Referent

% - Percentage; Cl - confidence interval; NS - Bighificant; aOR - Adjusted odds ratio; P - Levkbignificance; R 0.05 indicates the relationship is significant
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Table 3B. Multivariable logistic regression of heahcare seeking behavior during latest illness by mvider

facility type
SEEKING HEALTHCARE ADVICE AND TREATMENT
Total All the facilities Government facilities Private faciities Traditional\Spiritual facilities
Variables population _ % . P Multivariate % . P Multivariate % . P Multivariate % . P Multivariate
Seeking Seeking Seeking Seeking
30R (95% CI) 30R (95% CI) 30R (95% CI) 30R (95% CI)
Reasons for choosing health faclity
Cost 180 583  0.219 1.8(0.7 - 4.4) 56.1  0.207 19(0.3y5. 1.1 11
Proximity 37 811 007 2.4(1.0-6.3) 514  0.141 2.3(0687) 5.4 243
Trust 42 100  0.027 29(1.1-74) 952  0.036 31(1.1-8.7) 0 48
Attitude 11 100 0.052 2.8(0.9-84) 90.9 0.052 3.2(019.3) 0 NS NS 9.1 NS NS
Time saver 21 95.2 0.116 2.3(0.8-6.7) 52.4 0.053 3.5(028) 429 0
Well Equipped 31 100  0.067 2.5(0.9 - 6.7) 45.2 0.19 2714®.9) 48.4 6.5
Cost/proximity 34 64.7 0212 1.8(0.7 - 4.9) 353 0414 (A%-5.1) 17.6 11.8
Cost/Proximity/Trust 33 818  0.083 2.4(0.9 - 6.3) 455 200 2.1(0.7- 6.3) 12.1 24.2
Cost/Proximity/Trust/Attitude/Time saver 16
JEquinned 31.3  Referent Referent 25 Referent Referent 6.3 Referent  ferdve 0 Referent Referent
Time to visit formal health facility
When self treatment does not work 37 70.3 37.8 0431 (0&8 1.4) 16.2 0.031 3.3(1.1-10.2) 16.2
Prolonged symptoms 81 56.8 48.1 0.352 0.8(0.6 - 1.2) 7.40.522 0.5(0.2-1.2) 12 NS NS
Availability of adequate money 14 64.3 NS NS 14.3 0.15 (@08 - 1.4) 14.2 0.536 0.9(0.2-4.1) 35.7
Disease severity 127 64.6 53.5 0.002 1.7(1.2-2.4) 2.4 0.046 0.3(0.07 - 0.9) 8.7
Immediately 146 89 Referent Referent 70.5  Referent Refferen  15.1  Referent Referent 34 Referent Referent
Days after illness sought advice/treatment
Immediately 126 786 045 1.1(0.8 - 1.5) 542  0.254 184.8) 12.7 56  0.343 0.6(0.2- 1.7)
1to 5 Days 203 67  0.004 0.5(1.2-2.1) 52.6 0.002 1.7(1.2-2.4) 8.9 NS NS 3.9 0.014 0.3(0.2-0.8)
>6 Days 76 76.3  Referent Referent 60.3  Referent Referent ferdde Referent 17.1  Referent Referent
Three most common illnesses found within
your community
Diarrhea\Malaria 60 80  0.001 2.8(1.7-4.7) 68.3 0.001 25(1.4-4.3) 33 0.295 3.7(0.3-42.1) 8.3
Diarrhea\Malaria\Acute malnutrition 68 97.1 0.001 3.1(1.9-5.1) 83.8 0.001 25(1.5-4.2) 8.8 0.039 9.7(1.1-849) 4.4 NS NS
Diarrhea\Malaria\Acute
malnutrition\Hypertension\Diabetes\Helminths\An 75 88 0.001 2.8(1.7-4.6) 57.3 0.024 1.8(1.1-3.1) 21.3 0.002 28.8(3.5-235.1) 9.3
emia
Diarrhea\Malaria\Pregnancy complication\Anemia 107 .283 0.001 27(1.6-43) 579 0.016 1.9(1.1-31) 131 0015 12.4(1.7-106.7) 12.1
Malaria 95 25.3  Referent Referent 24.2  Referent Referent 1 1.Referent Referent 0 Referent Referent
Differences in accessing healthcare between
men and women in the community
Yes 40 87.5 NS NS 50 NS NS 10 NS NS 27.5 0.001 5.1(2.1-12.3)
No 365 70.7 _ Referent Referent 56.4  Referent Referent 9.6 er&wf Referent 4.7 Referent Referent
Healthcare services to be brought closer to
community by the county government
More Health staff 12 66.7 333  0.288 0.5(0.2 - 1.6) 16.7 6.71
More Health facilities 157 93.6 68.2 0.558 0.9(0.6914 14 11.5
Transport/Ambulance 21 52.4 NS NS 28.6 0.114 0.4(0.1} 1.2 48 NS NS 19 NS NS
Maternity services 22 100 90.9 0.946 0.9(0.5-1.8) 9.1 0
Drugs 160 46.9 38.8 0.012 0.5(0.3-0.9) 6.3 19
Laboratory services 33 90.¢  Referent Referent 81.6  Referent Referent 6.1 Referent Referent 3 Referent Referent

% - Percentage; ClI - confidence interval; NS - Significant; aOR - Adjusted odds ratio; P - LevEbignificance; < 0.05 indicates the relationship is significant

All health facilities or interventions: The following variables showed likelihood of seekingatment in any
health facility or intervention during participahkstest illness includingmale gender 5% more like({DR= 1.5,
95% CI [1.2 to 2.1], p = 0.002), self-employmerf 3nore likely (OR= 1.3, 95% CI [1.0 to 1.7], p $008),
household headship 5% more likely (OR= 1.5, 95%1Cl1 to 1.9], p = 0.003) trust as a reason for chap
health facility 9% more likely (OR= 2.3, 95% CI [1to 7.4], p = 0.027), waiting 1 to 5 days befoeeldng
advice (OR= 0.5, 95% CI [1.2 to 2.1], p = 0.0043tieg Diarrhea\ Malaria (OR= 2.8, 95% CI [1.7 td¥p =
0.001), Diarrhea\Malaria\Acute malnutrition (OR395% CI [1.9 to 5.1], p = 0.001pjarrhea\ Malaria\ Acute
malnutrition\ Hypertension\ Diabetes\Helminths\ Aria (OR= 2.8, 95% CI [1.7 to 4.6], p = 0.00Diarrhea\
Malaria\ Pregnancy complication\ Anemi@R= 2.7, 95% CI [1.6 to 4.3], p = 0.001) as the¢hcommon illness
facing the community. On the other hand, resporsdesio had health insurance were 5% less likely (O

95% CI[0.3 to 0.9], p = 0.014) seekireatment in any health facility or interventioarishg their latest illness.

Government hospitals or clinics

Factors that showed likelihood of seeking treatniierthe government hospital during participantsé$a illness
included: household headship (OR= 1.5, 95% Cl{d.2.1], p = 0.006), stating Government clinic ospital as
the only available facilities in the community (OR=3, 95% CI [1.2 to 4.6], p = 0.016), preferringv@rnment
clinic or hospital in the community (OR= 3.4, 95%[C3 to 8.7], p = 0.01), trust as a reason favading health
facility (OR= 3.1, 95% CI [1.1 to 8.7], p = 0.03@)siting health facility due to disease sever@R= 1.7, 95%
Cl [1.2 to 2.4], p = 0.002), taking 1 to 5 daysdryefvisiting health facility (OR= 1.7, 95% CI [1t@ 2.4], p =

0.002), stating Diarrhea\ Malaria (OR= 2.5, 95% 14 to 4.3], p = 0.001), Diarrhea\Malaria\AcuteImarition
(OR= 2.5, 95% CI [1.5 to 4.2], p

0.001piarrhea\ Malaria\ Acute malnutrition\ Hypertension
Diabetes\Helminths\ AnemidOR= 1.8, 95% CI [1.1 to 3.1], p = 0.024piarrhea\ Malaria\ Pregnancy
complication\ Anemia@R= 1.9, 95% CI [1.3 to 3.1], p = 0.016) as thee¢thcommon illness facing the
community. On the other hand, factors that wers lg®ly to influence seeking treatment in the goweent
hospital during their latest illness included: Rss$on of health insurance (OR= 0.3, 95% CI [0.D.T§, p =
0.003), spending > 3000 Ksh on healthcare (OR=%6%p Cl [0.2 to 0.7], p = 0.003) and 3001 to 6000Ks
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(OR=0.3, 95% CI [0.2 to 0.7], p = 0.003) on heedite expenditure and suggesting improvement insdwithin
community (OR= 0.5, 95% CI [0.3 to 0.9], p = 0.012)

Private clinic or hospital

In multivariate analysis, male gender (OR= 2.5, 96P§1.4 to 4.9], p = 0.004), formal employment (©R.5,
95% CI [1.5 to 9.9], p = 0.004), availability ofigate clinic (OR= 1.5, 95% CI [1.2 to 2.1], p = 06) and
Government and Private clinic or hospital (OR= 1298% CI [1.5 to 109.4], p = 0.018) in the commuynit
preferring private clinics (OR= 12.9, 95% CI [1®33.4], p = 0.004), seeking treatment when selfioaion
does not work (OR= 3.3, 95% CI [1.1 to 10.2], p.831), Diarrhea\Malaria\Acute malnutrition (OR= 995%
Cl [1.1 to 84.9], p = 0.039), Diarrhea\ Malaria\uke malnutrition\ Hypertension\ Diabetes\ HelmintAsemia
(OR= 28.8, 95% CI [3.5 to 235.1], p = 0.002) andrthea\Malaria\Pregnancy complication\Anemia (OR=1
95% CI [1.7 to 106.7], p = 0.015) as the three ncoshmon iliness found in the community were mokelii to
seek in the private hospital during their latdseits .

On the other hand, independent factors that weelikely to be associated with seeking treatmetié private
hospital during their latest illness included: nidptincome of 9601 to 19200 Ksh (OR= 0.3, 95% CIL[f
0.9], p = 0.027), spending > 3000 Ksh on health¢@®= 0.3, 95% CI [0.2 to 0.7], p = 0.003), houddho
population of less than 4 persons (OR= 0.3, 9590®©Ito 0.7], p = 0.008) and household populatietween 5
to 10 persons (OR= 0.2, 95% CI [0.1 to 0.5], p@0Q) and visiting health facility due to diseaseesty (OR=
0.3, 95% CI [0.2 to 0.9], p = 0.046).

Traditional or spiritual healer

In multivariate analysis, the respondents who dtdke existence of differences in the access oftlezae
services between men and women in the communitg were likely to seeking treatment among the tieokd

or spiritual healers during their latest illnesREO5.1, 95% CI [2.1 to 12.3], p = 0.001) comparedhibse who
stated the lack of gender differences in accedsaaithcare. On the other hand, independent fatbatswere
less likely to be associated with seeking treatna@nong the traditional or spiritual healers durihgir latest
illness included: mothers being the major contdbubd healthcare expenditure (OR= 0.4, 95% CI {6.2.9], p
= 0.045), stating the existence of only governntergpital to the community (OR= 0.1, 95% CI [0.02t5], p
= 0.006), preferring private (OR= 0.06, 95% CI Qo 0.8], p = 0.036) and government hospitals @R,

95% CI [0.04 to 0.4], p = 0.001) and visiting hbdiacility 1 to 5 days post onset of current illed®R= 0.3,
95% CI [0.2 t0 0.8], p = 0.014).

DISCUSSION

This study is among the first of its kind to asskealth care seeking behavior putting into accanaitiidual
choices between modern health care systems (@thernment or private facility) and traditional spiritual
settings. Specifically, we examined the level oéltte care seeking patterns, preferred health fadyipe, and
factors driving these individual choices amongidtliy marginalized community in the semi-arid regiof North
Eastern region of Kenya. Currently, Garissa Courdg 205 health facilities. Out of these, 68 arelléwo
facilities, seven are level four, 85 are privataick, 13 level three private, 4 are private Nugsiftomes, one is
private Hospital, 21 are level three facilities amk is a level five facility based in Garissa To(@arissa
County Government, 2018). Most of the health ftiesi are along the river and urban centers whexeethre
settlements, with an average distance to the nigagatth facility being 25Km. The number of docpmpulation
ratio being currently 1:41,538 while the nurse gapaon ratio is 1:2,453 (Garissa County Governme&oti 8).
This study becomes necessary owing to the abouedstacts hence its findings could be valuable for
policymakers.

The level of seeking healthcare intervention (tremit or advice) was significantly high in this ptgiion
(72.3%). This was especially encouraging becausst ofgarticipants sought medical treatment frondera or
formal healthcare setting (55.5% Government anélodri private hospitals) versus only (6.9%) seekimedical
treatment\advices from traditional or homeopathismiritual healers. Even though we did not spetlify last
disease or illness in which participant sought ttrest for, the high level of seeking modern medical
intervention is worth noting given that this counsyknown for five most prevalent diseases assediatith
morbidity and mortality in Kenya; including Uppeespiratory Tract Infections (30.9%), Urinary Tratfiection
(15.2%), Diarrheal diseases (9.5%), Diseases ofs#ie (7.4%) and Pneumonia (6.7%) (Garissa County
Government, 2018). Literature reports various |l®@fdiealth care utilization pattern; In a Nigergtody, 22% of
children with pneumonia sought care first from ipagpriate health care providers (pharmacies/chsmist
friends/relatives) (Kirolos et al., 2018). In a Zasian household survey, mothers reported a highgrtiom of
sick children sought skilled provider for care,liing 76% of rural children and 62% of urban cteld (Carter

et al., 2018). In Burkina Faso, Beogo et al., (90t®wed that participants who had severe medaraditions,
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almost equally sought care from for-profit or not-profit facilities, only 36.4% preferred nursesngpared to
MDs. In Uganda, Atwine & Hjelm, (2017), reportedattpersons with diabetes buy medicine from a dhaps
or pharmacy and use home self-medication or sefarchelp from private health facilities or from diional
healers, but to a lesser extent before they selgkfitan formal health facility. This and our studsiterate the
need for continuous education on the importancgeeking appropriate medical intervention in tanddth the
onset of symptoms and signs.

In this study, the predisposing and enabling factgender, employment, household headship, truasting and
turnaround time, common disease type, availahifthealth insurance) were generally associated satking
treatment in any health facility or interventionrithg their latest illness. Overall, a wealth of siig literature
concurred on similar findings. Andersen’'s (1995hdeoral model identifies three levels of factotmtt
contribute to the decision to seek care or not. Feerett et al. (2009), predisposing and enabliagtdirs
(gender, age, metropolitan residence, or uninsaresh public insurance) were associated with segkigalth
care. For others, the drivers are related to efficy (cost/quality, mother’s level of educationstance to the
nearest health facility, Financial barriers) (Rumnet al., 2006; Sreeramareddy et al., 2006; Feikial., 2009;
Getahun et al., 2010). Lastly, there are a numbéaators that contributed to the perceived andwatad need
to seek care, including the perception of symptasisevere or presence of easily identifiable symptbave
been shown to prompt care-seeking for sick infamis children (Shah et al., 2014). In addition, @refice for
seeking informal care, such as self-medicatiomautitional healers can also delay seeking formad ¢donyane
et al., 2016).

The unique feature of this study, was the abildyetvaluate factors predisposing participants tdting the
formal (government and privately owned) versus rimfal health facility. Seeking care from privatelwreed
formal healthcare facilities was generally markgchigh socio-economic status and power indiredtigven by
employment and male gender. The availability ofltheare insurance in Kenya generally known as Matio
Hospital Insurance Fund (NHIR) state operated scheme mandated to provide ré@wcaance cover to all its
members and their declared dependents, was ledy li& influence seeking care from government fgcil
Further, health care involving payments even #g lits >3000 ksh was associated with poor carerggéiom
government facilitiesThe importance of socio-economic scale as a dfivehealthcare seeking behavior was
also reported by other studies. Dhillon et al.,1Z0noted that healthcare associated costs ane aftarrier for
care-seeking. In Rwandéagabo et al., (2018)oted that none of indicators of poor socioeconostatus were
associated with care-seeking and for those whondidseek care, very few indicated limited finanessa
barrier. This Rwanda studies may be explained lyftitus of Rwanda’s health policies on reducingadoc
inequity (Kagabo et al., 2018yhe community-based health insurance, catfeduelle de santéas increased
care-seeking by reducing financial barriers to caiith enrolled families having twice the healtreatilization
rates compared to uninsured families (Schneidetrson, 2007). This was on the contrary to outystuhere
those who had the NHIF cover were unlikely to seake from the government facility. This should be a
avenue for rigorous investigation in this regiopchuse the importance of NHIF in seeking treatnrewother
regions of Kenya has been observighifia et al., 2016).

The healthcare availability, individual prefereneesl the type of services offered were key in eficing care
seeking in both government and privately own fdedi The WHO acknowledges that responsiveness to
people’s expectations is an essential intermedjagay of a health system and poor responsivenesaagatively
affect utilization of services and the effectivehe$ interventions (WHO, 2007). Arguably a well-@tioning
health system delivers quality health services Hitdin patient/caregiver satisfaction and ultiryaicits
demand for the said healthcare services. Eviderwa fhis study and others reiterate the need tngthen
child healthcare systems and in particular to fiimer efforts in promoting access to pharmaceutsgplies,
adequate clinical examination of the child, alonthvimproving health worker attitudes towards cavers and
reducing time in waiting for child healthcare sees.

The health provider characteristics such as trushiviess and health facility factors such as imprognt in
drug stocking were equally important in influencitig choice of health facility type. The dearthesfdence
from various studies in health showed relative ificance of attributes sometimes differed with sostedies.
For example, study to elicit people’s preferenamsaittributes of public health facilities in Soudfrica also
found availability of medicines to have the greatrarginal effect with other clinical attributescéuas thorough
examination and provision of expert advice beingen@lued than non-clinical quality care attributaduding
waiting time, staff attitude and treatment by dostor nurses (Honda et al., 2015). Similarly, algtin rural
Ethiopia on women’s preference for obstetric caventl availability of drugs and equipment as the tmos

76



Journal of Health, Medicine and Nursing www.iiste.org
ISSN 2422-8419  An International Peer-reviewaardal E-I_.!l]
Vol.55, 2018 IIS E

important attributes of a health facility, followdxy provider type and attitude of health provid€ruk et al.,
2010). In Zzambia, thorough examination was the niogiortant health facility characteristic, followdxy
avoiding rude staff and availability of drugs (Hanset al., 2005). In Malawi (Michaels-lgbokwe et, &015)
and Tanzania (Kruk et al., 2009), provider attituaded reliable access to adequate quantities ofsdaungl
equipment were the two most important utility featiof a health facility for reproductive healthngees for
young people and obstetric services for women eetsely.

In our study, longer duration of illness was a stygredictor of care-seeking in formal facility rat than in
informal facilities. Household caregivers have mgd quick death due to illness for not seeking ¢&iagabo et
al., 2018). There are several factors identifiedtimer studies that could contribute to the delayseeking care
including lack of awareness of the severity ofélis (Burton et al., 2011), first attempting traditl medicines
or self-treatment (Diaz et al., 2013), as well asklof access to timely transportation when aredifnoccurs
quickly (Kassile et al., 2014). Further, strengihgrthe emergency transport system to facilitatgent transfers
from the community to a health facility is neededhis community.

The perceived differences in accessing healthcatwden men and women in the community was a kexedri
for seeking care among traditional or spirituallbea Studies have reported the importance of @lltoeliefs

and practice (Chibwana et al., 2009) and perceptibthe cause of the illnes®\bubakar et al., 2013) in
contributing to the delay for caregivers to acaesslical care for illness. Observations indicate ihearegivers

perceive a certain illness to be unrelated to bitioad causes, they are less willing to go for bidioal care, or

at the very least, may delay the speed at whicly thke up biomedical care (Dillip et al., 2012).€8h

observations point to the central role of socidwmall factors in determining health-seeking behavio

Our study findings need to be interpreted in lighsome limitations. We used in-depth interview$ydn our
data collection. Triangulating our results with dsed group discussions, observations and survayd bave
been used to increase validity of our data. Howether patterns of results closely mirroring earliésease-
specific studies (Winkler et al., 2010) attest lte walidity of both our data and our conclusiomgotmation
about the care-seeking patterns during the lalesiss was based on caregiver’'s recall. Howevertrigd to
minimize recall bias by probing the caregivers wWiaal been residing in the area for the last 5 yaadshave
themselves or a member of their household beemilthe past 14 days. Within this 14-day period, the
circumstances (social, economic, environmental)likedy to have remained the same and the evemtlraas
feasible. The use of a rigorous pre-tested metlogilcdl tool, conducting interviews in local dialeahd use of
pictograms to aid comprehension of choice setsthadvery high response rate, represent strengthsup
study.

The following conclusions can therefore be dravaat the advent of devolved government system inydmas
seen Garissa county has achieved remarkable psogrdsalth indicators as evident by the signifiahigh
proportion of the households seeking appropriattiheare. Ongoing efforts by the county governmient
economic development, food security, and clean mate sanitation will undoubtedly go a long way tods
improving the health of the average Somali comnyunender, occupation, household headship, health
insurance, health personnel attitude and trustira#ls, availability and the preference of currezdlth facility,
duration of illness and perceived illnesses inabmmunity were independent predictors of care segfatterns
in this region. Other than these factors, the souaitural beliefs were key in choosing between Ttradal
healing systems and biomedical treatment. Undepidttessant improvement in education, healthifesland
medical services in the community, are imperativéntiprove care seeking pattern in this Semi-arglar of
Kenya.
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