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Prologue

The Measles Campaign

“So tell him not to fuck with me. I'm being nice!”
“Yes, she is scary!”
“She is so harsh and she could get him fired!”

“Do you think we’re stupid justdause we're black?”

| am in the Médecins Sans Frontiérs (MSEar with Jenny, a northern European nurse in her
20s supervising the measles campaign conducted amea in southern Malawi. She sits in the
front next to the Malawian driver. We drive on astyy red road in rural Malawi passing
newly harvested maize fields, green hilltops andlbolusters of houses made of bricks and
grass roofs. Jenny is wearing beige field trous@ a white t-shirt with the MSF logo on.
Her hair is greasy and she has dark circles uneleeyes partly hidden by her sun shades. She
tells me that she has barely slept since this cangaegun three days earlier, and she has
literally no time for food or toilet breaks. Thenas been no time for a proper shower for days
now. She is tired and stressed. | ask her aboubijggest challenges so far in this emergency
measles campaign. She tells me that her biggestooiis the cooler boxes and the neglect of
keeping the lid on. This will ruin the cold chaindadestroy the measles vaccieshe tells
me that she relocates responsibilities when shés spdocal Health Surveillance Assistant
(HSA)® unfit to give injections. Some have bad techniguee says. Also, she finds it
problematic that the HSA-Teamleader is afraid ofng his people instructions. Normally,

she says, when MSF assists a vaccination camphlkgnghis they train one team to be used

1 MSF is French for Doctors Without Borders; an ipeledent medical humanitarian organisation.
2 The measles vaccine need to be kept cold asiilive vaccine and will die at a certain degree la@ecbme

useless.
3 An HSA is a lay health worker responsible for eliéint tasks, among them the vaccination activitiesral

areas. HSAs will be thoroughly presented througlioeithesis.



throughout the whole campaign. Now they have tm tnew teams every week which means
having the same beginners’ problem at every lonattds the Malawi Ministry of Health who
insisted on using the HSAs already working at tifferént sites in the different districts, she

says.

We arrive at a new vaccination site at noon. Wp bipa little brick church close to a primary
school which is used as the campaign location.yJ@mmps out of the car and hurry over to
the church. She passes two women standing outbielectiurch on her way. They are
volunteer§ in charge of organising the line of children andtiers. No children or mothers
are waiting in the line at the present. Jenny retgléo see the two male HSAs running
towards the church from the Village Head’s house deor. They have eaten lunch together,
though HSAs were instructed by the MSF to takeviiddial breaks when eating lunch in order
to be more efficient. | am greeting the two volansewhen one of the running HSAs grabs my
hand when he passes me and s#yslcome my dearas we run into the church together. |
laugh and ask him if he is afraid of Jenny, anddmies, Yes she is very scary'hside,
Jenny is talking to Mr. Mwula, the Teamleader. Ehare no children or caretakers inside
either, only a handful of HSAs and volunteers wagitfor patients. Jenny and Mr. Mwula are
discussing why so few mothers with respective childhave turned up. Mr. Mwula is
convinced the administrative target numbers for lgwtion is too high. He is angry and
disappointed that no one has consulted the HSAsamathe ones who know the aTedenny
says the MSF is operating according to administeatiumbers provided by the Ministry of

Health (census data). She agrees, however, thauthbers could be wrong.

We drive back to the site where we started of§ big, nice Catholic church with a high

ceiling and colourful stain-glassed windows. A lofeschool children are waiting outside the
church. (See Photo 1) Inside, the vaccine equipmdatated on top of the altar in front of a
wall-painting of Jesus and the Virgin Mary (See tet®). One HSA is standing behind the

altar preparing in advance syringes with anti-mesasghccines. The vaccination session here is
running smoothly, and about a thousand childremereiving the measles vaccine today.
There is a steady stream of children coming dowraible, some with scared faces, getting
seated at the wooden bench awaiting the injeclienny stands next to the HSA behind the
altar and becomes aware of his syringes. She ldali#yhim that there is a big air bubble in

the syringe he just prepared which makes the syniag full enough. She takes a look at other

syringes already prepared and she finds severalawitbubbles in them. Many of them thus

* The volunteers are, in this context, community foera from the Village Health Committees who acagjpoe
help during the measles campaign for a small fee.
® HSAs are responsible for head counting in thetwaemnt area that they serve.
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contain too little vaccine. She tells him and tkieeo HSAs that these syringes are useless and
then she throws them away. Next she demonstrateschdraw a syringe without making air
bubbles. The HSA at display whispers to me thigtimpossible to draw all syringes without
air bubbles. Jenny hears this and replies thainsfact very possible, and explains once

again, calmly, how to do it.

i e s
Photo 1: A line of children outside the Catholicutith.

| TERUMD AD-Syringe“C):
" 100 0.5ml :
|| THIM AD-Syringe" ()
00 0.5 mi

Photo 2: Cooler boxes containing vaccines and ggsron top of the altar.
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The largest measles epidemic in 13 years hit Maldwing my fieldwork spring 2010. In
February alone 9000 people received the diseased4dngeople died (Doctors without
borders). This epidemic also reached the commumitgre | conducted my fieldwork at a
rural Health Centre. In May, the fifth month intoyretay in Malawi, a nationwide measles
campaign was organised. The campaign which wasisggh by MSF in collaboration with
national and local health authorities targeteddcbit between the age of six month and
fifteen years in several of the countries distri®sthin this group everyone was supposed to
receive the vaccine regardless of previous vacsiaels. The measles campaign was carried

out together with the annual Vitamin-A and AbendeZoampaign.

The MSF helped the government with information agrdogistics, vaccine and additional

material supply. The MSF-team operating in theraisof my fieldwork consisted of one

field coordinator, several field supervisors (mp&lropean nurses), a few Malawian nurses
and Malawian chauffeurs. Each field supervisor vesponsible for several catchment areas
as the campaign moved from health centre to healtiire on a weekly basis around the
district. They were responsible for distributingcemes and were suppose to guide and
overlook the work of HSAs and local volunteers. THIBAs were the ones performing the
vaccination and doing the actual job at the vacsitee together with the volunteers. The field
supervisor responsible for the catchment area ibestrabove was Jenny. This was her
second emergency case with the MSF. As the exowtjgiates, a lot of tension grew between
Jenny and the HSAs during this campaign; issuesacd, culture, knowledge and power

surfaced on a regular basis.

Organising an emergency vaccination campaign

The MSF team came to Nyanja Health Centre on tltajibefore the campaign was started.
They held a briefing. More than 40 volunteers had op at the Health Centre in addition to
the HSAs. The volunteers represented all the \elagithin the Health Centre’s catchment
area. The nurses and the Medical Assistant attaith#édte Health Centre were not a part of
the campaign. The MSF-team’s field coordinator fvasn Tanzania. She spoke in English
during the briefing and a Malawian MSF nurse tratesl her message into Chichéwsince

few members of the audience understood English.

® Abendazole is a de-worming drug.
" Chichewa, a Bantu language, is the official larguien Malawi in addition to English
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The MSF needed three teams to conduct the camjaigme area. Each teem needed ten
volunteers, five HSAs and one Teamleader (a seé#$k). Jenny was the field supervisor for
the three teams. An MSF representative hung upstepshowing how the vaccine location
should look like. The idea was that two volunteginsuld control the queue. They should
organise arriving people into one queue for chitdnaeder five years (U/5) and one queue for
children over five years. Two volunteers would goug Abendazole to the U/5 children. An
HSA would measure the Middle Upper Arm CircumfereiRIUAC) on children who looked
underweight and give caretakers information aboatifand breastfeeding. One HSA would
test salt for iodine (people were supposed to baisgall sample of the salt they owned to the
campaign site). Two HSAs would give vaccine inj@et, and one HSA would prepare the
syringes. Four volunteers would work the tally shaecking off how many receiving the
vaccine and two volunteers would mark the littleger of all the children gone through with
permanent marker. The Teamleader was supposectimok the whole situation stepping in
whenever needed. He was the only one allowed ta tpebox with all the equipment in, in
addition to Jenny. Each team was supposed to ¢hre locations during the five days of the
campaign. Each team had two locations that requéréso-day-station. As schools and
churches are located very closely in all the viégoften only separated by a football field,
the campaign was using the churches as locatidns Way it was easy to reach the school
children.

At the briefing the MSF organised a role-play whigre HSAs and the volunteers could play
out the scene. The volunteers took turn in playirggchildren waiting in line, and the role of
the volunteers organizing and guarding the linee ®t8A demonstrated how the iodine
testing should be done. People were enthusiasticsaamed to enjoy themselves. After the
role-play everyone was divided into teams, and iwithe teams they decided the work task
of each person, except the Teamleaders; they virieadg chosen as they were senior HSAs.
At the end of the briefing which lasted for a feauhs everyone received a Fanta and some

cookies. For many this was a nice treat.

The field coordinator from Tanzania asked everyidrtbey had learned anything from the
briefing, and the unison reply was/es!” She then gave everyone credit for all the good
work they had done that day and emphasised thatwhs for the children of Malawi, and
said they had better do this right. Then she ernledriefing with an appeal for teamwork
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and said, A TEAM has only four letters. T is for TogetherisEfor Everyone. A is for
Achieve. M is for More: Together Everyone AchidMese!”

Money issues

After the briefing it was time for HSAs and voluats to receive their bonus, and the mood
quickly changed in the room. One MSF representatet into a room and asked one by one
to come in and receive his/ her money. They stawiddthe volunteers. They each received
350 kwacha (kw) (2, 30 USIpand they were clearly not satisfied, but litteitd be done
since it was much needed money. Next it was timé&lf®As to receive their bonuses. In
advance there had been rumours about only gettig® a day (3, 28 USD). Normally, at
the annual Abendazole and vitamin-A campaign tleegived 800kw a day (5, 25 USD). The
HSAs considered that to be much easier work becamsehey had to vaccinate in addition.
When the first HSA came out and had only receiv@@k®, people were disappointed. One
HSA, a really hard worker, tried to convince evergao reject the money; to go on strike.
The others seemed to like the idea, but when itttvais turn to go in, they went and received
the 500 kw. HSAs have a meagre average monthlypa@.000kw (about 65 USD),
therefore most could not afford to reject the moridier they had been given the bonus the
HSAs made fun of the TEAMWORK philosophy. They ware satisfied and not motivated
to perform their best. However, the field coordorgiresented a moral position reminding
them this was for the children of Malawi, which sesl to win people over. The bitterness,

however, was still showing.

Information spread

It is Thursday the week before the campaign iddd.sMy assistant, Thomas, and | join Mr.
Mphaka, a young HSA, in his catchment area. Wesidiag on chairs in the shade outside the
Group Village Head's house. Her front yard is oftesed for meetings, so she has an outside
roof providing shade and there are wooden benchdseroeath it. Also, there is a big tree
providing shade in her yard. We sit down and waitHer to come. When she comes out we
all stand up and shake hands. Mr. Mphaka informsaleut his errand in her community
today and about the up-coming measles campaigry @lse discuss a cholera case in her
community. The Group Village Head thinks the afélit is a victim of witchcraft. Mr. Mphaka
reassures her that it is cholera. She does not seewinced. Next we are walking for some 20

minutes to reach the house of the head of thegélldealth Committee in the area. She sits in

8 Coinmill.com is used for calculating Kwatcha itd& dollars
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front of a small brick house with grass roof andycfloors. There are two other similar
looking houses sharing the same yard. We are seatsdme tree stumps under a tree in the
yard. There are five or six children playing ankirig care of domestic animals. None of these
children belongs to her; she is just taking caréhem right now. She holds a cow, three pigs
and some hens. Mr. Mphaka and the woman discusshwdrie of the volunteers should be
involved in this campaign, and how they shoulddivihe money. Simultaneously the pigs are
bullying the cow and the children are whipping pigs with sticks while the cow is trying to
kick one of the pigs. Unaffected by the action tgkplace in the background Mr. Mphaka
suggests the committee members divide the monegllgglihe woman does not agree. She
feels some are working much harder than otheregrcommittee, and that some deserve the
money more. They discuss the issue for a whilenTthey get interrupted when one of the
pigs eats a piece of soap. The kids are tryingetoaghold of the soap. The pig screams and
runs around. When the situation calms down, thelagk to discussing the money issue. She

says she will do as Mr. Mphaka tells her. He, haevesays that the decision is all up to her.

To get a campaign like this to work, the spreathfdfrmation is crucial. All the people in the

community must know about the disease outbreakndrad to do about it and where to go to
seek help. During the weeks leading up to the meashmpaign, the HSA priority was to

spread information. Every health talk was about rfieasles campaign. Health talks were
conducted in the morning at the Health Centre a@nevary outreach- and static clinic. The
HSA would have a dialogue with the caretakers idiggrsymptoms, treatment, danger and
prevention of the illness. When it was clear tha tampaign would take place, direct
information was given about time and location. H#As made use of their network. As each
HSA is responsible for a catchment area in thisroamty it was his/her responsibility to

make sure the information reached the populatioanywbf them talked to the Village Heads
in their catchment area, as the case above desciilbe Village Heads would then gather
people for a village meeting and give out informati Some of the HSAs attended these
meetings. Some HSAs also wrote letters to diffecamtgregations to be read out load during
the religious activities of the weekend before thenpaign. Members from different Village

Health Committees walked from door to door andrimied people. In addition, the MSF had

a car driving around in the community spreadingitii@'mation by megaphone.

When talking to caretakers and volunteers during ¢ampaign it was evident that the

information spread had been massive. Those | talkedvere sure everyone in their
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communites had heard the information and were gtmngarticipate. This work was pursued
before the money issue was raised at the MSF bgefi

The MSF, Health Surveillance Assistants and Vokrste

Jenny, the field supervisor, represented the M3Rigicatchment area, and in a wider sense
she also represented the ‘West’ and the ‘Whiterifuthe campaign it became clear that the
professional level of the HSAs did not live up ®ndy’'s standards and expectations. She
would constantly travel between the three differetcination sites and report back to the
field coordinator and the rest of the MSF team. Slwild show up un-notified at the
locations two or three times a day. Almost evemgetishe came she got frustrated and
irritated. This was often due to the HSAs’ negleickeeping the cold chain and using rubber

gloves, ‘disappeared’ vialair bubbles in the syringes, and crowded benches.

Normally, during under5 cliniésHSAs are used to have crowds of mothers and babiee
room where vaccines are handed out. During the lseeaampaign HSAs would usually wait
until the two first benches in the church wereefillup before giving injections. Jenny wanted
only one person at the time sitting at the bencleiveng the vaccine as a precaution against
needle accidents. When she arrived she would tipisally enter the church, spot the crowd,
and try to ‘handle’ the situation by waving her arto move people so that only one person
would sit at the front bench. However, as soorslas left, the HSAs would not vaccinate
until the benches had filled up again. There weraes‘near accidents’ with the needles; like

when a one-year-old grabbed the needle and pultad bf his own thigh.

After regular vaccination clinics held at the Healientre some HSAs would take the empty
vials and give them to local glue makers in exchangafsmall amount of money. The glue
makers use the vials as containers for their ghiehe end of the second day of the measles
campaign the vials were missing. The third day yexsked the Teamleader, Mr. Mulli, if he
had found the empty vials from the day before. Mulli said no, he had not. Jenny then told
him to find them. She wanted the vials because M$F procedure to count them up against
the tally sheets to secure the numbers of vacadnelddren. But it was also important to
hinder the spread of empty vials to the black mavkeere they, according to Jenny, were
being used to sell false vaccines. One HSA whigparene that they all knew who had taken

the vials and that he had already sold them. ThA K8ing me this hoped his colleague

® Settings where children receive vaccines and aighed at the health centre or at set outreacls post
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would confess so Jenny would give it a rest. Whaskkd the HSA who told me this why Mr.
Mulli, the Teamleader, did not say any thing tonjeto get her off his back, the HSA replied
“She is so harsh and she could get Kfthre HSA who sold thenfjred”. However, the match
between the tally sheets and the empty vials wien délse because the HSAs would check
the match at the end of the day and correct ti shkeets to make the numbers even. The
first day of the campaign a Teamleader and a MalawWwiSF nurse at the site figured the
numbers out together as the tally sheet showedcildren vaccinated but only 60 vaccine
vials were opened. Only two vaccines were drawmftbe last vial and each vial held ten
vaccines. This indicated that only 502 children hexkived the vaccine — if the drawing had

been done correctly.

Jenny would sometimes handle situations in a gpadessional manner, though this was not
always the case. Often, when tired and frustratexlvgould make gestures and say things
which offended HSAs, volunteers or others; inclgdimer own staff like the chauffeurs. She,
for instance never took time to shake hands withpfgewhich is offensive in Malawi. Jenny
never took time for this gesture as she probaldyndi know the importance of it. She would
shout out'hey you” or “wo-ho” to get attention from people she did not knowrnhmes of,
ignoring the termsabambo’to men, amayi’ to women anddgogo™ to elders which are
proper titling in such situations.

Jenny gave instructions in English. Once | watdhexdgive a group of volunteers instructions
where they nodded and sdigks” leaving Jenny to think they had received the nssdien

in fact very few of them understood any Englishe English skills of the HSAs were also
limited. However, when Mr. Mulli started to tran@ao the volunteers what Jenny had told
them, she yelled to hitHey, Mulli! Why are you over there when | am trgino talk to
you?” Once she tried to remove people from the crowaeh by waving her arms, as you
would do to direct traffic, and she turned to mi the gesture and said@his should be
international, but they just stare at you!'She also appointed me to be her withess when
handing out money for Mr. Mulli to distribute toshieam. This made my assistant very upset.
He felt, and was sure the others felt, that thegl@ians) could not be trusted and that she
could only trust the other white person in the roémfact, after she left, Mr. Mulli instantly
started to hand out the money. When the final veleinwas getting his money, Mr. Mulli was

9 The translation is 'father’, 'mother’ and 'grandrgon’.
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200 kwacha short. He called Jenny, but she reftséarn around the car to come back and
give him more money. She said she knew she haad ¢ive enough. Mr. Mulli then took 200

kwacha from his own pocket and handed it to theimaer. Next, Jenny called me. She told
me to tell Mr. Mulli that she handed out the borsusach day to be nice. None of the other

field supervisors did thatso tell him not to fuck with me, I’'m being nice!”

At one point a young HSA had had enough of Jenmytdantly said,“Do you think we're
stupid just because we're black?However, most of the HSAs remained quiet aroued h
saying only things about her behind her back. Tlwagted to please her and were afraid of
making mistakes. This led to the vaccination ofl&dinstead of children during a mobile
clinic. It had been a slow day at the vaccinatide. sTherefore Jenny had organised two
teams to go out into the community to look for waeeinated children. My assistant and |
were in one of these teams. We found no children hwéd not received the vaccine when
going around checking fingers and talking to mathdhe other team found over a hundred
in the same area. | know for sure that the othemtdid vaccinate adults and ticked them off
on the tally sheet as children over and underyears, but | do not know how many. We met
the other team and saw a line of adults and | @l®d to some men who told me they had
received the vaccine. When the other team came tioattle vaccination site Jenny was very
pleased with the work they hade done, and she waesed that they had found so many

unvaccinated children!

Regardless of all thej

tension  between  thes

i
L,
children received their:

HSAs and Jenny, a lot o

vaccines this week and
most of the targets were
met. However, it became
clear that the target%é /
numbers the MSF usecg
were  not accurate;{ \

Several times Jenn;{{"-"

7/ \ \ p
7\ :
14 N
would wonder Why there‘l:}!{l} Q,

were so few people who Photo 3: An HSA vaccinating children during the slea campaign.

"Ll
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had turned up. As mentioned, one Senior HSA cooldunderstand why they had not been
consulted on the target calculations. HSAs areoties who know the area and they are in
charge of counting households in villages and agitlown gender and age of all the children
each year. During the campaign there were sevéalssions regarding the turn up. The
Teamleaders would often say that most people hamvrshup. When going into the

community searching for unvaccinated children wala@ddind none. Also, when talking to

volunteers and community members concerned abeubehlth state of the community they

were sure all their friends and neighbours had dmbuheir children to be vaccinated.
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Introduction

Research question

Jenny, introduced in the Prologue, was not thedamfuny fieldwork; rather on the contrary.
In the months before the measles campaign | foldbite Health Surveillance Assistants
(HSASs) closely. | joined the daily work they contett at a Health Centre, and in the field, in
rural southern Malawi. | observed them in differesles and actions, and | observed patient
interaction and handling. | walked with them, cycheith them, talked to them and got to

know them.

A lot can be read out from the meeting betweerH8As and the MSF represented by Jenny.
On one hand, it is easy to understand Jenny's esrand frustration as a voluntary
emergency nurse doing her best to bring properinas®ut to all the children. On the other
hand, it was alarming to witness the disrespectraglect of local customs on behalf of the
MSF. However this will not be a focus. What makas tase interesting for my thesis is the
way it illuminates the key role played by HSAs iaceination coverage and child health
activities in Malawi. They did a tremendous jobaeting the aspect of turn-up. Yet their role
in the emergency measles campaign also reveals vadg@aknesses regarding medicine
handling. Is it, however, possible that their wezdses could be the reason for their strengths?
It is this paradox | will investigate further thiglbout my thesis when | argue that the role of
HSAs as mediators in crucial interfaces betweereptst and the Health Centre ensures the

large turnout and trust in child health activitigscaretakers.

Project background
My thesis is a part of a larger research done bytr€dor Development and Environment
Medic (SUM Medic). SUM is an international reseamchtitution at the University of Oslo

which focuses on issues concerning sustainabldaawent.



This interdisciplinary research led by SUM Medicai€omparative project between Malawi
and India calledExplaining Differential Immunization Coverag&hey want to identify
factors at different levels which lead to good @adbvaccination coverage within the two
countries, and they seek to explain social, paliteand economical aspects that can have an

impact on the choice of whether or not to vaccirataild.

The anthropological research within SUM Medic’s jpob focuses on empirical findings
concerning vaccination and vaccination coveragecal levels, with special attention to the
mother—child relation, local clinics and the healtbrkers. The aim of the research is to get a
group of projects that will provide wide empirigalinderstandings of problems that have to
do with deliverance and use of the health servithinvthe two countries. In my research |
have focused on the relationship between a localltthecentre and its surrounding

community.

Malawi; the country and its state of health

Malawi is a landlocked country bordering to Mozaqu# in the southeast/east and the
southwest, Zambia in the west and Tanzania in @rhnLake Malawi occupies one fifth of
the entire surface area. Within the country theee about 14 million inhabitants, and the
capital city is Lilongwe (Europa World). Malawi #éslow-income country, and more than half
of the population (52%) lives below a national pwydine of 16 165 kwacha (147 US
dollars) per person per year (WHO, 2009).

According to WHO (2009) Malawi is facing a growihgirden of disease. There is a high
prevalence of communicable disease, maternal aitd lobalth problems, and an increasing
burden of non-communicable (heart disease, astbamzer) and neglected tropical diseases.
46% of the population is less than 15 years oldld@@xpectancy at birth in 2005 was 47 for
men and 46 for women (although a search on thenletavill provide numbers as low as 36
years). The infant mortality rate in 2006 was 68 1200 live births, and under5 mortality rate
the same year was 118 per 1000 live births. Theemmal mortality ratio is 807 per 100 000
life births which gives an average of 13 materredttls a day.

For under5 children, according to WHO (2009), thestrcommon cause of death is malaria,

pneumonia, diarrhoea, neonatal causes and HIV/ANd&nutrition is associated with over



half of the deaths. WHO (2009) claims that Malawas hmaintained routine immunisation
coverage above 80% since 1989 and through this kanenated measles and neonatal
tetanus and reached polio certification level sllarece. However, as described in the
prologue, measles are not eliminated in the coumttyo, statistical numbers vary greatly
based on what is included in the analysis. WHOwdavaccine coverage well above 80%. A
study based on data from the Demographic and Hé&altkeys conducted by the National
Statistical Office in Malawi in 1992, 1996, 2000daR004 concludes that the proportion of
children aged 12 to 23 month fully vaccinated isl@as as 51% (Munthali, 2007). The
Statistic Central Bureau of Norway (SSB) has catabked with the National Statistical Office
in Malawi since 2004 and their rapport concluded the vaccine coverage is as low as 33 %
if all nine vaccines in the EPIprogram are included (Nielsen, 2011). Howeverorify
looking at the measles vaccine in children agedygdrs the coverage is again above 80 %.
The United Nations (UN) only uses statistical nursben coverage in children between 12
and 23 months, and therefore fully vaccinated céridn Malawi, according to their numbers,
is as low as 27% if included all vaccines. If viagiithe measles vaccine coverage in children
between 1 and 5 years it is as high as 87% acgptdi®SB, however for the UN the measles
coverage is 72% (Nielsen, 2011). Thus the way asgéions or agencies analyse, and which
numbers they chose to emphasize, varies between déinel gives a difference in coverage
numbers ranging from 27% to 87%! In addition, trunsthe numbers collected is an issue.
Nevertheless, Malawi is considered to be a relbtiseccessful country in providing vaccines
to its population when taking into consideratioe ffoverty aspect. Kadzandira and Chilowa
(2001), in their rapport on the role of HSAs froM02, call the EPI implementation in
Malawi during the 1990s a success. However, a hegtandency was starting to emerge and

the causes needed be documented.

Health politics

The government of Malawi stands for 40 % of thaltbkealth expenditure in the country. The
rest is made up by several development partnerkilateral, bilateral and non-governmental
organisations. The Ministry of Health has the rofeformulating policies, regulation and

enforcement, ensuring standards, training, cumitul development and international
representation (WHO, 2009).

" The Expanded Program on Immunization, an attempbordinate and expand a number of individual
immunisation programs. It was initiated by the WHO.



In 1978 there was held, by WHO and UNICEF, an ma&onal conference on the subject of
Primary Health Care in Alma-Ata. The outcome ofthonference was The Declaration of
Alma-Ata who sought the commitment of all membextest of the WHO to target health for
all by 2000 (WHO, 1978). The declaration suggested this aim could be reach by the
Primary Health Care approach. The Primary HealthreCapproach belongs to the
development discourse of Community Participationcwhs people centred development
(Oakley et al., 1999). In the health section tlppraach is called Community Involvement in
Health. Local communities should be involved inidien making and help to tackle poor
health. This could, according to Peter Oakley aadeHMariam Kahssay (1999) be seen as a
reaction against the dominant model of developnretthe 70s which stressed professionals
and external delivery and had no role for the poorthe development process. Now
development needed to be more people-centred. &Tkle poverty you need to develop

people’s ability to change these conditions” (Ogldg Kahssay, 1999:3).

Primary Health Care could also be viewed as amratize to the existing health care system.
The current system, John J. Macdonald (MacDona8®2) argues, should be callé¢ade
medical systerand notthe health care systertts focus on the curative sides of health hinders
the development of the proactive sides of healtts. too focused on ‘the body as a machine’
and the ‘doctor as the engineer’ metaphors and iingres the socio-economic conditions
creating health. As Macdonald (1992) points out,sindiseases which kill people in
developing countries are not lethal themselvess the combination of them which Kills.
These are diseases of poverty. Primary Health @arthe other hand is “an approach to the
provision of health service which emphasisesgt@motionof health through a partnership
between health and other professions and the coitynaa well as a system of treatment and
curative care based on meeting the health needkeofmajority of the population to be
served” (MacDonald, 1992:9).

According to the WHO (2009) the health care syst@nMalawi today consists of three
levels; Primary-, Secondary-, and Tertiary HealtreC The first level, Primary Health Care,
is provided through community based outreach progradispensaries/health post, health
centres and community hospitals. The second lsvptavided through district hospitals and
CHAM (Christian Health Association of Malawi) hotgds. The third level is provided
through central hospitals. In Malawi there are 9vmary Health Care facilities, 100



Secondary Health Care facilities and six Tertiagalkh Care facilities. The staffing of these
facilities is the lowest in the region with two @gians per 100 000 population and 59 nurses
per 100 000 population (WHO, 2009). For compariddorway has 3, 7 medical doctors per
1000 population and 15, 4 nurses per 1000 populédbagens Neaeringsliv).

The health policy of Malawi is interlinked with adader national development strategy
called the Malawi Growth and Development StrategyGDS). This strategy is a policy
framework guiding the achievements of the Unitedidie’ Millennium Development Goals
(United Nations Malawi). The Millennium Developme@bals from 2000 are “intended to
engender national initiatives and strategies getredrds alleviating poverty and improving
the standard of living of the poorest of the poaroas the globe” (United Nations

Development Program Malawi).

The purpose of the MGDS is to serve as a singlereate document for policy makers in
Government; the Private Sector; Civil Society Orgations; Donors and Cooperating
Partners on socio-economic growth and developnorites for Malawi

(Government-of-Malawi, 2006:xii).

A focus in this strategy, as mentioned, is hedithhealth the focus is on providing the
Essential Health Package (EHP) and to develophedhastructure (IMF, 2007). According
to GAVI*? (2005) the EHP is now seen as the core businebe dfealth sector, and it reflects
the realisation that in providing a wide range ehlth care the government was providing
poor health care. Instead the government shoubldgeauality health care to all by focusing
on the most important health needs of the peopb&eEHP. The service provided is supposed
to be preventive, promotive and curative (GAVI, 8D0GAVI (2005) claims that the EHP
will provide a joint program of work for the Minist and its partners, and it will lead to
transparency and efficiency. The EHP consists otdst effective health priorities that are

given free of charge to all people of Malawi:

1) Prevention and treatment of vaccine preventabkagess.
2) Malaria prevention and treatment.

2 The Global Alliance for Vaccines and Immunisation



3) Reproductive and neonatal health interventionddiong reproductive health,
family planning, safe motherhood and PMT&T

4) Prevention, control and treatment of tuberculosis.

5) Management of Acute Respiratory Infections (ARIS).

6) Prevention, treatment and care for Acute Diarrh@es¢ases (including
cholera).

7) Prevention and treatment of sexually transmittéecitions (HIV and AIDS,
ART and VCT).

8) Prevention and treatment of Schistosomiasis amdeeicomplications.

9) Prevention and management of malnutrition, nutrileficiencies, and related
complications.

10) Management of eye, ear and skin infections.

11)Treatment for common injuries.

(Pearson, 2010:19)

The Malawian lay community health workers, the HS&® at the front line of implementing
the Essential Health Package, and thus one camniseothe principles of Primary Health
Care and Community Involvement in Health in theltieaolitics of Malawi

(Kadzandira og Chilowa, 2001).

Social Anthropology and health

Health and health practices are part of the inroosiplexities of social existence, permeating
the domains of politics, economics, and religiodl always connected with dimensions that
go beyond the body, such as interpersonal, famitlyammunity relationships

(Kleinman og Petryna, 2001: 6495).

Although the termmedical anthropologys debated anbealth anthropologgould be viewed
as more neutral, medical anthropology is the teseduinternationally (Ingstad, 2007).
Benedicte Ingstad is a professor in medical anthiogy. She views medical anthropology as
a field in the nexus between anthropology and s$ogiadicine. According to Arthur
Kleinman and Adriana Petryna (2001), what charaseranthropological study of health, is

its focus on ethnography to achieve an understgnadfrhealth, illness and healing. When

13 preventing Mother-to-Child-Transmission



studying health, most anthropologists focus ondial context since this is where health and
illness are recognised and responded to in vaffiauss. By focusing on the local one can
also regard the effects of global flows like comitied, information, finance, images and
people (Kleinman og Petryna, 2001). As Melissa beacd James Fairhead put it, in their
study of vaccine anxieties, “Vaccines are also igpac linking the most global within the

most local and personal”...since... “At the needle pothe most global meets the most
personal of worlds” (Leach og Fairhead, 2007:2)isTdspect is recognised in the prologue
where the MSF, representing the global, meets tbst personal of worlds in the measles

campaign held in the rural community of my fieldwor

According to Ingstad (2007), the interest of madkcand health within anthropology goes
back to the Torres Strait expedition in the lat@d3 On board this expedition was W.H.R.
Rivers who was a physician, psychologist and apitiogist. In 1924 he published the book
Medicine, Magic and Religiowhere he argues that the three concepts are selglelated
that it is impossible to distinguish one from thehey. Furthermore, well known
anthropologists like Malinowski, Radcliffe Browndikvans- Prichard were all interested in
health and illness, although within their focal qggoof rituals (Ingstad, 2007). Later, medical
anthropology became more and more associated pled anthropology. Applied medical
anthropology is “when anthropologist engage in sbing directly applicable in different
practical measures, be it planning or evaluatiorprofjects or actively participating in the
implementation by letting the research result adjne directions taken” (Ingstad, 2007:22)
(My translation from Norwegian). Applied anthropglois further connected to the field of
development. As David Brokensha (2001) writes,ha 1970s, when development actors
realised that economic development with its ‘trecllown’ effect had limited success, the new
emphasis became development for the poor. Thisajgs@ a need for scholars who knew the
poor and thus anthropologists became involved. apiblogy began to play a significant role
in development projects. Some scholars, the ‘ppledi rejectionist’, are very much against
anthropology engaged with development. Arturo Eacokas one of them, and he viewed
development as a discourse in a Foucauldian wayaagded that development gains the
developers, i.e. Western donor nations, and it cameet the needs of the poor (Brokensha,
2001). ‘Monitorists’ on the other hand, are thoseowstudy anthropology of development
without wanting to engage actively. The last redsgple category within the field of
anthropology and development is the ‘reformerspsth who are willing to be directly

concerned with development policies and projectskBnsha, 2001).



Health, Kleinman and Petryna (2001) state, is adbrooncept, and ways to study it vary.
Some medical anthropologists, like Paul Farmerjrgerested in revealing how social forces
alter disease distribution and contribute to thesiseence of new microbial conditions. Others
are more interested in studying the varieties o&ldealing traditions coexisting with state
institutions. Furthermore, where biomedicihéas a tendency to treat health as a separate
domain, anthropologist connects health to the facgatext of differences in power, social
positions, social inequality, particularly as expeced by marginal groups and individuals.
Several anthropologists thus address local vanatio illness and health and they argue it is
important to understand everyday life experienoceall knowledge, and social networks
influencing personal agency and access to healéh(deinman og Petryna, 2001).

My field and research method

When going to Malawi my main focus was intendedb@éathe vaccination service and how it
was performed locally in a rural area. In addragsire relative success Malawi seemed to
enjoy regarding vaccine coverage | primarily wantedook at the local health workers and
the way they interacted with the patient and thammanity. Therefore | wished to follow the
health workers closely when they conducted thetieduand, luckily, | was able to do so.

| was fortunate to be taken under SUM Medic’s wingysey had all research permits granted
for the project and they had partners in Malawi,ARE Trust®, who helped us. Together

with two anthropology students from the UniversifyOslo also engaged in SUM Medic’s

project, | left Norway the T of January 2010. We were met by REACH Trust ataihgort

in Lilongwe, and they had arranged a lodge foroustay in the coming days. After two weeks
in the capital collaborating with REACH Trust taarge the best location for each of our
projects, | was taken to the field. In the periomipto this REACH Trust had also found me a
very capable assistant, Thomas. During the two waekhe capital REACH Trust had taken

me to a district south in the country to investgpbssible locations for my study. When we
were there we went to the District Hospital andadticed ourselves for the Chief Nurse and
the District Health Officer. Next we found the Dist Assembly and introduced ourselves for

14 Biomedicine is the term | will use throughout thesis when referring to the predominant medicabith and
practice of Euro-American societies, also knowfWdsstern’, ‘Modern’ and ‘Scientific’ medicine. Bioedicine
focuses on human biology and physiology and disslesagical and non-rational elements (Hahn and
Kleinman, 1983)

15 Research for equity and community health trusindependent Malawian health research charity.



the District Commissioner; the Governor of the rilist Afterwards we drove into the villages
to find Nyanja Health Centre where | was alloweccéory out my research. Here we were
met by a senior HSA and the nurse | was supposédetavith. The nurse had heard of my
possible arrival, but was now given further infotroa. She showed me her home and
welcomed me to stay and sdak long as you are a Christian we’ll be finefter this we
went to see the Traditional Authority to inform habout our task, but he was not there, and
we ended up talking to his clerk instead. Finalb talked to the Group Village Head of ‘my’
area of residency and were welcomed by her as \Bék looked forward to seeing the
‘azungu™® act as a Malawian woman, she said. During thislevhmocess | did not say much.
Mr. Lot Nyirenda from REACH trust did most of thalking and explanation. | trusted he
knew best who to talk to and how to interact witlates officials and local authority

representatives.

In Malawi each district is divided into traditionalithorities and the ‘ruler’ of each traditional
authority is called the Traditional Authority (TAWithin each traditional authority there is a
local hierarchy of authorities based on inherefidye traditional authority where | conducted
my fieldwork included 70.000 inhabitants. Under tha& in the hierarchy are the Group

Village Heads who are in charge of several clusténsllages. Under them one finds Village

Heads who have authority in their village. Theseigmans are based on inherency, but
pragmatic solutions are also used when someondgitsta be a Village Head. The TA in this

community was a man; however most Group Village ddeand Village Heads | met were
women as this society had a matrilineal organisafide traditional authorities (at all levels)
deal with quarrels, disputes, divorces and sometiwiechcraft accusations. When | talked to
the TA he told me he mostly handled disputes ceed |

| use the term community in my thesis when desaghihe locality surrounding the Health
Centre and its people, though | am aware of th@'sermpreciseness. It is a term “usually
associated with solidarity, familiarity, unity olugpose, interest and identity” (Rabinowitz,
2001:2387) which overlooks processes of changse Ithie term community when addressing
actors in the Health Centre’s catchment area wiatsdeith the Health Centre in some way or
another. Since everyone, regardless of ethniogg, gender and social status at some point in
their life have to deal with questions of illnesglahealth they are all part of the community

8 Azungu/Mzungu are general terms used to desowhie’ people.



revolving health. The community is made up by clws20.000 people, and it is divided in to

numerous villages.

Two weeks after | arrived in Malawi | had moved ointhe nurse’s house located
approximately 50 meters from the Health Centre. Health Centre was located about five
km away from the main road. The main means of prariation going between the main road
and the Health Centre were bicycle taxis where grageys sat on the carrier. This was the
way | would travel when, for instance, | neededbtty water or newspapers or get to the
minibus depot if heading for the nearest city. Bgdl standards my residency was a big
(approximately 6x3m) and solid house made out otoete. It had on and off electricity. In a
country where only 4% of the population enjoy aletl this was something | had not taken
for granted and | was very pleased. | shared thdroleen/food storage room with Nurse
Musnga. The house-girl also living with the nursesva thirteen-year-old girl helping her out
with the household in exchange for proper food lanarding, and she slept in the other room
on a mat on the floor. The house-girl went to stley@ry day. Behind the house the nurse
had a small plot of land where maize grew. In betwthe maize crops there grew ground-
nut- and pumpkin plants. To the left of the house lsad three small shacks; the ‘kitchen’, the
‘bathroom’ and the pit-latrine. Most afternoonsnt raining, we spent sitting on the front
porch cooking, cleansing pies, eating fruits, kmgt listening to the radio or chatting to

neighbours passing by.

| was truly welcomed by most actors at the Heakimt@. When it became clear that | had no
medical experience or training | was not intimidgti The HSAs became eager to teach me
and show me how things were done. | had to set dwonedaries as | did not wish to be
engaged with, for instance, vaccine injections Whiey were eager to teach me. However, |
helped with seemingly easy chores like weighing platting weight into health passports. |
also helped carrying equipment and | tried nonterrupt in their work too much. In this way

| was able to observe closely the interaction betwieealth workers and patients.

HSAs are those actors at the Health Centre praoyithia vaccine service and other preventive
measures in child health. They do not only condleir work from the Health Centre, they
also travel out to remote areas to offer the serindorm of outreach clinics. In addition, they
engage in community meetings regarding preventiealth and they conduct health

education. The main means of transportation wheioipeing these tasks are bicycles or foot.

10



During my time ‘working’ at the Health Centre | saigether with my assistant, Thomas, in
the crowd listening to the health talk and obserpatient handling. We walked and cycled
and sweated together with the HSAs until | was pimkny face — to everyone’s amusement,
and | really got to know them. In addition to th&Ak | also spent much time observing the
nurse | lived with in her interaction with patienfdso, | got to know her outside the office.
Although living this close to another person wastejehallenging, for both | reckon, the
closeness gave me greate insight to her life asa@wlan nurse and woman. She was very
including and patient with me in explaining andréiginformation | did not understand. She
taught me how to cook traditional food. After maistg the art of cooking Nsintaeveryone
was very pleased with me as the first question uld/@et when | met someone new always
was if | ate Nsima. Whenever | cooked, washed digiredid my laundry in the front yard
people would stop and comment on how | was becomairlgalawian woman. This was
important to me as | portrayed myself as sometbiag than the Malawian rural stereotype of
a white woman who paid Malawians for doing her ogkores. As | did not master the
language this became a way of communicating withn@ghbours when Thomas was not

around. My main research method was, as just destrparticipant observation.

Pierre Bourdieu understands participant observaa®rithe conduct of an ethnologist who
immerse her- or himself in a foreign social uniees® as to observe an activity, a ritual, or a
ceremony while, ideally, taking part in it” (Bouedi, 2003:281). The inherent problem with
this research method, he identifies, is how onebmiboth subject and object; the one who
acts and the one who watches herself acting? Inaeilclaim that I, in my five months in

Malawi, was able to immerse myself in a foreigniabaniverse. However, | did my best to

participate in daily acts and routines for the sakbodily experience. | also tried my best to
understand the world through ‘their’ logic and nuihe, and hopefully to some degree | was
able to do so. And doing this gave me good-widhirthe ones who | spent my days with and

they seemingly appreciated my efforts.

In addition, | made use of unstructured intervienaging from loose conversations with
health workers to conversations with Village Heaplatients and others where topic and
guestions were thought of but rarely written downlid not want to ‘own’ or guide the

interview. | wanted the ‘interviewed’ to guide thenversation, to my assistant’s frustration

" Nsima is stiff maize porridge. It the main food for Malawians, and a person has notneaséna during the
day he or she will say they have not eaten anything
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who was a journalist by profession. When talking non-health workers like mothers,
committee members, Village Heads and others, | spbtough Thomas. Thomas was not a
translator by profession, but he took pride in ggvime the correct information as he was
afraid he could hurt the outcome of my thesis if. fdfter some tries and adjustments we
worked as a proper team, especially outside thdtiH€entre when talking to villagers. He
was also priceless when it came to access infoomatbout interaction and messages through
health talks and health songs. He would explaiméowhat the health workers were talking

about, what questions were asked, responses givkate.

At my second day at the Health Centre there wel@ &estaff meeting where Thomas and |
were introduced. Everyone was then informed ofphgose of my stay, and | explained to
them about consent and anonymity. Later in my staguld now and then remind them of
the purpose of me being there and | would reasthaie anonymity. | would also use my
notepad openly as a reminder of the presence edeamrcher. The health workers would often
have me and Thomas introduced to the patients winveyn were gathered for health talks
before under5 clinics, or Thomas would give us iaflintroduction. This introduction was
given in Chichewa. At the end of the stay the vaajority of the mothers going to the Health

Centre on a regular basis would know me and mydagen

Before coming to Malawi | had read several pladest £nglish and Chichewa were the
official languages in Malawi, and both were spokadely. However, this was truly not the
case. In the rural areas very few people spokeEmgyish, and it was absolutely necessary to
make use of an assistant. Although | had an assiidnelp me with the language barriers, it
does not mean I did not have challenges concetamguage; on the contrary. As English is a
sign of higher education (i.e. secondary school ahdve) Thomas found it difficult to
intervene when HSAs were speaking English to nasked him to help them out when they
struggled for words without being instructed by mieomas did not feel comfortable doing so
because it could be insulting for the HSA in quastiThe level of their English skills varied
greatly. For some time | was sure some of the H&&B8ded me and did not like me being
there. After a while, though, | understood thatytlaoided having to expose their poor
English skills to me and their colleagues. As ailtdsusually spent time with the HSAs who
spoke well English and this meant mostly men. Wreslising this | tried actively to join
some of the female HSAs when they were conductieg tduties. It seemed like most of

them were happy to have me joining them. Even thoilgwas somewhat difficult to
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communicate with them (mostly in ‘yes’ and ‘no’ gtiens) | could still observe their
interaction with patients and feel their workloadrmy body when climbing hills or travelling
far to conduct duties. The female HSAs would alskenuse of Thomas in a higher degree
than the male HSAs when they wanted to explain #uonmge to me which | did not

understand.

| can argue that in having a male assistant | didget access to the female sphere to the
extent | wanted. Women, especially younger womehnait always feel comfortable talking
about certain topics in front of, and through a mlawould always get more information
when talking to middle aged and elder women on #welike family planning, child health,
taboos and traditional practise. However, in hauinig particular assistant- regardless of
gender- | did get full access to the Health Ceriireery employee at the Health Centre really
liked Thomas, and they enjoyed talking to him, boten and women. He was easy-going,
jovial and professional. If Gerald Berreman’s (1pé2perience from a Himalayan village has
taught anthropology students anything, it is thla¢ tassistant is crucial in access to
information. If no one had liked Thomas | would Bdhvad a much harder time getting invited
to join health workers when working outside the leaentre. In addition to being a
translator Thomas helped me in several other widgshelped me remember, and he was
someone who | could discuss findings with. When dndered if | had misinterpreted
something | asked of Thomas’ opinion. Because Kpemence was quite tough on him as
well as me, both being strangers in the community ased to more everyday luxury and
freedom, and because at times everything went slexy, | tried to come up with ‘missions’
every day to activate both. Additionally, with hioy my side it was easier to make contact
with people and to approach traditional authoritiésfortunately for him, he was also the one
who had to put up with me on days when | was sfckling all the time, when | was sick of
being the Malawian version of me, and when | fedt heed to let out my frustration regarding

Christian fanatic values and hatred towards tfaaysd etc.

Throughout the thesis | describe several casestefaction between social actors in the
community, like health talks, community meetingsl damily planning activities, where the

language of communication is Chichewa. Informatbnvhat is being said relies entirely on

18 A gay couple was sentenced to 14 years of impnigon at the time for conducting a traditional wegi
ceremony. The Development Minister of Norway wathie country trying to pledge for their freedom by
threatening to halt Norwegian aid. The couple waed by President Bingu wa Mutharika after Banr{éon
paid the country a visit. This was five months afteey were put in prison.
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Thomas’ notes from the situation. During all thesssions he used his notepad actively and
wrote down questions and answers, comments and ¢dgionversations and translated it all
to me. In my theses | make use of quotes, andftiveré ask the reader to keep in mind that

guotes in this situation are somewhat difficult @adnot be entirely correct.

Theoretical backdrop and chapter outline

The essence of my analysis is a quest to portegtiengths and weaknesses in the lay health
workers, the HSAs, and the paradox concerning tlopgmsites in regard to child health
activities. The empirical findings are concernedhvaction taking place in relation to health
in a rural setting in Malawi. |1 have observed nuooer interactions between groups and
individuals representing different social positiansthe community’s field of health. The
Development Sociologist Norman Long’s (1989) pectipe on social discontinuities and
rural development seems useful for my analysighis perspective the researcher should be
occupied by looking at the social interfaces; fa.critical point of intersection or linkage
between different social systems, fields or levels social order where structural
discontinuities, based upon differences of norneati@lue and social interest, are most likely
to be found” (Long, 1989:1-2). This concept implfase-to-face encounters between actors
(individuals or groups) who represent differenenests and who are equipped with different
resources. Therefore, the interacting actors Viilrobe differentiated in terms of power. The
aim is not merely to describe what happens in tlegasinterface, but by doing so be able say
something about larger institutional frameworks gaaver fields. By exploring the social
interface one should be able to see how interaxtme affected by and also influences actors,
institutions and resource fields that lie behiné thterface situation itself (Long, 1989).
Long’s perspective is situated in the actor-oridrapproach in social research. According to

him this approach is a counterpoint to structurallgsis, and he argues:

Although it might be true that important structuchlanges result from the impact of outside
forces (due to encroachment by market, state a@rrigtional bodies) it is theoretically
unsatisfactory to base one’s analysis on the canmmfepxternal determination. All forms of
external intervention necessarily enter the exstifeworlds of the individuals and social
groups affected, and in this way they are mediatatitransformed by these same actors and
structures (Long, 2001:13).
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The concept of social interface in this approaclrelevant as a way of exploring and
understanding issues of social heterogeneity, @lldiversity and the conflicts inherent in
processes involving external interventions (Lor@)D).

An important aspect of the social interface is él@ment of trust. But what is trust? Trust is
inseparable from vulnerability, and therefore it lygeat relevance in medical care as illness
leaves the patient vulnerable (Hall et al., 2001)ist can be studied at different levels when it
relates to medicine. One can discuss trust inrtbitution of health care or trust in the person
providing health care. As my thesis is actor ogéntfocus on the personal element of trust in
the health worker - patient relation. As Mark AalH Elisabeth Dugan, Beiyao Zheng and
Aneil K. Mishra (2001) argue, trust is as much dieel to motivations and intentions as it is
to result in the domain of health care. The perksquality of the health worker matters in the
emotional and non-rational component of trust. Tings views about intentions and
motivations can result in forgiveness rather thamage. “The strongest predictors of trust are
physician personality and behaviour. Patient imisbnsistently found to be related to factors
such as physician’s communication style and intexqpeal skills” (Hall et al., 2001:628).

Throughout the thesis | will provide the reader hwibroad ethnography where social
interfaces are carefully described. In the prologue social actors were presented; Jenny
representing the MSFs and ‘the global’ and HSAsesgnting the rural in the chain of health
care providers in Malawi. | revealed HSAs' weakmssdy viewing their medical skills
through Jenny’s ey&% Their poor techniques and ‘ignorance’ of impottaspects regarding
vaccination must be closely connected to their tsin@dical training- if any training at all. |
use this as point of departure for my further argnta unfolding their strengths which were

also apparent in the measles campaign in the aspta major turn-up.

In Chapter 2 | describe the medical pluralism ie tommunity. By portraying several
encounters between patients and health workersf different positions, a vivid picture of
various logics and interests at play become cleahis chapter | mainly utilise the concepts
of Arthur Kleinman to reveal different clinical ddges and explanatory models regarding

health and related concepts existing within thismiewnity. By doing so | introduce the reader

9| have no medial training and cannot therefore memt on HSAs’ medical skills by referring to own
observations.
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to the field of my study, and by askiadnat influence choice of treatmdram also able point

at factors guiding health seeking behaviour.

In Chapter 3 | reveal existing tension betweenhiath workers and the community. Tension
exists primarily between the community and the esirand the Medical Assistant. Here |
provide empirical evidence portraying the authoida power dimension at play in the
interface. Differences in position, power, knowledand possibilities are key aspects in this
chapter, in addition to resistance. The theorepeaspectives used to analyse these issues are
those of Max Weber, Pierre Bourdieu and James Gtt.Sicargue there is a gap between
people’s expectation of the Health Centre and whatHealth Centre can and is supposed to
provide to the community, and that this gap leadghsion, anger and sorrow.

In Chapter 4 the HSAs play a leading part. By asiaty encounters between HSAs and the
community | am able to say something about therkbyHSASs play in child health activities.
In the analysis | position the HSAs in relatiorthe larger community by further utilising the
concept of Bourdieu’s capitals, and | argue thatimaof what HSAs lack in authority or
symbolic power they compensate for in their coltation with the traditional authorities.
Closeness between HSAs and the community, whiderdiitiate them from other health

workers, is stressed.
In Chapter 5 | present a conclusion. | argue fae thrger relevance of my study by

contextualising the theme into larger issues ofltheand health politics. Additionally |
discuss HSAs, pro et contra, by utilising the natiof social interfaces and trust.
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The Social Actors and Medical Pluralism

By applying knowledge which comes to him as a phltis cultural heritage, man transforms

his physical environment to enhance his comfortiemutove his healtiPaul, 2010:5Q)

In most societies there is a wide range of treatraétarnatives to illness. In the Norwegian
society, if a person catches a cold she may trjtréat herself by taking vitamin C
supplements, eating plenty of oranges or chewimgmalk tablets. If a person suffers from
allergy she may visit her medical doctor, her hopaglo or her acupuncturist. The medical
anthropologist Benjamin D Paul (2010) emphasises ithportance of remembering that
humans are cultural animals and much of their kedgk comes to them as part of their
cultural heritage. People often assume that thay @f thinking and acting is the natural way,
and it is normal to assume thathershave more odd beliefs and habits then Paul also
states that it is an insult to imply that just hesm some areas of the world are technically
underdeveloped, their population or their cultunestrbe underdeveloped as well. | mention
this because | believe it is important to remembken reading the chapter. Witchcraft is a
great part of it the logic in the Malawian commuynithere | conducted my field work and
witchcraft is often used as explanation for illneSfiere are, however, some common
denominators between the rationality behind witaficand biomedicine, i.e. medicine based
on natural science. The biomedical thinking is gled by a somewhat magical belief in
numbers, possibility of explaining, predict and ttohillness (Frich, 2002), and patients
influenced by both rationalities (witchcraft andimedicine) are caught up in the question
“Why me?”

This chapter is an introduction to the medical &aghe surrounding Nyanja Health Centre
which will be an important backdrop in understaigdthe complexity of this community. |
will look closer at the choices made on medicatireent and | ask whatfluenceshe choice

of treatment. To be able to discuss this quedtianil introduce the different social actors
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involved at Nyanja Health Centre. | will use Arthidleinman’s theory of The Health Care
System, accompanied by Benedicte Ingstad, to n#itestthe medical landscape surrounding
the Health Centre. The reader will get an insighthie medical pluralism of the community
and a better understanding of the clinical realigesent which can indicate actions and
health seeking behaviour amongst the differentas@citors. Through various cases the reader
will also get an impression of how different healtlorkers handle a range of explanatory
models and health seeking behaviours. Lastly, | wompare my qualitative empirical
findings relating to factors influencing treatmealternative to the quantitative empirical

findings of Karl Peltzer who studied health seekietpaviour in Malawi in the 1980s.

The Social Actors
The Medical Assistant (MA)

Medical assistants in Malawi handle general comglaat health centres in rural areas.
Adamson S. Muula (2009) has given a short desoriptf medical assistants. Medical
assistants need two years of training in orderaim éhe Certificate in Clinical Medicine.
They are not expected to perform any surgeriesMaéttawi there are about 260 medical
doctors. This is by far not sufficient with a pogtibn of 14 million. Muula further states that
the occupation of the medical assistant was estaddi as a temporary solution to this major
problem. At the present time medical assistantsvarg important in bridging government
health care to the rural population of Malawi ae thedical doctors are in shortage and
because most medical doctors stay in the citiek 8DMalawians live in rural areas (Muula,
2009).

When | conducted my research, Mr. Phiri was the iv@dAssistant (MA) at Nyanja Health

Centre. Mr. Phiri was a bright man in his late 2#0® dreamt of becoming a medical doctor
some day. He was not from the community and heréeently begun working there when |

arrived. He was easy to spot when he was outsgleffice in his long white coat, smart pants
and shiny black shoes and with a stethoscope arbisndeck. Everyone knew him as ‘the
Doctor’, and not all were familiar with the term dieal assistant. He was in charge of the
Health Centre and was very ambitious on its bel#dfwanted everyone there to work hard
and organised so they could win the competitiorbeihg the best Health Centre in the

district.
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Mr. Phiri lived a stone’s throw away from the Héa@tentre. His house was one of the nicest
in the village; it was owned by the governmentwés made of red bricks, had a concrete
floor, and tin roof. He also had electricity. Whiemwas dark you could see the house from far
away because he had a lamp above this front daav. fouses had such luxury. He also
owned a TV, a DVD player and speakers. When hiscéa was listening to Celine Dion’s

“My heart will go on” you could hear it loud andealr at the Health Centre.

Mr. Phiri was a hard worker. He would see patiemtsis office every weekday from eight to
four or five. He would take an hour lunchbreak abm No one else working at the Health
Centre worked this kind of hours. | only spent timiéh him inside his office once when he
was seeing patierffs During one hour he examined 33 patients. Accgrtinthe registration
forms at the Health Centre between 3000 and 5506pI@event to see Mr. Pihri every month.
Some weeks, then, he examined 275 patients a @ay, Batients per hour. These numbers
seem to fit the long line of patients waiting odesihis office every day. As he told me he
treated patients with acute illnesses, mostly nmeland his diagnosis was often only based

on the clinical presentatiéh

The nurses

At the Health Centre, the nurses were responsiiMeafhtenatal and postnatal care, child
delivery and Family Planning methd@sAt the Health Centre there were supposed to be
three nurses working shifts. However, for a longgqeeduring my stay there were only two
nurses sharing the workload because one nurserarasfdrred to another location as there is
a shortage of nurses in the country. One of theesuworking at the Health Centre, Nurse

Chilemba, was in her 70s and retired, but she eealled to work due to the shortage.

With only two nurses they worked every other weg&y and night. The youngest nurse,
Nurse Musanga, was in her 30s and lived in a gonem house very close to the Health
Centre. She was not from the community and hadhtgcbeen transferred. She would go to
sleep in her own bed when she was on duty, antMdtehman would come and wake her up
if her assistance was needed at the Health Cevtrse Chilemba, on the other hand, had to

sleep in the nurse’s office on the examination hemben she was on duty. She was from a

21t did not feel ethically right to observe a ‘doctpatient interaction as intimate as this.

% The clinical presentation is the symptoms thegmesi presents to ‘the doctor’ (Personal commurtinatiith
Cecilie Mortensen, MD)

22 Family Planning refers to birth-control pills, Defrovera shots, and referrals for sterilisation.
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village within the catchment area of the Health {@=nHer own house was nicer than the
government house. It took her approximately 20 neiguo reach the Health Centre on foot.
The third nurse, Nurse Mpulula, was away for a Igegiod. She was in her 50s and not

originally from the community and lived in a goverent house close to the Health Centre.

The nurses were always dressed in their white tmgda white blouse and a white skirt or a
white button dress), nice clean shoes and a toaditichiteng& wrapped around their waist.
Their uniforms were always shiny white. All of themere big-sized women — or ‘fat’ as they

themselves would call it — and proud of it.

My information from the nurse-patient interactiammainly from Nurse Musanga since she
welcomed me to her sessions and got used to mgmresShe would start her day sometime
around 8 a.m. and let in the women waiting for fdmaily planning injection. The room was
crowded. Women sat on the floor with babies onrtlagis and backs, and the nurse sat on her
chair by her desk preparing the syringes while igna health talk with the women. The
health talk was often about advantages of fam#yping, but sometimes about side effects as
well. The nurse would ask questions and the womenldvanswer. At times the nurse
listened while the women discussed amongst themseBhe would corrected or agreed with
them after a while. Sometimes the spirit duringséheessions was high and they would all
sing, laugh and giggle. Other times, the nurse W harsh with the women and complain
about smell and call them liars if the women conmad about side effects. | will discuss the

interaction between the nurse and patients morelyian Chapter 3.

The Health Surveillance Assistants (HSAS)

Close to 20 HSAs worked at the Health Centre, &eddivision of gender was fairly equal
with a small majority being men. HSAs were respblesifor under5 clinics; static and
outreach. Under5 clinics refer to sessions wheréhens take their children to the Health
Centre for vaccination and weighing. An outreachiclis when HSAs bring their equipment
and travel into the community to offer the sameviserwhich is given during static under5
clinics. They had four different localities for te@treach clinic and the HSAs were supposed
to visit every location once a month on a set daach HSA had a catchment area (a village

or cluster of villages) they were responsible fohey were supposed to prevent disease

2 A multi functioning traditional clothing/apron weby women outside their skirt witch is also usedarry
babies in.
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outbreaks and do general health promotion in tb&ichment area. Ideally, an HSA should
live in his or her catchment area, though in rgdétv did. HSAs also did tuberculosis testing,
HIV testing, handed out AR and assisted the nurse. They were supposed todeaen

weeks of formal training; however, seven of the 1824 this Health Centre had not received

the formal training.

HSAs who carried out the different testing and lemhdut drugs had extra training. However,
they did not earn more money than the rest of themse HSAs were all very committed to
their work and they spent more hours at the He@Githtre, and therefore, naturally, these
were the people | spent most time observing antingeto know. The ‘quality’ or work

ethics of HSAs varied greatly. It was not easy ¢efktrack of HSAs as their work did not
require them to come to the Health Centre everyTday were supposed to write weekly
rapports of the workload they had performed, bubne did. The fact that | got to know the
more committed HSAs, and thus got invited to jéiarh more often than the less committed,

is an important factor in this thesis as it is imtpot for my impression of HSAs.

The HSA activity at the Health Centre was oftenstwed by lunch time, and after lunch
(which lasted for at least an hour) many of the HS not return to the Health Centre. The
HSAs who were assisting the MA or the nurse, oisteged patients often stayed behind.
Most HSAs lived at the nearest trading centre apprately 5 km away from the Health

Centre. Some HSAs also lived in villages within techment area of the Health Centre.

They lived in private houses with their families.

When HSAs who were responsible for the catchmeeasarfurthest away were going to

outreach clinics, they had to travel quite far. yieft 7.30 a.m., and reached the outreach
clinic around 9 a.m. Sometimes they walked the wlwedy carrying vaccines in a cooler box

and cotton and forms under their arms. Other titheg rode their bicycles up to the point

where the journey became steep. Then they left thikés at a primary school nearby and
walked the final distance. Normally they would cobsek to the Health Centre around noon
very tired as the journey was long and hilly. Tltewas quite natural for them to end the day
at lunch time and when | joined them | understoddywl was often exhausted after this

journey. Once, Thomas and | joined a female HSAngldiousehold countifg in her

ZAntiretroviral (ARV) drugs are treatment of infemtis by retroviruses, primarily HIV.
% Counting houses, number of family members, cockiregs and pit latrines for local statistics.
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catchment area. We had to walk up and down sehélsland the experience was tiresome.
We were done around 3 p.m. and headed back togbh#HCentre. By 4 p.m. we reached the
Health Centre. Now the HSA was a bit worried as Ishe to ride her bike for another hour
before she reached her home, and she felt it wasate in the afternoon for a lady to be

riding her bike alone. HSAs will be discussed miar€hapter 4.

The Village Health Committees (VHC)

In each HSA catchment area there were supposee tenbvolunteers making up the Village

Health Committee. In most places, though, it way arcouple of these volunteers who were
active. These would assist HSAs at outreach clifidsaging chairs and benches for them to
sit on and help with the weighing of children. Aupte of the volunteers were very active and
even came to the Health Centre once a week tat &S&s during under5 static clinic or the

nutrition prograrf’.

The volunteers were supposed to give informatiooutllisease prevention, and they were
supposed to run and notify the Health Centre ire acdsa disease outbreak. They were also
supposed to notify the HSA responsible for thegaaif a village was out of chlorine for the
water. On big campaigns, like the measles campé#igncommittee members would take turn
assisting since it is money involved and not enawgim for all the volunteers to join. During

the measles campaign two volunteers from each ctigerassisted.

When | asked different volunteers why they volurgde they said they wanted to do their
part in keeping their community healthy and tha&ytiwere proud of being a volunteer. They
also considered it an honour to be elected as kagéil Health Committee member. On

election days the whole village would gather ant&vor volunteers.

% Every Wednesday undernourished children could contiee Health Centre for physical examinatiorin|f
need, the child would receive Plumpy Nut; a pednter high in calories.
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Photo 4: Members of a VHC building a pit-latrine &n outreach maternity ward.

The Patients

The patients at Nyanja Health Centre were mostlgneio and children. The only place | saw
men was in front of the MA’s office, at the Volunta Counselling Room, and some came
for HIV testing. The rest of the activities at tHealth Centre were for women and children:
family planning, antenatal and postnatal checkdd atielivery, and child health. Women
brought children to the Health Centre. | observaeshwho brought children to the MA, but
almost never to child health activities run by HSX¢hen | asked about it, people told me
that men thought child health was the woman’s raesjdity. An old man | talked to said that
young men were not interested in child health. Byirthe measles campaign one of the
volunteers told me that she had only seen three loneging their children to receive the
vaccine. During one of the last static under5 cBrof my stay | finally spotted a man in the
crowd. He was tying a baby girl to his back witkchatenge (like the women do). | told him
jokingly that he was a rare sight, and asked hirheffelt out of place amongst all these
women. He smiled and said that men and women mhdgren together, so he had no

problem with it.
The Medical Assistant, Mr. Phiri, told me that themad been a campaign called Male

Championship where the government encouraged meonte with their wives to the Health
Centre. The MSF provided t-shirts to be handed@uten who came. Still, few men showed
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up. The Health Centre was a female arena and tasstiie message brought by the Health
Centre through its rhetoric. The women and the HSskgy different health songs during child
health activities, and the message in one of thesgs was that the Health Centre belonged to

women:

//Women should be proud of this clinic. It is dtive women’s)linic. The doctors are

our own, the vaccination is ours. Let’'s be happy//

Twice a week there was a big market not far from Health Centre. Because women were
the major agents at the market, and many hadveltfar to reach it, they would combine this
with coming to the Health Centre. Therefore, martays were always busy days at the
Health Centre. Many women who received family plagnnjections would do it secretly as
their husbands did not approve. To have this dértbeasame day as the market day was a

good ‘cover’ for them.

In this community there was

not a lot of economic wealth.
Many lived in small brick
houses with dirt floor and mats
to sleep on. Some had ti
roofs, but most had roofs madi
out of grass. A few houses ha
electricity, but none ha
running water. The clothes®
people wore around ;
homes were often dirty, faded®"

and had holes in them, and  Photo 5: An average looking house.

few people wore shoes. However, when people cantieetdlealth Centre they would dress
up. As the mothers and their children were notwiien coming to under5 clinics, their
appearance was important. Therefore it soon beegparent to me that the women dressed
up both themselves and their children for this emwa This was a day for displaying ones
status. Some wore the dress or suit they normaskgwo church. Some had shoes with heals,
some had white sneakers but others had to coméobar&ome babies were dressed up in

princess dresses or other ‘cute’ outfits if the ifgraould afford it. The women would bring
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nice and clean baby sheets and the chitenge they wiere the newest. In everyday life one
did not often see children wearing shoes and wdateured clothes. However, if they had the
opportunity, this was the way women dressed upcthiel at the under5 static clinic. This

social aspect of child health will be further dissed in Chapter 4.

| have now given a presentation of the differenbcwho play a part in my thesis. It is the
dynamics and interactions between these actorshwiii be discussed further. Special
attention will be given to the HSAs as these ame kby to my main argument. In what
follows, | will describe the medical pluralism addferent clinical realities existing amongst
the actors connected to the Health Centre. | wantlustrate the medical culture of the
community. | will utilise Arthur Kleinman’s theorgf The Health Care System to visualise

the medical pluralism and health seeking behavimumd there.

Medical pluralism

It is early morning and the weather is still cdaddm sitting at the Health Centre waiting for it
to fill up with mothers and their children. It isudsday, and it is the weekly static under5
clinic where children are weighed and vaccinatelde €linic has an open construction but
gives shelter from sun and rain. The walls aretpdityellow and baby blue but the paint is
pealing off the walls. The women take seat at tbeesbenches when they arrive and they are
awaiting the Health Surveillance Assistants. Sommeehcome from afar, and they all carry a
child on their backs. Some are carrying severdtam. As the clinic fills up, the air is filled
with a sour smell of baby wastage. Mothers arentteptheir babies. They remove the nappy
and reveal the traditional thread around the bakiasst and the amulet around their neck
protecting them. Not all have a waist thread. Sdraee an amulet with a picture of The
Virgin Mary. Others have nothing. The Health Sulleeice Assistants arrive, and before
everyone will sing health songs, they pray to GeHlirey him to guide them through this

session.

Theoretical backdrop
The medical anthropologist Benedicte Ingstad (2B@)7explains medical pluralism as arising

"when different medical explanatory models co-eristre each others’ alternatives, either as
established options of treatment in the societyinmide people’s minds as alterative
explanatory models for ones own illness experier{bdy translation from Norwegian). The

medical anthropologist Bradley Stoner (1986:44)sptisomewhat simpler when explaining
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medical pluralism as “the existence and use of nthfigrent health care alternatives within

societies.”

Benedicte Ingstad (2007) shows how medical pluralisrther evolved after the Alma Ala
conference, when biomedicine was introduced as edigal alternative in many societies.
The optimism around Primary Health Care for all2000 led to generous donations, and as
Ingstad (2007:23) puts it “the optimism was as gesathe go-ahead spirit” (My translation).
The common belief was that when bringing biomedicand its truths out to people, they
would adapt its practises and forget about old ombis, however, did not turn out to be the
case. Ingstad explains how in most cases people satisfied with the new healthcare offer
and would make use of it when the old way did notkw The new practise and knowledge
was adapted and weighed against people’s own kadgele@bout health. The biomedical
treatment was at times cheaper than traditionatrirent. People listened to health education
and made use of the advice -if convinced. Peope alade use of the biomedicine when
forced to do so (Ingstad, 2007). In many ways stpams the meeting and coexistence of
biomedicine and traditional medicine in less depetb countries. However, as Stoner (1986)

claims, all over the world medical pluralism is tlie and not the exception.

Arthur Kleinman is a psychiatrist, trained in ampology, who has given great contributions
to the field of medical anthropology. In his boBlatients and Healers in the Context of
Culture (1980) he argues that medicine can be viewedcastaral systemn the same sense
as religion, language and kinship. He calls thikucal systemthe health care systentHe

defines a cultural system as “a system of symbafieanings anchored in particular
arrangements of social institutions and patternsntdrpersonal interactions” (Kleinman,
1980:24). In many aspects does Kleinman’s notionaofultural system converge with
Clifford Geertz's notion of culture as “a historiga transmitted pattern of meanings
embodied in symbols, a system of inherited conoaptiexpressed in symbolic forms by
means of which men communicate, perpetuate, anelagwvheir knowledge about and
attitudes toward life” (Geertz, 2000:89). Willian. bewell (1999) is critical to Geertz’s
concept of the cultural system because it arguesaforery close connection between
publically available clusters of symbols and theoa® motivations, affects, and activities
these symbols shape. This deterministic approacbuliure is problematic in explaining
cultural change and leaves little room for agenuy eritical reflections concerning the world.

Additionally, Sewell criticise how Geertz mainlyffdirentiates between societies of peoples-
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between the Balinese, the Javanese and the Freviitiout considering the possibility of
cultural differences within these categories; dédfeces of beliefs, wealth, gender, power and
status (Sewell, 1999). Although Kleinman’s (198@¥iwition of a cultural system in many
ways meets Geertz’s definition of a cultural syst&heiman makes room for the instrumental
aspect of culture. In his model a focus is on p&spihoice concerning health care. Kleinman
explains how people’s beliefs and actions colotes health care system, and the culture
colours people’s beliefs and actions. How peopleimand make use of the health care
system is thus guided by cultural rules. The healhe system is locally created by a
collective view and shared patterns of usage. Hewdhe health care system is viewed and
used differently within the locality depending oncwl factors such as gender, class,
education, religion, ethnicity, affiliation etc. inman, 1980).

With the health care system, Kleinman (1980) retersall aspects of health, illness and
healing within a society, not only government auigex health care. It includes pluralism and
syncretism in health (Stoner, 1986).

Kleinman (1980) further talks about social realitigen explaining the health care system. He
claims that “social reality is constituted from andurn constitutes meaning, institutions, and
relationships sanctioned by society” (Kleinman, @88). The social reality governs how
people act, what they believe, how they view theldychow they interact, and the social
reality is perceived through socialisation. Whelkitey about the social reality concerning
health related aspects Kleinman uses the ttimcal reality. Beliefs about sickness and how
a sick person should act and respond to healergaamitl are aspects of the clinical reality.
Beliefs about sickness are cultural constructiond are shaped differently in different
societies just as the health care system. Culbaléfs turndiseasdn toillness According to
Kleinman (1980:72), disease refers to the malfaenciof biological and/or psychological
processes and iliness refers to the psychosoqgmrence and meaning of perceived disease.
lllness is the social and cultural reaction to theease. Both are constructed within the
clinical reality. Kleinman (1980) talks of explanag models. As he puts it “explanatory
models are the main vehicle for the clinical camdion of reality; they reveal the cultural
specificity and historicity of socially producedirital reality, regardless of whether it is
based upon scientific medical knowledge” (Kleinma®880:110). Ingstad (2007) explains
how each individual has his or her own explanatorgdel based on individual illness

experience, but also based on the cultural andiksoontext individuals finds themselves in.
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Explanatory models are what construct clinicalitiem. Such models are held by patients and
practitioners in all health care systems. Kleinr(iE®80) argues that explanatory models must
be distinguished from general beliefs about sickreesl healing. General beliefs exist prior
and independent to the occurrence of illness. Egitay models are based around the
particular sickness episode. This is why explaryatoodels often changes, and explanatory

models can change within the same sickness pr@esaman, 1980).

Kleinman (1980) developed a model of the healtle sgstem which he argues, can be used
universally. The content of the model will vary Wwitdifferent cultural, social, and
environmental circumstances. The health care systeocording to Kleinman, is composed of
three overlapping partshe popular sector, the professional secamd the folk sectarThe
popular sectordescribes home based care; the care given byyfaiménds and neighbours.
This is the largest sector of the three, and thisvihere the symptom occurs and where
decisions of treatment are taken. The choices tdkpends on cultural beliefs and ideas, and
| would also add socio economic factors. This i®rehdisease turns to illness. In this sector
women are the main agents. Ingstad (2007:53) reghid sector as the nexus for all other
treatment since this is the sector you go ‘homethe place for evaluation, discussion and
guidance between community members. This is wheted decisions are made. The second
sector in Kleinman’s model ithe professional sectoifhis sector is government authorised
and therefore legal healthcare. Dominant in thedasenvorldwide is the biomedicine. Only in
a few countries like India, China and Pakistanatreer healing knowledge acknowledge in
this sector (Kleinman, 1980). lie folk sectoryou will find different types of healers and
practises. Shamanism, religious healing, traditidrealing and alternative healing are all
found in thefolk sector(Ingstad, 2007), and it can be closely linkethi professional sectpr
but is most often related to tpepular sector The degree of overlapping in this model differs
between different societies. However, as KleinmbB®80Q) argues, the popular sector is the
sector which overlaps most into the other two.

A model is an artificial tool used to understandlitees, and in this case used to compare
societies. | find Kleinman’s model of the healthrecaystem useful and important as he
reminds us that biomedicine is only on part and touh in the larger system of health care.
The model also provides some good analytical cascgpen talking about health. | will now

present some cases from Nyanja Health Centre andetider will recognise these closely

interlinked sectors Kleinman describes. It will bewe apparent that the patient and the health
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workers draw upon knowledge produced in the diffeend overlapping sectors. It will also
give the reader a larger understanding of the naédiglture people base their decisions of

treatment on in this particular community.

Biomedicine, traditional knowledge and religion

Nyanja Health Centre is a place where biomedigngractised, but the Health Centre is also
a place where different healing knowledge and clihrealities meet, as the vignette from the
under5 clinic portrayed. At the Health Centre oag ind biomedicine, religion and tradition

b

all at the same time and i

the same room. Patients a
health workers will make us
of the different sectors§
described by Kleimnan, mww :. .
this health care systenkv
depending on their clinical Vi
realites and explanator v iy
models. Often they will also
make use of several sector
maybe all three, during one
illness period. To make sure®
that her baby receives thes =" i
best possible treatment, Rk
mother make her child wear the Photo 6: A child receiving the measles vaccine avhitaring the
traditional amulets to traditional waist-thread for protection.

strengthen him and protect him at the same tintb@asnother will bring the child to receive
its vaccines and pray to God. Others will only pray prayer is the most powerful thing one

can do to protect one’s child.

The medical anthropologist Byron J. Good (2010¢ulses the problem of using the word
belief as the juxtaposition t&knowledge and shows how influential anthropologists like
Rivers, Taylor, Frazier and Evans-Prichard haveedihis, more or less intentionally. They
use the word belief to describe the concepts ofothers while knowledge is used when
describing western rationality. | will, as far asspible, use the word knowledge to describe
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western rationality as well as Malawian traditiomationality to avoid contribution to the
uneven power relation already existing between avastationality and other rationalities.
The dichotomy in this text will thus be betweenrbexical knowledge and traditional/local
knowledge although this is an over-simplificatiohigh does not account for syncretism (See
Stoner, 1986).

A mother frequently visits the Health Centre wittr kehild. The child looks around three years
of age and is undernourished. Mr. Bwanali, the H8Acharge of the nutrition program,
conducts follow-up- checks on her child and sixeathtoday. She and the other mothers will
receive Plumpy Nut if their child is undernourished suffers from oedema. Mr. Bwanali
explains to me that oedema can be caused by ptdtiorny and when you have oedema you
swell up. Mr. Bwanali tells me that the woman’sIdhhas been referred to the District
Hospital but that the woman refuses to bring thiddhere due td'personal beliefs. Her
younger child died at the District Hospital. Wheask the woman why she did not bring her
child there, she tells me it is due to lack of takers to come with her. When | ask her why
her child is ill, she tells med that she suspdutschild is a victim of witchcraft. This is what
the traditional healer told her. She does not kmdw the child is bewitched, but she thinks it
might be because she (the mother) does not haveratiyers or other family close by in this
society to protect her. She is sure she knows tieewdho is harming her chiitl but she does
not know who it is. She tells me she cannot afftirel traditional healer’'s treatment. The

treatment at the Health Centre, however, is free.

Before | talked to this mother | had listened whédn Bwanali had spoken to the seven
women at the nutrition program that day. He hadedsthem for causes of swelling. One
replied undernourishment. Another one said it wasgérous to have too many children as it
could lead to neglect. When Mr. Bwanali asked abiwnat remedy, the mothers replied
nutritious food, and to feed the child food frorhthk food groups. The women gave answers
based on biomedical knowledge they had been tahghgh health talks and health songs by
HSAs. Mr. Bwanali also told the women to encourageh other to rush children to the
Health Centre if they swelled, and that they showdt waste time on traditional beliefs and
remedies. This example shows how the women hawelkdge about biomedical reasons for
illness and its remedies at the same time as theg knowledge about traditional causes and

remedies for the same condition.

27 Witchcraft is often associated with close kin aeighbours.
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The example also shows how the individual explayatmodel guides health seeking
behaviour. One of the children in this group waswivey a traditional thread around her foot,
and this is traditional treatment against swelliige mother | talked to listened to the HSA
and accepted the medicine, but she was still coediit was witchcraft rather than neglect or
malnutrition that was the reason for the swellifidner child. She also had her own reasons
for not going to the District Hospital. Kleinman9@0:106) argues that patients do not share
their explanatory model with the health professipoa when asked to do so, only share

briefly as they get embarrass and are afraid afuid and criticism.

Sexual behaviour and health

During my stay | witnessed several encounters baEtweSA’s knowledge of biomedicine
and the local traditional knowledge. When | askked HSAs about the use of traditional
healers they would laugh and tell me that peoplewgnorant. | asked several of them if they
would use a traditional healer themselves, and #tlesaid no. However, | noticed small scars
on several of them indicating previous usengbhini (scarification); a method used by
traditional healers. These scars could of coursgldand inflicted before they started to work
as HSAs. However, it still shows familiarity witmé (bodily) knowledge of traditional
practise. Knowledge about various practises is mapd, as | will show, when

communicating with the community.

Just before the measles campaign in May | accoragaume HSAS to a community briefing
about the campaign and the illness. Normally a #fiie only women would show up, but
today some old men also showed up since the HSéAsaté the Village Health Committee to

inform and encourage men as well:

It is a sunny day. Some local men sit in the sisladide provided by the maize plants close to
the shack built by the Village Health Committeebtoused as an outreach clinic. The women
and children sit at the grass field in front of #feack in the sun. | am sitting together with the
HSAs and Thomas on a wooden bench close to the @ne school kids and women are
entertaining us before the briefing starts. Theskithy drums and some women dance. A
young boy reads a poem he has written. It is about HIV and AIDS are killing a lot of
people and in the poem he encourages everybody to the Health Centre and get tested.
The briefing about the measles campaign startdvantwula, an HSA, stands in the middle
of the crowd and asks them what the symptoms ofslesare. The crowd replies fever, red

eyes, rashes, cough and dark stool. Mr. Mwula &s#s how it spreads. A woman replies that
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it is an airborne disease. Mr. Mwula further taditsout prevention. He tells listeners that the
most important prevention is to quarantine thegdtson to prevent the spread. Rush to the
Health Centre in order to get the patient away fy@muar home, he encourages them. Now an
old woman speaks up. She tells Mr. Mwula that badke days they were taught not to have
sexual intercourse if someone in the village gt#dated with this disease. An old man adds to
this that if someone decides to have sexual inteseothe measles will find them! Mr. Mwula
smiles and shakes his head. He asks if everyomesgp this. Many laugh a bit, but nod their
heads in agreement. Mr. Mwula does not tell thea tthis is wrong. He continues with asking
the crowd if they know other factors important &vé in mind during a measles outbreak. An
old man says that you should not bathe the patieetause the rashes can burst. Now Mr.
Mwula speaks up and tells them that this is wrdihgemphasises how important it is to bathe
the patients, and the rashes cannot burst, he Bagsnld man speaks up again, and this time
he tells everyone how important it is to rush te thealth Centre when you recognise the
symptoms. After him, the Village Head rises. Shankts the HSAs for their time and she
remind people how dangerous the measles are. Stdermms churches who will not seek
health care from the Health Centre. Then she eagegr people to follow the instructions
given by the HSAs. At the end of her appeal sh@e@rges mothers to send their children to
school. She saySsome will grow up to be presidents, doctors andAldSso let them go to

school”.

The next day Mr. Mwula conducts a new briefing abmeasles in a village close to his

home. There are few men, mostly women and chilgresent:

Mr. Mwula and a volunteer are sitting on a woodendh under a tree. | sit on the ground with
Thomas some feet away from Mr. Mwula and the augiefihe women sit on straw mats in
front of Mr. Mwula and the volunteer. The women lpdged maize from maize cobs, which
will later be brought to the mill, while they listeo the health talk. When Mr. Mwula is
finished with the health talk about hygiene and stesg an old woman says that one should
not have sexual intercourse when someone is ith wieasles. Mr. Mwula agrees in some
ways with this statement. He says that sexualdotgse is enjoyment and could be seen as
celebration, and one should not celebrate whenrdthee in pain. To abstain is a way of
showing sympathy, he concludes. Another old lagg ¢hat in the old days you were told that
you died if you bathed when you had measles. Thend® will enter your body and you will
die. Mr. Mwula replies that this is not the casbeTrashes are on your skin, not inside your
body. To bathe is important, he reassures. Mr. Mvagks if anyone wants to comment on
anything. A tall woman sitting in the middle, seagly authoritative, speaks up/Vhat you

have told us is good. We should follow the instomst so we can have a healthy life. Some of
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you may neglect it, saying Mr. Mwula is drunk, tdiat you have told us is very important”
Mr. Mwula and the other women laugh at the ‘druc@mment. It is no secret that he drinks

heavily in the weekends.

In the situations described above the particulaAH@r. Mwula, chose to accept or at least
not contradict the traditional knowledge about stxotercourse and measles. To some extent
he agreed. He did not agree to the fact that sarteicourse attracted the disease, but he
made it into an ethical question in that one shawtcelebrate when others were suffering.
However, when it came to the knowledge about nttibg measles patients as they can die,
he disagreed and told them this was wrong and dsttitat not bathing was dangerous.
Therefore this was a knowledge that contradictedbibmedical knowledge HSAs had. One
important task of the HSAs was in fact to tackattional knowledge thought to be of health
risk. The next observation | will illustrate conasra health talk telling women how to behave

sexually while pregnant to reduce the risk of HIIA.

It is Tuesday and static vaccination day at theltHg@entre. Today, several HSAs are away
on a workshop, so the one performing the heali dt. Ulili, is the HSA supervisor of this
and the neighbouring Health Centre. It takes sowriéing, but after a while the room is filled

up with women and children as usual. The sessanssff with some health songs:

//Whenever | see these children | am happy. Sorthéd@&diome doctors, some will become

nurses and some will become teachers. They artuture leaders//.

//Women you are loaded with children. One childtle® front and one child strapped on the

back. Children all over you. This is poverty//
/[Bravo nurses, help me nurses, the traditionalwifiel has failed. Nurses carme//.

During these songs Mr. Ulili dresses up as a pregme@man. He borrows chitenges from
some women in the audience. He wraps one chiterge@ his waist and puts his sweater
underneath it resembling a pregnant belly. He pige a sweater under his t-shirt resembling
breasts. The women laugh, sing higher and make pitgihed cheering noises with their

tongues. They seem to enjoy the show.

Next he performs the health talk. He talks almis anddon’ts during pregnancy:Join the
antenatal group when you find out you are pregnbtgre you will receive knowledge, tests
and malaria drugs, and you get to test your blpdde says. He encourages the women to

bring their husbands to get tested and receivarnrdtion together. Further he say&eéep
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having sexual intercourse as long as possible witegnant. Be flexible with your man, if not
he will find pleasure elsewhere. Try out new posgi don't just lie on your backs. Discuss

sex with your spouses”

“Do not drink and smoke, and do not eat éfags this can cause abdominal problems and

worms”.

“Go to the Health Centre six weeks after birth tavh the baby checked. Then start with
family planning again. Two months after giving bigtart having sexual relations with your
husband again’ Mr. Ulili also explains to the women that sememmot get contained in the

belly” if having sexual intercourse while pregnant.

This health talk focused on very intimate behavibetween pregnant women and their
spouses. However, sexuality, pregnancy and motiikel/@ealth is closely interlinked in
traditional knowledge. In the study of J.W.M vaneBgel (2001) conducted amongst the
Chewas in central Malawi in the 1970s, he giveslasec description of traditional and
religious practises. Chewas was not dominant inamga of fieldwork, but the community
surrounding Nyanja Health Centre had a great maxtirethnicities. Still, | recognised many
practises van Breugel describes and therefore assimilarities. van Breugel describes
mdulo taboos and how they always are related to sexatality. If one disregards such a
taboo it can bring death or other disaster on &l therson. Adultery during pregnancy is
mdula If broken, the child can die or will remain wegkif the man disregards tmedulo,the
woman can also be a victim and die in lab®dulo is closely interlinked with the notions of
‘hot’ and ‘cold’, van Breugel shows. Sexual acfyyisexual fluids and menstruation are
regarded highly mysterious, powerful and dangeenubis thus classified as ‘hot’. People not
engaged in such activities, like old people anddcén, are classified as ‘cold’. ‘Hot" means
danger and ‘cold’ means vulnerable. The most valoler are new-born children. Therefore,
only ‘cold’ people can handle a new-born child. $tparents and surrounding family need to
abstain sexually, remain ‘cold’, until the child‘iaken’ (kutenga mwana). The child becomes
‘taken’, i.e. ripe as a person, through a ritualisexual act of the parents with the child
placed between them. This happens two to threehmatter birth. Before the umbilical cord

has dried off (5-8 days), the child must remaindeghe house where it was born with the

2 pAccording to Nurse Musanga many pregnant woméidtawi crave clay during pregnancy, including
herself.

2 When | asked Nurse Musanga about this she explaive¢ some women thought the white substance
sometimes covering a newborn were traces of semen.
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doors shut in fear of evil (hot) influences. Whér tumbilical cord falls off, a string of
medicine is tied around the waist to protect thiédctiom evil influences and the child is
bathed in traditional medicine. van Breugel alsinfgal out how the fear of hotness make
people fear giving birth at the hospital since tisapnot be sure the midwife had abstained

sexually, and therefore she is potentially ‘hottlandanger to the new-born child.

This detailed account made by van Breugel was nmaaley years prior to my fieldwork.
However, several practises | recognise from my B&pees. As mentioned, the thread around
children waists was very much present and alsdrdditional medicine bath was common
after keeping the child inside the house until gnebilical cord fell of. Additionally many

women dreaded giving birth at the Health Centre.

The health talk, although very imperative in itsetdric, did not necessarily contradict
traditional knowledge similar to what was descrilbgdvan Breugel. Mr. Ulili was trying to
convince the women to act according to the bionadicowledge concerning safe sex which
meanthavingsex with your husband. If not, Mr. Ulili told theamen,“your husband will go
find pleasure elsewhere and then you and your chile in danger of becoming HIV
positive”. Therefore, in addition to the dangers of ‘hotngd3fV/AIDS were added to
dangers luring if breaking thadulotaboo.

Witchcraft

Nurse Musanga had a more prestigious position encdhmmunity than HSAs, and she was
from a city. She took pride in being ‘modern’, astte would not be identified with traditional
healing. This, however, did not mean she only kellein biomedicine. She was a strong
believer in God, and she said th&dd heals through medicihéVhen it came to reasons for
attracting diseases she would refer to poor hygameother sources of prevention based on
biomedical knowledge, but also she would sometimgs witchcraft as an explanation.
Christianity and witchcraft goes hand in hand, g#ld me, as witches work for the Deuvil.
Before going to bed, Nurse Musanga would oftenwthholy water® at the door and in the
corners and cracks of the house to keep witcheyg atvaight. When doing this she would say

out loud: ‘in the name of Jesus!” (mu dzina la Yesu).

Kleinman (1980) argues that it is important to desi a practitioner’s explanatory model into

theoretical and clinical types. These types caclbsely connected or they can diverge. The

% The holy water was water bought at the city supeket blessed by the nurse’s pastor in town.
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practitioner’s clinical explanatory models can besely interlinked with the commonsense
rationality found in the community, and | will argubased on the following empirical

example, that this was the case with Nurse Musanga.

It is Friday and | have been together with some BI8Athe village furthest away in Nyanja’s
catchment area attending an outreach under5 cliaim exhausted when coming back to my
home. Thomas’ grey t-shirt is soaked in sweatvehased my chitenge as shade covering my
head when walking back. The terrain was challengimg we walked for an hour and a half
coming back in the burning sun. | lie down at tleecph and | struggle to get up again. Nurse
Musanga has not come home yet; she is away vidiengamily in the city. | struggle to make
dinner for myself and the house girl. She will sdenback from school. | go to bed in the
early afternoon. When the nurse comes back latdrerevening she finds me lying in bed. |
have fallen ill. She takes a look at me and asksvhe is wrong with me. | tell her | am weak
and feel nauseous. Next | vomit. Nurse Musangaoig certain it is malaria and makes me
take malaria drugs. No tests are involved. Abontrténutes after | have taken the drug, the
nurse throws holy water at me and in all the caradrthe house and prays loudly for the
Devil to let go of me. She asks me if | have pragatloud during her absence, and | tell her
no. She tells me this is the reason for my diseBseause | have not prayed out loud, the
witches found me and gave me this disease. | $idlep and relax for the rest of the weekend

and wake up fine the following Monday.

What could be read from this episode is that theseis explanatory model is based on
commonsense (Kleinman, 1980) as well as experiandébiomedical knowledge. She is well
aware of the malaria’s rout of transmission angytsptoms, but this did not explawhy me
Luise White (2000:19) refers to Monica Wilson whgues that natural science can easily be
incorporated in the knowledge system concerninghweraft as it is easy to agree to the fact
that for instance typhus is caused by lice, but dloas not explain who sent the lice.

This way of reasoning is well stated in the antbtogical theory of witchcraft. Evans-
Prichard (1976, 1935) explains how witchcraft wonkghe world of the Azande people in
Sudan in the 1920s. As Eva Gillies (in Evans-Patdh 1976) writes in the introduction, the
world described by him, is long vanished. His asslpf witchcraft, however, is still relevant
to modern anthropology. He talks about the causatiothe notion of witchcraft. In this
society misfortune was due to witchcraft cooperptwith natural forces. Disease was a

natural force and existed in its own right. Witaftrdid not create diseases. However, as
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Evans-Pritchard (1935) claimed, witchcraft was oesible for bringing the disease in to a
lethal relation with a particular man. A well knowexample to illustrate the causation
between witchcraft and natural forces is the exangflthe granary. A granary is infested
with termites. All Azande know this. The granaryhksund to fall down at some point.
However, it falls down while some men are sittinghe shade resting underneath it. It kills
and injures the men. The explanation for this ditysaas the presence of witchcraft (Evans-
Pritchard, 1935). He further states that witchcredis present in all aspects of Azande life,
and witchcraft was an everyday thing. Azande pe@pigected to come across witchcraft
every day. Witchcraft provided the Azande with &una philosophy where relations between
men and unfortunate events were explained (EvaibghBrd, 1976). Further, Evans-Pritchard
(1976) states that it was difficult to get good lexytions from people when asking about
witchcraft. No one understood it entirely as onycives themselves understood these matters

fully.

There are several similarities between Evans-Rutth description of witchcraft in Azande
society and explanations | got from community merslvehere | conducted my fieldwork. In
one village | met an old man who called himselféTAnthropologist’ who wanted to show
me a ‘book’ he had written about witchcraft in MalaThe Anthropologist’ had read Evans-
Pritchard and wanted to show how Azande notionsitaldchcraft fitted with the Malawian
notion of witchcraft. When | asked people aboutchdtraft it was hard to get good
explanations. | would often get answers likimly witches truly know”or “It takes a witch to
detect other witches’Nurse Musanga explained to me that sometimegsopavould have
all the symptoms of HIV but still tested negativdis would be witchcraft. Sudden illness
and death could also be witchcraft. Long lastingdaehe indicated witchcraft because this
meant that witches used your body, like a workinghkie, when you were sleeping. Also,
sometimes, witches would use your head as a bathwiaying netball. Harry Englund’s
(1996) knowledge about the Chewas in Central Makavd their relation to witchcraft state
that witches are considered to inflict all sortsdideases, to cause unpleasant dreams and
unexpected deaths. Additionally, witchcraft camraiflourishing enterprise. Witchcraft is an

ever-present threat, and Englund describes witéthaneexistential predicament.

When a disease was thought to be sent by witcherafty people in the community would
seek traditional treatment. Nurse Musanga ‘belietteel answer instead was God. She would

never use a traditional healer she told me. That wwachristian. She believed the traditional
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healer was a witch himself as only a witch can kmber witches and have the power to hurt
them. Since witches were diabolic creatures sheseef to seek help from one. The only one
more powerful than the Devil, she said, was Godolild seem as, in my illness experience,
anti-malaria drugs were the remedy for the actisg¢akse and God was the remedy for the

cause of me getting the disease.

Botomani, an HSA | spent much time talking to oa #ay home from outreach clinics, had a
different view on traditional healing. He differated between a traditional healer and a
witchdoctor. He knew of no witchdoctors in the areat he knew several traditional healers.
He told me that 709 of the Malawian population used traditional hesiend that sometimes
medical doctors told patients to seek traditionahkling since their treatment was not
sufficient for some illness. The other HSA acconypag us agreed to this statement. Minutes
after we had had this conversation we met a womdh & bandage around her foot.
Botomani asked what had happened. She said shdréaht that a dog bit her, and when she
woke up her foot was injured. Since the circumstangere quite mysterious she decided to
seek help from the traditional healer. She was enway back from him now. Botomani
nodded when he heard this, and did not tell hgotto the Health Centre, but he did instruct
her to keep the bandage clean.

What Influences the Choice of Treatment?

Karl Peltzer (1987) is a social health psychologisb did a study on psychosocial health care
in Malawi in the period between 1982 and 1985. Was 25 years prior to my study, but |
can find similar patterns in my empirical data dmlfindings in health seeking behaviour in

Malawi.

As Kleinman (1980) argues each person has his orolwa explanatory model and the
explanatory model influences the health seekingabelr. Throughout this chapter, | have
presented several illness experiences and handihgmesses. The different experiences
show that actors in this community have a pragnmettitude towards treatment, and that the
circumstance surrounding a disease is importaatperson’s decision of treatment. Peltzer's

(1987:62) study showed that the professional heazdtle sector was by far most frequently

3L This was the number he gave me. This number haseem checked up against statistics.
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resorted to for physical disorders/somatic diseésescoughing, diarrhoea, malaria etc.) and
the folk sector was most frequently resorted to geychosocial disorders (mental illness,
impotence, bad dreams, business problems etcg.sHaems to be the pattern in my material
as well. Peltzer (1987:65) stated that the morelliiess, symptom, or problem was attributed
to supernatural causation the more likely the pemould consult a traditional healer rather
than western health institutions. When the womakemap with a wound in her foot after
dreaming of being attacked by a dog, the circuntetsirguided her to seek the traditional
healer as it was clear to her that witches werenieler misfortune. Another example is the
mother and her undernourished child. Due to herdifuation, her social status, she thought
witchcraft was the cause of her child’s sufferipe had no close kin in the community to
protect her; therefore she was an easy targetifches. Also, Peltzer’s research showed that
women tended to prefer the folk sector because wonsge less educated than men and were
often contributors to the traditional feminine sgheHowever, in this case the mother’s
finical situation made her seek treatment fromHealth Centre as the Health Centre is free
of charge. As described earlier, few people hadhhmmuoney to spear, and the fact that the

Health Centre was free must be of huge importaochdalth seeking behaviour.

Peltzer (1987) would categorize Nurse Musanga &sresitional person The expression
means that “the person is in a process of crogsamg traditional to Western culture and may
temporarily turn back, particularly in times ofsig” (Peltzer, 1987:11). Transitional people
in Malawi, according to him, are urban, middle slg®ople. More educated people turn to
healing churches because higher education is nmreatible with Christian healing than
traditional healing, Peltzer (1987) argues. Possedsy the Holy Spirit is emphasised, and
not possession by ancestors. “The Holy Spirit regmés the Christian element and spirit
possession represents the element from traditihigion”(Peltzer, 1987:55). Furthermore,
Peltzer states that such churches are a good fdadeansitional people that may require
traditional healing but are too westernised andsthnised to seek a traditional healer.
Although Peltzer’s description of ‘modern’ peopikeMalawi in many ways describe Nurse
Musanga, the dichotomy traditional/modern is sonmawdutdated as one does not exclude the
other, like the various empirical examples from Ngahave shown. Harrie Englund’s (2000)
experience from his fieldwork amongst born-agairri€ians in Lilongwe could provide a
vivid perspective on modernity, he says. Being bagain can be seen as severing the bonds
of kinship, producing individuals instead. They daa viewed, like Peltzer did, as moving

away from tradition by rejecting the village cukurSince born-again christians prefer
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biomedicine over traditional medicine and condenhtraditional healers, Englund argues it
is easy to conclude with dichotomies like modeafitional, individual/society, town/village
by following meta-narratives of ‘modernity’. Engldinconcludes, however, that the
cosmology behind what might appear modern andtioadi in Malawi is the same, and the
strong connection between village and town in Malawstill present. The village is always
‘home’, and this is apparent in how the Chichewadwaudzimeans both home and village.
“The tradition-modern dichotomy... obscures the stiatesmology in the moral disputes
between healers and born-again Christians, theraghisin of individualization makes it
difficult to appreciate the embodiment of human amiritual relationships, and so on.”
Although aware of the difficulties applying the ot of ‘modern’, | still suggest that how
one wants to present oneself can be a factor inthheseking behaviour in Nyanja
community. If someone wants to appear ‘modern’e IKurse Musanga, he or she would

choose treatment associated with modernity whidhiosedicine and Christianity.

Gender is also a factor regarding the choice @ititnent. According to Peltzer (1987), men
seemed to attend the biomedical care more frequémh women because they were more
educated and less engaged in the traditional reptiv@ sector than the woman. At Nyanja
Health Centre the vast majority of patients wereanen and children. Most of the health
activities offered at the Health Centre had to dthweproductive car® and child health.
Because women are the caretakers in the family, emofrequented the Health Centre more
often than men. When looking at the number of peamming to take the HIV test, the
number of women exceeds the number of men. Th$ e®urse in correlation with the fact
that pregnant women who follow the antenatal pnogeasie in many ways forced to take the
test. Also, the Health Centre portrays itself gdaee for women where women should feel

free, as the song shows (see page 24).

Concluding Remarks

By introducing different social actors connectedh® Health Centre and describing how they
relate to the pluralistic aspect of health in osnmunity; i.e. how biomedicine coexists and
syncretise with other treatment alternatives, the & to provide the reader with a good
backdrop for further reading. | showed that howltheavorkers (nurses and HSAs) handle

different clinical realities and explanatory modeiaries. | also pointed out how HSAs

321/, of all women in reproductive age in this comntyimiade use of Familiy Planning techniques suppdied
the Health Centre.
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respond differently in different situations. At thtéealth Centre’s nutrition program, Mr.
Bwanali told the women not to waste time on tradiél beliefs and rather rush to the Health
Centre. Botomani, on the other hand, in anotheaBdn seemed to agree with a woman'’s
decision to seek help from the traditional healéerabeing bitten by a dog in her dream.
However, he did remind her to keep the bandagenclda. Mwula did not oppose the
traditional knowledge about sexual intercourse aeésles when he was out in communities
talking about the disease. He did, however, cordralde knowledge about not bathing as this
opposed his biomedical knowledge. Mr. Ulili trieml donvince women to be sexually active
during pregnancy. He focused on the danger of HIB& a danger witch seemed to fit the
‘hot’ versus ‘cold’ classifications of dangers cemuing sexuality and pregnancy already
existing in traditional knowledge about child heaftthough HSAs ‘preached’ the word of
biomedicine, several of the examples reveal an nstaleding and acceptance of different
explanatory models and clinical realities whichpthy a social closeness to the community.
The same is symbolised by the scars from previcagfgation practise visible on some of
their bodies. Nurse Musanga, on the other hanthraied herself completely from traditional
treatment since she was a ‘modern’, born-again stan nurse who viewed traditional
healers as diabolic creatures. Still, she was ingggrated into the commonsense rationality

found in the community.

The health care system, as Kleinman explains, esvetl and used differently within the
locality depending on social factors such as gendess, education, religion, ethnicity,
affiliation etc. | have addressed some general éeaés in choice of treatment in this
community which fit Kleinman’s way of addressingalt seeking behaviour. In this
community, the circumstances attached to diseaseinvportant for the perception of the
disease, and therefore important for the choicgeaitment. In addition | have revealed how
gender, economy and social position were impotiactors in guiding a person’s choice of

treatment.
In the following chapter | will address the exigstigap between people’s expectations of the

Health Centre and what the Health Centre is sugptwsprovide. | will illuminate this tension

by further addressing face-to-face encounters letviiealth workers and patients.
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Conflicting Authorities and Witchcraft Accusations

A couple of months into my fieldwork | joined a comanity meeting regarding a cholera
outbreak in the aréa Before this meeting | had only heard positive agks about Nyanja
Health Centre when talking to people in the commnyufmostly patients). After the meeting,
however, it became evident that people did not gdn@aint the whole picture to me. The
meeting revealed disgruntlement concerning patlamdling at Nyanja Health Centre.
Therefore, | will take a closer look at the exigtipower relations in the community and how
they affect patient handling at the Health Centreuill analyse the dialectic relationship
between power and resistance by using empiricainples from face-to-face interaction
between health workers and patients and ‘backstagestance from the community. In my
discussion of power and resistance | utilise tle®ties and concepts of primarily Max Weber,
Pierre Bourdieu and James C Scott. | argue that ikea gap between people’s expectation of
the Health Centre and what the Health Centre dgtoah and is suppose to provide to the

community, and that this gap leads to a lot ofitemsanger and sorrow.

Power and Authority

Theories of power

“Power is the probability that one actor within @cisl relationship will be in a position to
carry out his own will despite resistance, regasllef the basis on which this probability
rests” (Weber, 1968:53). To this classical deifamitof power, Weber adds that the concept of
power is sociologically amorphous and he suggdsts domination is a more precise term.
Domination, to Weber (2003:311), is the probabitifymeeting obedience from a group after
certain commands. A minimum will to obey, from imal or external interests, exists in
every form of relationship of domination. Per Fuggérete Stang and Bente Wilmar (2010

(2003)), in a report witch seeks to discuss theonodf power in medicine, explain how

% The cholera meeting will be discussed later indhepter.
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Weber divides power into legitimised dominatigrhysical violence and constellations of
interests Legitimised dominatioms power based on acceptance from the subordjnatels
this is the ideal form of power as both partiesthe power relation appreciate and get
advantages from this relationship. The power egeri almost unnoticeable (Fuggeli et al.,
2010 (2003)). Legitimised power/domination is bettescribed as authority (notes in Weber
1963:61). Authority, ifWeber’s account, is tied to social positions arldsavhereas power
is tied to the individuals’ personalities. Authgris a legitimate relation of domination and
subjection (Dahrendorf, 1959:166). Per Fugelli let(2010 (2003)) claim that much of the
relationship between doctor and patient, and heathor and society builds upon legitimised
domination. The patients trust the doctor’'s knogkdand because of the social position of
the doctor, patients accept and get advantagesleng the subordinate; to trust the doctor.
This will soon be discussed more closely. In thikovang empirical example | will view
Nurse Musanga at Nyanja Health Centre as an atghasi person with legitimised

domination.

Nurse-patient interaction

During my stay at Nyanja Health Centre | observaderous interactions between Nurse
Musanga and patients and neighbours in variousgsttl will now present a nurse-patient
interaction located in the nurses’ office concegnifamily planning and antenatal
examinations. Thomas and | observed six such sessihe one | have chosen to present
here does not represent a generalised picturetieinphandling in this situation, but it reveals

how it played out a couple of times.

It is Monday morning and several women sit outdide nurse’s office waiting to attend
family planning. Today, Nurse Musanga arrives 20utes too late. When she comes, she
attends a neighbour before letting the others e fieighbour needs to attend a funeral today,
so she gets special treatment. When she is dohetldtneighbour, Nurse Musanga starts to
prepare the needles for family planning for the itimgawomen when the cleaner, Mr. Shaba,
enters the room. He makes a joke telling her shedsarly as he has not cleaned the room
yet. He cleans and she prepares the needles waiilstg and joking. When he is done Nurse

Musanga lets the women into the room.

The room is small, approximately 3x4 m. It contéaiwe desks; one in the middle of the room
with chairs on both sides which functions as thesesi work desk, and another in the corner

with an old computer given to the Health Cerifrem America”. Only Mr. Phiri, the Medical
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Assistant (MA), knows how to operate this compuden it is not used for medical records or
any work connected to the health cetftrdhe room also contains an examination bench, a
chest of drawers and a cabinet. On the wall abbgenurses’ working desk hangs a chart

showing pregnancy measures. The walls are paimialyand blue.

Thirteen women enter the room and it gets crowddlcdbf them take seat on the floor. Some
carry children on their backs. The rest of the woméno have showed up today, eleven in
total, have to wait outside the room. Nurse Musasitgaon the chair close to the women on
the floor. The desk is behind her, and not in-betwker and the patients. She tells one of the
women to say a prayer before they start the fapldyining session. After the prayer, Nurse
Musanga talks about advantages of family plann8iee tells the women that their and their
child’s health will be better due to family planginwith family planning they will have time

to do more chores than if they are pregnant altithe, she argues. She tells the women about
the family planning implant one attaches undergkia of the arm which will work for five
years. Some of the women find this very interesting some have heard about side effects.
Nurse Musanga replies that there are no side sffaotl that people who claim this are
ignorant. She continues to talk about the challerafebringing many children to this world
and asks the women what if they (the mothers) ‘tfe@ar children will become the burden of
others”, she lectures them. One of the women on the flees therself as an example. She
tells everyone that the young child on her back Wwams eleven years after she had her
previous child. She knows of a woman who gave lattthe same time as her who is already
pregnant again. Nurse Musanga tells the womenthigagovernment wants women to give
birth to four children. Next she tells everyone aidorway. She tells them that there are four
million people living in Norway and that 14 millicare living in Malawi. In Norway they are

rich, she says, because they do not give birthdartany childre®.

Next, Nurse Musanga gives the family planning itigets. It takes less than one minute to
give out the 11 injections she prepared earliee Women are prepared and have lowered
their chitenge and skirt before they line up fa thjection. When she is done, Nurse Musanga
leaves the room. Then the women leave the roomaamelw group of eleven women enters.
They sit down and wait. After 15 minutes Nurse Mg returns and she prepares new
needles whilst talking to the new group. This gralges not receive a health talk. Nurse

Musanga tells one of the women that she is dirty smelly, and that she needs to take a bath

3 Although the MA did practise his computer skills ising health centre statistics to make diagrams e
% We had talked about Norway and how it was a rimimery. | had also told her that Norway had 4, Siomi
inhabitants and that an average family had twadobud.
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before coming to the Health Centre. The woman espihat she cannot afford soap. Nurse

Musanga tells her that she still has to bathe.

From the health passpofidNurse Musanga reads that one of the women prekeyied the
previous family planning session. Nurse Musangauses her of not taking prevention
seriously and sends the woman away. Next, she gneesest of the women their injection,
except from the last woman in the line. The wonmells tNurse Musanga that when she is
using family planning, be it pills or injection, eslbleeds every day. Nurse Musanga calls her a

liar, but she ends up giving the woman birth cdrrits anyway.

The next group of women who enters the nurse’s®fi pregnant women who have come for
antenatal check up. They are eight in numbers tlaey all take a seat on the floor. A Health
Surveillance Assistant (HSA) enters. He wants ®© the Health Centre electricity to charge
his phone. He quickly leaves again. Nurse Musaalifa to the women about preparations for
giving birth. These women are well into their pragaies, so Nurse Musanga instructs them in
what they need to bring to the Health Centre beffiveng birth. They need a basin, plastic
cover for the bed and a razor blade. She tells thbat to and what not to do while in labour.
She says that she is the nurse, and she is thetlom&nows what to ddNurses know when
you will deliver, so do not nag and push the nurstie says:Behave and respect the nurse.
You need to push when it is time to pystie goes on,as the baby may be retarded if it is
stuck in the uterus for too long. Then the baby stilggle with one plus one in the schqol”

she laughs. The women also laugh.

Next, Nurse Musanga examines the women’s abdontas.iJ done more privately with only
two or three women present in the room at the styme. The silence in the room is only
broken when Nurse Musanga asks questions. The woepinquietly. She also checks if the

women have had all their TTV vaccines. If not, theg sent to get it.

A new antenatal group enters. They are early iim firegnancy, new to the antenatal program
and have all just done the tests required (8TBsts and malaria). When Nurse Musanga
examines a middle aged woman, she yells at the wonhen she cannot feel a child. Nurse
Musanga accuses the woman of trying to fake a pregnto get a mosquito net for fféeThe

woman does not answer, but leaves the room quieadler, a 23 year old woman leaves the

room after her examination and forgets to bring thielets she just received from Nurse

3 All Malawians receive a health passport wherergtlical history is written down.

37 STD is short for sexually transmitted diseases.

% The MSF provides free mosquito nets for all pregeomen following the antenatal program at thelttea
Centre. It is meant to be an incentive for womeartter the program.
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Musanga. Nurse Musanga then yells after her oottim¢ public Hey you! Don’t you have
HIV?” waving the pills at her. The woman bows her haad comes back to collect the

tablets.

As | got the translations of the conversations ffiimomas after the different sessions | could
only write down numbers, actions, sounds and snaglts try to describe the atmosphere in
the room. Today it seemed like Nurse Musanga shlfeck and from being funny and being
harsh. Thomas agreed to this when | asked himisfwlas the case. He told me that in his
opinion the nurse had been rude several times taddyhe characterised the episode with the
HIV-positive woman as humiliating. Nurse Musangaswaccasionally rude to patients,
yelling at them in front of everyone, and when dueed, she repliedl am the Nurse”.
However, | also observed sessions where Nurse Masgked with the women and the
women felt free to talk about intimate subject® ldexual behaviour between themselves and
their spouses; sessions where laughter, gigglincprestions were the centre of attention.
Still, when talking to people in the community,dnsetimes heard complaints about this and

the other nurse’s patient handling.

Existing power relations

In a Weberian tradition one can view Nurse Musaagaaving authority (i.e. power) because
of her position as a nurse. 8ymbolic Powe(1996) Pierre Bourdieu describes hidden power
relations.Symbolic poweis an invisible power which is executed only bgegatance of those
who do not wish to know that they are subjectshedf power or that they themselves execute
this power.Symbolic poweis the power to constitute the given through attee, to make
others see and believe a world view, and through ulew act within the worldSymbolic
poweris almost a ‘magical’ power which makes it possitd achieve what you can achieve
by strength, this, thanks to the specific mobilisiaffect. According to the sociologist
Johannes Hijellbrekke (2010 (2003)), the strugglesyohbolic powelis in many ways the
struggle of what conception of the social world iddobe ‘true’, since such power has the
possibility to enforce certain classificatory systeand categories of perceptions as social
truths. For instance, is biomedical knowledge meeduable than traditional healing

knowledge?

Weber and Bourdieu both describe an almost unradilee power relation; ‘hidden’ or

‘magical’. They describe a power relation wherehbparties, the patients and the health
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workers, accept the relationship. The medicalisatiatiques (loosely named by Deborah
Lupton (2000), Professor in Cultural Studies) &@se negative positioned to the medicalised
society®® and they regard power as ‘belonging’ to some $oc@ups. The critique sprung out
from the social movement in the 1960s and 1970ki@anted by Marxism and liberal
humanism advocating individual freedom, human sgirtd social change. In their opinion,
high status occupations have power over others, dbators® have power over their patients.
The medicalisation critique view biomedicine as stinng negative, as something taking
away individual freedom over own health, as sonmgthineffective to many medical
conditions, as something providing side effectssasething which, regardless of all this,
increasingly amasses power and influence (Luptd@QOPR The motivation behind this
oppressive behaviour is greed for more power. Téagepts belong to a vulnerable group
because of their lack of (medical) knowledge (Lupt2000).

In the case with Nurse Musanga, | would argue thatview of power as a relationship
benefiting both parties (Weber) and the view of powas oppressive behaviour
(medicalisation critics), are both present to ddfé extents. When looking at the actual
interaction in the room; on the rhetoric used bydéuMusanga and the subordinate position
of the patients, one can recognise the medicalisatritique. However, if one look at the
bigger picture and also regard the health bengiitsn to the patients in the long run, both
parties benefit from the relationship, and mayhs #xplains why patients do come back
voluntarily despite risking poor patient handlingdditionally, positive experience of
biomedicine helps explaining the demand. Howevéemhealth workers behave this directly
towards their patients as Nurse Musanga does; ingfu® give them family planning
injection, telling them that they smell and empbkadiow she is the nurse and therefore others

must do as she says, it is hard to recognisaittteenor magicalpower relation.

To understand Bourdieu’s concept of symbolic poarse needs to understand his notion of
capitals. Bourdieu has widened the concept of @rin capital, and argues that it exists five
recognisable capitals (economic, cultural, socmlitical and symbolic) which are all

important in the field of power (Fuggeli et al.,120(2003)) . Symbolic capital is whichever

3 Zola (in Kleinman 1980:40) argued that modernmatias a tendency to include within the health sgstem
more and more problems traditionally located ireottultural systems. He termed this process mediatin of
modern society.

0 Medical Doctors did not exist in this communithhéTMA and the nurses where those with highest bio-
medical education present, thus | analyse themearsame manor as doctors have been analysed iarvest
societies.
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capital recognised, approved and valued by soacwrs through the perception-categories
provided by those holding the symbolic capital, heiit being recognised as a capital
(Bourdieu, 1996). Why does a person get to domizeteé how does a person acquire
authority (meaning power through position)? Theuamglation of capitals can be invested in
the struggle over power (Hjellbrekke, 2010 (200Bpurdieu (1986) defines capital as
“accumulated labour (in its materialized form @& fiincorporated’, embodied form) which,
when appropriated on a private, i.e., exclusivejdly agents or groups of agents, enables
them to appropriate social energy in the form dfe@ or living labor” (Bourdieu, 1986:46).
The capitals, to him, are what make the games @égosomething other than the games of
chance. “Capitals [...] as a potential capacity todpice profits and reproduce itself in
identical or expanded form [...] is a force inscribedthe objectivity of things so that

everything is not equally possible or impossibBb(rdieu, 1986:46).

As further ethnographic descriptions will includes tMedical Assistant, Mr. Phiri, | include
him to this analysis gbowerandpositionusing Bourdieu’s notions of capitals. Fuggeli (201
(2003)) shows how doctors are well disposed in atmall the capitals recognised by
Bourdieu. Doctors have highconomic capitadue to their high wages. In many ways the
wage corresponds with their high investment in atlon- acultural capital Cultural capital

is shortly put as refinements and education, anddaor has a long education and is often
well equipped in this capitaSocial capitalis the power potential you have if you are a
member of a powerful group or family or professiamich has accumulated money,
influence, acknowledgment and network through gammrs. Doctors inherit social capital
through their profession. The last capitalisnbolic capitalwhich makes a person able to
influence others to have the same opinions andsvesone self (Fuggeli et al., 2010 (2003)).
Symbolic capitakhould be understood as a potential extra dimensighe other capitals if
those are unrecognised as capitals (Hjellbrekkd,02(2003)). As Bourdieu explains it,
“Symbolic capital is to be unrecognised as captal recognized as legitimate competence,
as authority exerting an effect of (mis)recogniti@@ourdieu, 1986:49). Symbolic capital and
symbolic power are important notions when talkirgp@ doctors. Fuggeli (2010 (2003))
claims the symbolic power is best executed withysteams of Weber's legitimised

domination.

Nurse Musanga and Mr. Phiri are close in Bourdiso@al spaceThey are what the Marxist

would classify as actors of the sagiass Class according to Bourdieu (1995), however, is
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not a truth, but a methodological tool to displagtidctions in the social room. Nurse
Musanga and Mr. Phiri's economical capital is mugreater than the majority of their
patient§’. They have technological advantages like eletyriciVV and DVD player, radio,
freezer and music player which might be recogniaedower symbols (Bourdieu, 1996).
Additionally, they have nice housing arrangemeifitse health workers’ clothes and shoes,
the food they eat and the ability to keep a houdeage also a display of their economic- and
cultural capital. They have a higher accumulatibauttural capital than most of their patients
through a long and valued education. An importapieat of cultural capital accumulation in
Malawi is English skills, which most often is acad through a long education. In Malawi
English is the language of the ‘connected’ andetiecated. Without English, people miss a
lot of written information one for instance will géhrough newspapers (although, most
villagers could not afford newspapers anyway dudot@ economical capital, and thus
newspapers were not sold in the village). Higheancation is their institutional cultural
capital. Their education can be cashed out in catomp and their occupation gives them
institutional backing (Bourdieu, 1986). As Fugg€k010 (2003)) claims, doctors inherit
social capital through their occupation since thlmEcupation has a long tradition of being
regarded highly by the society’s members. The saare be said for nurses and medical
assistants in Malawi. Through these capital forlis, Phiri and Nurse Musanga can also be
said to possessymbolic capitaland in the patient-health worker interaction thisnaybe the
most important capital. They have symbolic capgiatause their patients acknowledge, have
faith and trust their medical knowledge. The cdpitdationships are power relationships
without being perceived as such, but instead bpergeived as something desired. By not
guestioning the power structures in his society shbordinated uphold his own position
(Hjellbrekke, 2010 (2003)). Because of their higlcuamulation of all the capitals, Nurse
Musanga and Mr. Phiri have the opportunity to ingotseir world view on others. This is
symbolic power/ authority. Through this power thamowledge and experience is desired by
the patients.

In the following case, | will discuss if one cancognise Bourdieu’s notion asymbolic
violence i.e. the power to inflict or legitimise a hegemdthrough the symbolic systems i.e.

tools for communication and knowledge), and theeefsecure one class’ hegemony over

“1 They have much more money than most patientsstiiuthey are struggling to make ends meet. Fstaince,
Nurse Musanga has to pay school fees for privdteaing for her son as well as for her sisters’. stime has
small businesses on the side, like making 'freézied knitting baby clothes for sale.

49



another through the use of one’s own strength akupafor those power relations already

existing, further contributing to the ‘taming oktlinder classes’ (Bourdieu, 1996:42).

The Medical Assistant and Agdgo

A young boy suffered from malaria. He was broughthie Health Centre a Friday evening by
his Agogo. The Health Centre was closed, but Agogad Mr. Phiri on his way back to his
house. Mr. Phiri, however, did not want to trea boy. Agogo insisted, but to Mr. Phiri this
did not look like an emergency, so he told Agogdoting his grandson back on Monday

during opening hours. Sunday evening the boy died.

Agogo gets angry and disappointed with Mr. Phiris Igrandson is dead because he was
refused medical treatment. Agogo talks to the He@ientre Advisory Committee (HCAC)
and they arrange a meeting between them, AgogoPNri and Nurse Musanga. The HCAC
consists of a handful of respected people fromctiramunity and three of them are present;
two men and one woman. The meeting takes placewaek after the boy was refused
treatment. Agogo is dressed in a clean brown Jihie suit is old and faded by the hot
Malawian sun and it is a couple of sizes too bigtfie skinny man. Mr. Phiri is wearing his

clean, white medical coat.

The meeting takes place in the nurses’ office.tligjréd\gogo explains his side of the story;
how he came to Nyanja Health Centre late in theradion, met Mr. Phiri who was on his way
to his house, and how the grandson was refusetinee& because Mr. Phiri did not think the
child was ill enough. Agogo ends his explanation dsking Mr. Phiri how it is that he

(Agogo), this Monday, had to burry his grandson wduzording to Mr. Phiri, was not ill.

Mr. Phiri replies that this is wrong. He says heeresaid the boy was not ill, he said it was not
an emergency and this is why they had to come badWlonday. He goes on saying that this
is not a hospital, this is a health centre. Theyehaorking hours to follow. Outside working

hours they are only supposed to treat emergenikiedobne fractures, burn damages, heavy
bleedings and labours/abortions. They do not censithlaria to be an emergency if the child

is conscious, he says.

Agogo then replies that this cannot be right beednsthe past (with a different MA) they
used to come at night and the MA would help themodo accuse Mr. Phiri of making up

new rules. Now Mr. Phiri gets a bit annoyed andeasihis voice and says:

2 Agogo means Grandfather in this context.
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I am not here to please anybody! | am not here ilbaayone’s child. | work
according to what | was taught in school, and | aeny good at it. | am not anyone’s
slave. | do not have to work here. My former clastss are working in Blantyféand
have nice houses. | love this community and | ctlusecommunity. That is why | am

here. | am employed by the government and not bytiie villagers)!

After this speech there is not much of a discussMurse Musanga backs up Mr. Phiri in
explaining that the working hour differs at a healentre compared to a hospital. The HCAC
concludes that it is necessary to inform peopleutiize working hours and the rules for the
health centre. They say that they should go toTitzalitional Authority to see if they can

gather all the Group Village Heads and Village He&ommittees and explain this to them

and let them spread the word.

Agogo shakes his lowered head. He says he wamgs toome and discuss the meeting with

his family and see if they want to bring the casthe District Hospital.

This conflict was obviously a difficult one. Agodelt his family was wrongly treated since
the boy did not get medical assistance. Agogo dhdre could not understand how a health
centre can close when illness can occur at any, ttag and night. Even though this had a
tragic ending, Mr. Phiri acted according to his pdscription. The Health Centre had fixed
working hours and Mr. Phiri was only supposed ttp e night and during weekends if he
defined it to be an emergency. Every weekend pewple knocking on his door asking for
help in the middle of the night. Some situationservemergencies and some were not. As the
boy was conscious, Mr. Phiri did not regard it as eanergency. The case showed the
frustration of a health worker and of a caretakkowvere both victims of the troubling health

sector in Malawi, but who were in different positito handle the situation.

Hjellbrekke (2010 (2003)) is viewing the doctoripat relation in terms of Bourdieu’'s
symbolic violence relatiormeaning a relation where symbolic capital and syliolpower is
dominant. Such relations are based on concepts tikst, duty, honour, prestige,
acknowledgment and reputation. Hjellbrekke (201@0@)) claims that by the appearance of

it, the relationship between a doctor and a patiera relationship of symbolic violence

3 Blantyre is the second largest city of Malawislthe centre for finance and commerce and has thare
700 000 inhabitants.
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because the patient is in no position to questi@ndoctor's knowledge. The patient finds
himself subject to the categories of perception taadl of knowledge the doctor offers. And
the doctor is the executer of symbolic power. Butitisymbolic violencgfavouring the
dominant part in the relationship)? It is a ham@rol to make, he states. If one truly is ill and
the doctor presents a correct diagnosis, it witthwbeneficiary health-wise to protest against
the doctor's knowledge. In situations like this tdeminated will harvest from being
dominated. At Nyanja Health Centre this is true mofk the time. Although patients
sometimes are harshly spoken to, experiences latioiiand are in no position to question
the MA and the nurses, patients do get medical dich will benefit them and their
families. If analysing symbolic violence relation the same manner as Hjellbrekke, I,
however, argue that in the case with Mr. Phiri #&gbgo symbolic violence was present.
Agogo did not get help from Mr. Phiri when his gdaon was ill. He was in no situation to
demand anything from Mr. Phiri because of unevgutabaccumulations and thus uneven
power relations. Agogo had to accept whatever deciglr. Phiri made. This was, as it turned
out, by no means beneficial to the patient. In tdase the medicalisation critique’s image of

Mr. Phiri as a figure of power and Agogo as a lesdplcaretaker is recognisable.

So far | have argued that Nurse Musanga and Mri Rave a higher accumulation of what
Bourdieu recognises as capitals than most of gatients, thus providing them with symbolic
power. To what extent this power turns in to synbwiolence varies. In Bourdieu’s words
(1996) symbolic power is almost magical because desired from both parties of the power
relationship and almost invisible. Does this mdaat the patients are all accepting the nurses’
and the Medical Assistant’s part in the power refatwhich is sometimes characterised
through threats and acts of violence? Do they meistion their behaviour? In the previous
case a confrontation was at display. Agogo wastmumsg Mr. Phiri’'s medical judgement
and he was questioning the rules of the Health réemiowever, his question was soon
silenced by Mr. Phiri’'s knowledge, position and esgie

Silenced?

Using James C Scott’'s concepts and descriptiotiseofelationship between poor and rich in
Malaysia, | suggest a possible explanation to thestion of silence; Agogo became silent to
sustain his social insurance. Weapons of the Weal985) Scott presents an empirical

insight to the Malayan village of his fieldwork arahalysis. He portrays the dynamics
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between the poor and the rich and the expectatimse two poles have to each other. Scott
uses the story about a poor man and a rich mah, dmiing outside the social norm of the
society, to illustrate the use of propaganda. Toar pnan is portrayed in the society as lazy,
rude, thief-like and everyone openly looks downham. The rich man is portrayed in the
society as living in the same social manner asptie@ man, not allowing himself to spend
any of the enormous amount of money he has accteaylthus being greedy. The way he
has accumulated the money is un-Islamic, and mtshanding out anything to charity or
giving the society a helping hand. To the rich,thé# poor people in the society are heading
the same direction as the poor character portraydide story. And to the poor, all the rich
people are heading in the same direction as thecharacter portrayed. The stories embody a
critigue of how things are, as well as a visiorhofv things should be. “They are attempts to
create and maintain a certain view of what decardeptable human behaviour ought to be”
(Scott, 1985:23).

If the rich actors in the society portrayed themwsglas nothing like the rich character, they
would lend money with good terms, be generous ael tg charity and feasts and hire more
workers. The benefit for the poor is obvious. I thoor actors on the other hand portrayed
themselves as nothing like the poor character, theyld work hard, not come to feasts
uninvited, not beg, and be helpful in general. Deaefits for the rich are obvious. If this
would become practice, the society would becommpia However, this is not reality. Scott
asks; how important is it to protect your name, ryaputation? In the end, he claims, the
unequal power balance plays a large part in ansg¢his question. The rich have the social
power to impose what they think is decent behaviguon the poor. The poor have no power
to impose much on the rich. Scott (1985) arguesgbad behaviour is like a social insurance
policy for the poor. Good behaviour will bring eyday-rewards in form of charity and
employment offers. The rich need little or nothiingm the poor, thus reputation is not as

important.

The aspect of good behaviour as a social insurana&l be argued to have relevance at
Nyanja Health Centre as | suggested with referémtiee case with Agogo. Put rather bluntly,
good behaviour could give you medical advantagles #iccess. As made clear from my
empirical examples, the health workers do haveptiveer to chose who gets treated and who
does not. Nurse Musanga threw a woman out from féingily planning program with

accusations of not taking prevention seriously.0Alsho gets treatment after opening hours
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seems rather arbitrary, but that is not necesstrdycase. It depends on various aspects like
the mood of the health worker or acquaintance. Mayle chances of future treatment will
get ruined by arguing with health workers, and neayd show respect and act subordinate
will be a good investment for future emergencieBisTcould explain why people remain

silent when being humiliated or poorly treated dgra medical confrontation.

In the following, | will explore the side of the wer relation at Nyanja Health Centre
illuminating the dialectic relationship between mwvand resistance. By taking a closer look
on the community | will present ways of opposingl aesisting. The next case | present
shows an arena outside the domain of the Healtltr€emere the villagers (patients) dare to

speak up against poor patient handling.

The Voice of the Patients

The community meeting

In March, Nyanja Health Centre won a competitiotdhgy the Medecins Sans Frontieres
(MSF), and now they could call themselves the biestlth Centre in the district. The victory
was based on activities supervised by the MSFdikanliness, reports, collaboration etc. All
of the workers at Nyanja Health Centre were givehitts with prints saying they were
winners and they received Fanta, snacks and aytbfveryone, especially Mr. Phiri, as he
had done his best to inspire the workers, was podubis achievement. This was during the

same period as a cholera outbreak.

A week into the health workers newly found confidand pride due to the competition they
won, there was held a large community meeting tleatocal court to inform everyone about
the cholera outbreak. All the village heads, grotjfage heads and other important
community members in the catchment area were mhviderepresentative from the District
Hospital was also present. It was an open meeéind, many people from the community
gathered underneath the large mango tree acrogmtheoy the local court. | would estimate
that close to two hundred people were present. Women sat together and the men sat

together. Since men and women were so clearly elivicchose to sit together with the female

* The trophy was stolen from the MA'’s office andadige investigation followed. It turned out to b@atent
who had stolen it because it was shiny and nidedk at.
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HSAs amongst the other women. Thomas sat togetitér the meff. At the top of the
location important people like the village headd #me district hospital representative sat on
chairs and benches. The MA and the nurses did ttehdh but the Health Surveillance
Assistants (HSAs) did. Two senior HSAs, Mr. MwuladaMr. Mulli, sat upfront with the
important people while the rest of the HSAs satlenground amongst the audience. Several
of the health centre workers wore their new t-dairthis meeting. The two senior HSAs gave

a health talk about what is important when deality cholera.

After the health talk, the senior HSAs opened fmamments and questions from the audience.
It all begun with a discussion about what to do mvhbertain religious groups refused medical
treatment. This was of current interest becauseaa belonging to the ZionfStcommunity
had just died from cholera.

Man 1 How can you help religious groups that don’t wenseek hospital help?

Senior HSA MwulaThese religious groups were founded in the ciiied they are spreading
out into the villages. They deny anyone to addrahdoto the water, but in the cities they drink
tap water where chlorine is added.

Man 2 The Bible encourages us to go to the hospitat think of The Good Samaritdh

Man 3 The village heads should chase people of sucghfbgthose who do not seek medical

treatment) from the villages!

Man 4 Village heads should get to know beliefs beftieytare implemented in the village.

Man 2: We can't be in conflict with God for going to thespital. Prayer is good, but you can

still go to the hospital.

*5 In this case | have used another narrator tedertigcause | could not communicate with my assistaoe
we had to sit apart because of the female/maleeliduring the meeting. The quotes are from whatrioée
down in his notepad.

%% Zionists are a religious group who deny any mediegtment

" Luke 10:25-37 in the Holy Bible
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Man 4 Often villagers are sick, but caretakers do akétthem to the hospital. They speak in

tongues, but do not bring them. Village Heads, lyave to do something!

Senior HSA Mwulalt’s true. They are hiding from the HSAs, but yoan hear them pray at
night!

Pastor. Everyone should go to the hospital. It is a lessany church to loose one of its

members.

Village Head 1 Thank you all for this message. | will inform thidlagers. My own sister was
staying with a religious group who did not wanttae her to the hospital. So | came and
brought her myself, and she became fine. It isdility of everyone to bring ill people to the
Health Centre!

The District Hospital RepresentativlRush to the hospital! We need teamwork between
Village Health Committees. You should share infdiora This case (the cholera death) was

not reported quickly enough!

So far only men from the audience had spoken. Nagrtwomen spoke up and they were
clearly not satisfied. They were cheering eachrotimeby clapping and making high pitched
cheering sounds with their tongues. The women wetesatisfied with the HSAs and the way

they were treated by the nurses and the MA.

Woman 1:They (the HSAs) do not live in the village theye aesponsible for. They are
pompous. They don't want to live without electrcifThe Village Heads should look for

houses for the HSAs within the community!

Woman 2:The nurses are shouting in the maternity warchdvwk a woman who was forced

out of bed for not pushing properf§!

Woman 31 came to the health centre with three sick abitdout only two got treatment. Can
the MA send back patients?

“8 | observed a delivery where Nurse Musanga forbedyirl in labour to run around and jump up and dow
The baby was stuck in the vulva and the situatias writical. Nurse Musanga went from encouragertzent
threats and physical violence (slapping, pinching pushing the girl) the more critical it got. HigaNurse
Musanga threatened to open the girl with a razaddhithout closing her afterwards. This was abdetite
strategy to make the girl push. The girl got saeda@and pushed so hard that the baby came out and
survived....The nurses did not have much equipmehatale difficult deliveries.
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The District Hospital Representativé/ell, sometimes people come to the health cenilg o

for the medicine without anyone being ill.

This comment was not taken well. The women booeldyatied that this was not true!

Woman 41 once came at night and was sent back. | wagheldthe health worker was tired!

Woman 51 came to the health centre with a child at fivehe afternoon and they could not

help me. My Village Head had helped me with tramsimn and everything!

Village Health Committe€eThis particular episode had been discussed, tands agreed that
people who were very ill should be helped regasdlestime. But the health workers are

human beings, and they do get tired!

Woman 4:That doesn’t make sense! You have to help the pemgardless of time. What

about shifts?

Some men are talking amongst themselves and tieegoanmenting on how hard Mr. Phiri is
working. The District Hospital representative emids meeting by telling the HSAs that they
have three weeks to find a house to live in witlhieir catchment area. The HSAs find this
meeting demoralising, and walk back to Nyanja He@lentre with lowered heads, not acting

like winners anymore.

The next week | went to see one of the Group Wdl&tgads to find out what she thought
about the meeting. She welcomed me and my assetanive sat down on a mat underneath
a tree in her backyard. She told me that she git¢rwomplaints from villagers concerning the
Health Centre. Most complaints were about the s r®e youngest in particular (Nurse
Musanga), and the MA (Mr. Phiri). Pregnant womel badly treated by the nurses. The
nurses would shout and be rude to the women, dtiente. The Village Health Committee
(VHC) in her area wanted to go to the District Htapand file a complaint against the nurse,
but she (the Group Village Head) had stopped tH&ne. wanted to give the nurse a second
chance. She had addressed the problem with the befere, and she said she would change.
The nurse had been working very hard, 90 days aidsin a row, and was tired; hence the
yelling. However, the Group Village Head had reedicomplains this week also, so they had

to do something soon, she said.

57



A man who sat on the porch ten feet behind us wi#swing the conversation. At one point
he entered the conversation. He wanted to tell isiatbry with the MA. He had been very ill
with malaria and needed a drain. The MA put théndraand told them to come and get him
if something happened during the night. At nighe ttirain stopped dripping, and the
watchman went to get the MA. The MA told the watemto fix the drain for him, something
the watchman did not know how to. The patient drelwatchman then decided to pull out
the drain as they did not know what else to do. Aéx morning when the MA came to check
on him he got furious with them for having takert the drain and then ignored him (the

patient) until lunch time.

The Group Village Head called the medical systerm&#®. “There are many young men
and women in the medical system npwsfie said. Ih the past the medical personnel were
more mature” She asked if maybe the youngness was the reasdhd poor quality. The
Group Village Head also told us how the MA dismgsker when she wanted to meet him and
thank him for letting her and other community memnsbase the static clinic room when
discussing human rights. | was there when this éa@g. He was closing up when she came
up to him. He did not look at her, just told heattlshe had to come back during opening

hours.

The man sitting on the porch behind us told me thamhy people were very furious with the
MA, and if he did not change his behaviour, he waygt beaten.

The cases described above reveal an arena whevéladlgers/patients have a voice; an arena
where they express or actually yell out what theyndt express in the face-to-face relation
with the health workers. Also, they bring their cems to the Group Village Heads. The
Group Village Head is another figure of authoritytiis setting, and is maybe best described
by referring to Weber’'s notion dfaditional dominancgan ideal type within the legitimate

dominance/authority. To be a Group Village Head mset® have legitimacy because of the
traditional position one is placed in, and becaakehis traditional position one exercise

authority with acceptance from ones subordinate (@¥e2003:314). One can, through the

empirical evidence, detect an underlying confligtvween this dominance anchored in

9 Many used the term ‘Chinese’ when something wasadfquality.
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tradition, and the authority vested in the healtbrke@rs which is acquired through their
position, role, and capital accumulation. The twiogs of authority seem to represent what
might be called ‘tradition’ and ‘modernity’ sincedlth workers are representing biomedicine

and the state, and thus something modern.

The cases show that patients do not accept pomnpaiandling and being humiliated by the
health workers. Where Bourdieu (1996) talks ab@atptance of power relations because of
a shared world view with the dominant part in te&ation, Scott (1985) has taken a closer
look on the actual resistance that does take ptacer behind, the face-to-face encounters.
Resistance for him is not merely intentional, &si§, organised and with revolutionary
consequences. The most common resistance requiresardination or planning; it often
represents a form of individual self-help and asaldect confrontations with authorities, and
does not change much of the power balance. Yett Smgues “just such kinds of resistance

are often the most significant and the most effedin the long run” (Scott, 1985:xvi).

Weapons of the witches

When talking about the uneven power relation exgstin a rural Malayan village, Scott
(1985) shows how the rich are not without sanctithough the rich get away with almost
everything, the rich cannot escape gossip. Sc@85)L writes that gossip, slander and
character assassination are symbolic sanctiongagpesed to material sanctions). In the
following case | will describe how Nurse Musangaated when rumours concerning her

person and intentions were going around.

During the first months of my stay, Nurse Musangaypd with a Fellowship every Sunday.
They prayed in the maternity ward at Nyanja He@lémtre. The newly fledged mothers were
asked to join or to leave and come back after theskping. In the beginning the Fellowship

had around 15 followers, although the number deeiaver time.

After the worshiping one Sunday, Nurse Musangads#kiecould run down to the house and
place the chickens inside for the evening. | rawrdand did my best in chasing the chickens
in the right direction. After a little while, Nurddusanga found me still struggling with the
task. She looked upset, but not because of mylityatw handle the chickens. She told me

that the pastor told her about a rumour going atabout her and Mr. Phiri saying they were
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satanic peopf8 Two women had lost their babies in labour thevioies month and Nurse
Musanga had been the midwife of both deliverieser&fore the women thought she
intentionally killed their babies. Nurse Musang&easif | remembered that she told me about
this when it occurred, and | did. She came dowerdfte first stillbirth and explained how the
mother failed to push so the baby suffocated. Anthé second stillbirth, there was no life in
the womb two days prior to the birth. Because of ticcusations the Village Health
Committee wanted to go to the District Hospital ditel a complaint against them, Nurse
Musanga told me. Mr. Phiri was accused of beingrsatbecause he did not get up at night to
help people. Nurse Musanga said she was a victioause of her membership in the
Fellowship. Several people thought the Fellowshipswsatanic. Nurse Musanga was

convinced those who accused her were witches theasse

The previous week the pastor of the Fellowshiplpdre Andrew, had had a dream. He dreamt
that someone tried to kill him in his slé&He woke up and stormed out the door to find and
kill the man who just tried to kill him. But he gfped himself and prayed to God instead. A
few days later the man who tried to kill Andrewdlidhe Fellowship read this as a sign from

God that He was on their side.

Now, Nurse Musanga told me that although they $as a sign from God, others thought that
the Fellowship worshiped Satan, and that Sataadithat man. Since Nurse Musanga prayed
a lot with the Fellowship, people thought she watarsic too, she explained. Next, she told me
that she no longer wanted to make friends in thisgr. She would go to work, treat her
patients, smile to her neighbours, but she wouldnmean it. You never know what they can
do to you, she said. The witches were mad at thevhip because they prayed so much that
the witches could not hurt théin

The following Tuesday a neighbouring woman, who hadught Nurse Musanga and me
fruits and vegetables several times before, camendeith a basket of GuavdsDue to the
recent accusations, Nurse Musanga had grown sakpficsuch gifts, but she accepted the

basket. She smiled and sdidikomo kwambiri!”®

However, when the woman left, Nurse
Musanga went out behind the house and threw thevdBuiato the maize field. | asked her

why she threw away the fruit. She told me that whe afraid of the food because it might

0 She used both the word ‘satanic’ and ‘witch’ tectibe the accusations.
1 To be killed while one is dreaming means one dtedkin 'real’ life as well.
2 Note she is fairly new to this community.

%3 Prayer kept witches away.

>4 A delicious tropical fruit which grew wild in Male

% |t is Chichewa for Thank you very much!
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have been poisoned or bewitched. Then she $zogle smile in their faces, but you don't

know what's hiding underneath”.

The following week was Nurse Musanga’s week offiatl been out with the HSAs when |
came back to the house and found Nurse Musangagditehind it. She normally sat on the
porch in the front of the house talking to by-passenhile she prepared food or did
needlework. Today she was hiding from the patianttie Health Centre. The nurse on duty
had gone home early, and the patients would comendo Nurse Musanga if they saw that
she was home in order to be helped. Nurse Musaragatined and demoralised from two

weeks of accusations, both from the community mgedind the satanic rumours.

At times Nurse Musanga helped patients when theratbrse had gone home early for the
day, or if the patients came in late. If one pdt@ame to her house, which was located next to
the Health Centre, others would see it and folldbws making it hard for Nurse Musanga to
say no. As she was more educated than the Medasast#ant, Mr. Phiri, she could also assist
his patients. Occasionally she had to do his patihe Health Centre if he was attending a
funeral etc; therefore people knew that they caléh come to her. At night, whenever Mr.
Phiri did not get up to help people who needed anted his assistant, people would come
knocking at our bedroom window begging for help. a'tpeople did this, Nurse Musanga
would sometimes yell at them and call them stugdalise people were supposed to use the
watchman. The watchman would wake her up by gekrlycking on our window saying
“ody, ody”, and he would assist her to the Health Centreerdtrk. She was afraid of going
out without him. On one hand, Nurse Musanga express me that she wanted to help. On
the other hand, it was not her duty. And also, isbeded to rest and to draw lines so that

people did not seek her help in the middle of tightrunless there was an actual emergency.

Symbolic sanctions as a result of gossip, rumounds reegative talk behind health worker’s

backs affect them, as showed in the latter caset §985) argues that poor and rich need to
share a world view for the gossip to have an effébleither gossip nor character

assassinations, for example, makes much sensesuhlm® are shared standards of what is
deviant, unworthy, impolite”(Scott, 1985:xvii). Tdugh gossip and rumours the patients were
viewing Nurse Musanga as a satanic person, as laolyuoreature, as something she herself
despised. In J.W.M van Breugle’s accounts of witafiamongst Chewas in Malawi he says

that “one of the greatest insults is to call soneeamfiti (witch)” (van Breugel, 2001:223).
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van Breugel descries thatfiti is the personification of moral evil, and men daawve evil in
their heart’. Scott (1985) further argues thatstsice in form of character assassination has
the intention to recall the ‘offended’ to a diffatestandard of conduct or to her social

standing and influence.

Resistance ‘Face-to-Face’ Versus Resistance ‘Bag&st

What is shown through the various cases is thateese is not done in face-to-face relations
with the educated health workers; the nurses aadvtA. When only analyzing the face-to-
face interaction between the health worker andpttéent, it seems like the patient silently
accepts poor patient handling. If this acceptaa@eresult of a shared world view imposed by
the health workers dominant position in the powadatronship can be discussed. As Scott
(1985:287) puts it “ Much of the ethnographic maersupporting the notion of
“mystification” and “ideological hegemony” is, | spect, simply the result of assuming that
the transcript from power-laden situations is thk transcript”. When looking at actions on
social arenas outside the face-to-face encountdéhedlealth Centre, the empirical evidence
shows that the acceptance is not as silent aglitrappear.

The first case (the nurse-patients interaction)hat Health Centre portrays the patients as
silently accepting Nurse Musanga’s authority. Teeond case (MA and Agogo) is situated in
a formal context with the Health Centre Advisoryn@uittee present, and here Agogo protest
and questions Mr. Phiris expertise, but is sooansitd. The latter cases portray the voices
and the resistance made by the community membesideuthe Health Centre. Through
gossiping and spreading rumours people affect &adthh worker when they portray them as
something deviant and impolite according to théiared moral standards. The patients are
also making use of traditional authorities and jmubleetings to express their dissatisfaction,
occasionally with an effect. After anonymous conmdafrom a village, District Hospital
Officials paid Nyanja Health Centre a visit anckéal about patient handling, work ethic, and
policies with the health workers. They emphasised the health workers were there to serve
the people of the land, and not the other way atoéaditionally, people told me that the
previous Medical Assistant was chased from the tHeaéntre. However, if a health worker
does not do his or her job in a satisfactory wagoeding to the job-description, the sanction
is relocation organised by District Hospital Oféits. To fire health workers, especially MAs
and nurses, is difficult because of the major latcthem. Maybe this is why the HSAs ended
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up being the ’losers’ after the community meetifige public showed dissatisfaction with the
nurses, the MA, and the HSAs. Only the HSAs hadattrifice something in this situation.

Many HSAs were forced to move from their familiegoi their catchment area receiving
houses with much lower standards than before. MdAnyem thus had to leave the small
business they had on the side, making them suffandially. HSAs must be easier to replace
than nurses and MAs due to the lower level of cdempee and the shortness of their training;
thus filling a different role in the community frothe nurses and the MA. This aspect will be

discussed more closely in the following chapter.

Concluding Remarks

In this chapter | have addressed the tension presscerning questions on patient handling
and patient rights. By positioning the health weske relation to community members by
using theories of authority and power, | have shibivew the uneven power-relation is played
out. Throughout this chapter | have argued and sHatvat there is a gap between people’s
expectations of the Health Centre and what thetH&2¢ntre actually can and is supposed to
offer people, and that this gap is very much atddo the question of opening and working
hours. This becomes especially evident throughctses of Agogo and Mr. Phiri and the
community meeting. People ask why they do not gé&i,land say it does not make sense that
a health centre closes -because people getall etnes. The helplessness of those patients
who do not get helped, illuminates the existing powelationship based on positions in the
society which at times becomes a relationshipfefdnd death. Through the various cases |
have showed how the resistance is expressed differat different arenas. In analysing the
face-to-face relation between the MA, Nurse Musaagd patients, Weber and Bourdieu’s
notions of power have been useful. However, outdidedomain of the Health Centre, one

recognises a resistance which | have analyseddhr8uaott’'s understanding of resistance.

What more is portrayed in this chapter is the fatgin of the two poles (the one demanding
service and the one providing service) of the thogbhealth sector in Malawi. As the

empirical examples reveals, the gap between exjpmttand reality leads to tension, anger
and sorrow, which further generates resistanceanous forms. Although the resistance is
directed and focused on mainly two social actongré Musanga and Mr. Phiri), these social

actors represents the Malawian government, andues gne can read the resistance as a
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critique directed at the government which is ndeab provide primary health care to its

subjects in a satisfactorily manor. Change is #®rdd consequence to the resistance.

In this chapter | have focused on Nurse Musangatlaadedical Assistant, and | chose to
portray the negative tendencies in their relatigns¥ith the community. This | have done to
illuminate the existing tension present which ialré&y making a clear, but also somewhat
simplified, division in position and power betwedre MA and Nurse Musanga and the
community, | wish to make my argument regarding Health Surveillance Assistants and

their in-between position in the community cleafidris | will turn to in the next chapter.
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A

Health and HSAS

- Between the formal sector and the community

The HSA is the point of contac
between the formal health sectc
and the community. As such
information and new ideas in th
preventive health sector that
trickle down the ladder from the >
Ministry and from research has tg
be implemented at communit
level via the catalytic functions o :
the HSA

(Kadzandira og Chilowa,
2001:12). ; 4 g i
Photo 6: An HSA conducting outreach health talk

In this chapter, health activities related to theakh Surveillance Assistants’ (HSAS’) job

description will be presented. | will discuss se@mportant aspects for achieving successful

child health attendance. First, | will analyse thke of HSAs within the local community by

portraying challenges, weaknesses and strengthswrthey perform their duties. | argue, by

analysing their status in Bourdieu’s capital tertimat much of what they lack in symbolic

power or authority, they might compensate for ieirttcollaboration with the traditional

authorities. Next, | address social aspects ofidinglalth in the community and | portray other

sides to it than the purely medical. | argue thater5 clinics®® are social arenas for

%% As described in Chapter 2, during under5 clinititdeen are weighed and given vaccinatiStaticunder5

clinic is at the Health Centre every Tuesday. Whadetreachclinics provide the same service, but are located

at four different locations within the communityda@ach are ideally visited once a month. The isléareach
those living far away from the Health Centre.
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displaying bodily capitdl which reflects parenthood. Finally, | discuss #meertainment
aspect in child health. Throughout the chaptefdrr® Foucault’'s concept of bio-power when
analysing the health activities performed by HSAd ather agents, and | suggest that several

agents can be seen as ‘tools’ in the strategiegebower.

Health Surveillance Assistants
- The government engaged ‘local’

“We are the only tool whereby we can make someergobd. We prevent disease”

(Mr. Mwula, Senior HSA)

Brief history

John M. Kadzandira and Wycliffe R. Chilowa (200dgrh the University of Malawi carried
out a study on the role of the HSA, and they presktheir origin. About 50 years ago it was
an outbreak of smallpox in Malawi. This createdeadfor temporary assistants in the field of
vaccine. The people trained for this task wereedaBmallpox Vaccinators. Then, in the early
1970s, the country experienced a large cholerareakb The Ministry of Health decided to
establish Village Health Committees as a meanggiat this and coming outbreaks. The
Village Health Committees should consist of volemse from within the community.
However, these committees needed guidance; theréer Vaccinators were trained to be
Cholera Assistants. In the 1980s the preventiveseof the Ministry of Health saw the need
for primary assistants in the communities and préve actions to take place before referring
people to health centres and hospitals. This was &l the aftermath of the Alma Ata
Declaration aiming at providing basic health caredil by 2000. The preventive action task
was given to the Vaccinators/Cholera Assistantss Was the beginning of the concept of
Health Surveillance Assistants. In 1995 the positieas made permanent (Kadzandira og
Chilowa, 2001).

" Bodily capital; a term suggested by Lotte Meir{@8004) as an additional capital in relation to Rbeu’s
capitals.
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Bio-power

In the previous chapter, when addressing the poglation between the MA, Nurse Musanga
and their patients, | analysed the cases in a \Wabeerspective on legitimised domination
which is better described as authority becauseoatyhs tied to social positions and roles

(Dahrendorf, 1959:166). Michael Foucault (1995)wsepower differently. Power does not

belong to a person and one cannot acquire, shardpse power. Power is in every

relationship; it is omnipresent. However, as knalgke and power are intimately connected,
particular forms of knowledge (like medical knowded have direct power as they are put
into practice in institutions (Bilton et al., 200EBoucault's (1995) notion dfio-powercan be

useful when analysing HSAs.

Foucault seeks a shift from viewing power as tppressive act of a state head like the
medieval king with his power over death. Power witbhdernity, he argues, developed to be
more concerned with power over life. The populatiaas, in the nineteenth century, seen as
the wealth of the country and this was how the entisation and politisation of gend®and
sexuality became real. ‘Gender’ became a publerést. Governments are concerned with its
population’s health because a healthy populatiom ithe best interest of the nation-state.
Foucault looks at power strategies and claims gbatrnments, through various institutions
(schools, hospitals, army, and prison), disciplimeir population for the sake of controlling
them to utilise people’s potential. A healthy paiidn is important for capitalistic
development and therefore health became a polititatest. The power over life means that
the modern nation-state controls its populatiomtake sure the population’s health and
reproduction practise gain the country and provideslthy individuals. This power
developed through 1the politics of anatomyvith its metaphor of the body as a machine;
disciplining, gaining of capability, heighten itdility and docility, and 2)the bio-politics
which focuses on the body as a species, and whigposted the biological processes like
reproduction, birth, mortality, state of health diid expectancy. This power surrounds life
from beginning to end (Foucault, 1995:152). Hedlths became a crucial strategy in the
power relationship Foucault refers to as Bio-povaed Denise Gestaldo (2000), a nurse and
sociologist, argues that health workers can be eteas government ‘tools’ in disciplining

citizens’ in the nations best interest. “In thisnewey, health has become increasingly

%8 | have read the Norwegian translation of Foucantt the translator uses one term, ‘gender’ (‘kjgnn’
Norwegian, which does not distinguish between tbtobical and the social aspect), when translatimegfive
notions of ‘gender’ Foucault addresses in one Hrevird; sexe. ‘Gender’ can refer to anatomy, bigjdbe
social, the physiologic, and gender as epistemoébgind ontological.
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important politically as a major point of contacétlveen government and population”
(Gestaldo, 2000:114).

The HSAs are seen and suppose to be the pointnthatobetween the formal health sector
and the community, and through them information aen¥ ideas from the Ministry of Health
should reach community level (Kadzandira og Chilp@2@01). Furthermore, Gestaldo points
out that “... health education can make a contrilvutenthe exercise of bio-power because it
deals with norms of healthy behaviours and promdigsipline for the achievement of good
health” (Gestaldo, 2000:114).

Leach and Fairhead (2007) address some limitaboRoucault’s notion of bio-power. The
image of a unified governmental discourse which daolt uses as starting point is
problematic when the reality often is more plutaisnd involves international institutions,
corporations and non governmental organisationadidition to ‘traditional medicine’ and
religious institutions. The governance is multidded and thus not only governments
institutionalise discipline around medicine. Anatleeitique they aim at bio-power is that its
notion has been used (not by Foucault) in a wagkvbeny people agency; that people do not
experience and reflect actively on their relatiopshith powerful institutions. What was
shown in Chapter 2 and 3 is that this is a singdtion of reality because people do in fact
have agency and are choosing actively when it cameasedical possibilities. Although there
are challenges in utilising Foucault's notion ob4dpower in an African context where the
state structures are weak and the individuals caretd’ for as in societies Foucault refers to,
it can still serve to shed light on recognisable tmiedical strategies in providing health care.

Dealing with the Unforeseen

In this section | describe health activities redate HSAs where the strategies of what
Foucault refers to as bio-power are recognisedll lagdress the job description given to the
HSAs by the Ministry of Health and describe how HSAanage them.

Job description:
a) Conduct community assessment within an assiga@thment area and facilities in solving
health problems in the catchment area.

b) Facilitate formations of Village Health Comméte(VHC) in the catchment areas.
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¢) Promotion of hygiene and sanitation through k&gmspections, health education and
giving feedback to communities.
d) Supervise VHC and other health committees.
e) Conduct information, education and communicaforrihe maintenance and improvement
of the health status of the community.
f) Provide immunization, Vitamin A, de-worming digand growth monitoring in children
under5, and TTV in women of child bearing age.
g) Conduct disease surveillance and response eassioutbreaks.
h) Facilitate provision of safe water supply, ciiation of water at household level, and
monitors water quality.
i) Conduct village clinics on specified days anttral of severe cases to the nearest health
facility.
) Maintain equipment for the job.
k) Collect and record data in relevant registers.
[) Conduct patient / client tracing, follow up, antbnitoring.
m) Inspect public facilities such as schools, merkeublic toilets, water sources, restaurants
for maintenance of good hygiene.
n) Motivate communities to utilize health servicels as reproductive health services.
0) Promotes and participates in delivery of acedést Child survival and Development as
follows:

i) Environmental hygiene practice.

i) Safe water supply.

lii) Food hygiene practice.

iv) Good nutrition practice.

v) Antenatal care including PMTCT

vi) Infant and young child feeding.

vii) Vector and vermin control.

viii) Family Health.

Ideally, HSAs receive seven weeks of training betoeing able to conduct the job

description.

%9 Preventing Mother To Child Transmission.
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Obstacles

One of the HSAs’ main tasks is to provide immundsat! observed 15 static under5 clinics
during my time in the community. In February 20hé HSAs had a problem with the BCG
vaccine because they ran out of needles desigmé&®IdJ@ injections. The HSAs used another
needle to give the BCG injections. Thimprovised” as one put it, arftt worked fine!” In
March the main problem was TTV vaccines. For thedhfirst sessions this month (three
weeks) they lacked the vaccine. The HSAs could g @et it at the neighbouring health
centre, but it was difficult to arrange transpoasatfor this and it was therefore not managed
before the 28 of March. At the first under5 static clinic in May one received vaccines.
The gas cylinder keeping the refrigerator for tleeomes cold was empty; therefore the
vaccine stock had been transported to the neigirigpinealth centre. Women were told to
come back next week. Next week, however, was thekwéthe measles campaign; therefore
the static under5 clinic was cancelled. The follogviveek a HSA managed to collect TTV
and DPT vaccines from the neighbouring health eerbut all the other vaccines were
missing. A gas cylinder was provided for the presgioveek, but the District Hospital had for
some reason not filled up the vaccine stock agdme. following week, still, only TTV and
DPT vaccines were in stock, and unfortunately th@yn ran out of DPT during that session.
At the staff meeting on the 2nd of June, Mr. Phiré MA, reported that the EPI in May had
been horrible. 0% received BCG, 27% received DRflee babies received polio3 and the
measles vaccine was out of stock. However, duhagday’s static under5 clinic all vaccines,

except measles, were present.

A TR

Once, when | joined three HSAs
to an outreach under5 clinic, the
small brick house used as,
vaccination site in  tha
community had collapsed due t
bad weather, as the pictur
illustrates. The HSAs conducte
the service outside in ligh
drizzling rain using a nearby tre

as a weighing station for the Photo 7: The collapsed brick house used for outreaders clinics.
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children. This was not directly the governmentslfabut it still reveals unforeseen obstacles

HSAs must creatively deal with.

HSAs had generally little equipment. At the villalgethest away from the Health Centre the
HSA in charge had a clinic for general complainticé a week where he examined children
under5 and referred them to the Health Centre ifdoed it necessary. He had antibiotics,
malaria treatment and painkillers to distributeseemingly treatable cases and he used a
scheme of symptoms as guidance for illness deteddoe of the marks on the check list was
to observe the child’'s breath and count numberstafles/exhales in one minute. Because the
HSA did not own a watch and no one around had beegssumed that the child had a fast
breath because the child had a cough. The HSAl fille a scheme with symptoms and wrote

down a number which indicated high breath on tires® before handling out antibiotics.

For transportation around in the community HSAs otladbikes with no gears. If a bike broke
down, the HSA in charge of that bike had to speisthbr money to repair it. If the HSA
could not afford it s/he had to walk. Therefore wieuld sometimes walk to outreach under5
clinics. Other times an HSA would cycle with anath¢SA on the carrier which was an
exhausting exercise. Since the female HSAs were ftbe area or from similar rural
communities they felt comfortable wearing chitergeer their uniform skirt. They never
complained about this to me, but for me it was Veayd to cycle with chitenge because |
could not move as freely as | could when wearimgigers. Chitenges are wrapped neatly
around the body. When | tried to cycle in my anlkleg skirt without chitenge, the skirt got
caught in the spokes of the wheel staining the skth oil.

The weather was a major transportation obstacl@dufition to the bicycles. In the rainy
season it rained heavily for longer periods ofdhg. The dirt roads turned in to muddy roads
making it very slippery and potentially dangerows dycle around in the community.

Additionally, the HSAs did not have rubber bootgaincoats to protect them from the rain.

HSAs had everyday-challenges and tried to deal thigm in ways they could. There were
little communication between the Health Centre #rel District Hospital because the radio
was out of order, and therefore HSAs had little Wdeolge about what was going on. In

addition to practical challenges, HSAs had otherceons in life forcing them to prioritise.
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Low attendance

Performing the job description laid out by the Mimy of Health is affected by factors like
gender and family obligations. A female HSA, Mrarnd8a, was a widow. Her husband had
passed away five years back. They had four chiltogether (9, 11, 16 and 19 years old).
Mrs. Banda was not the most devoted HSA. She wofikeh come late to work and some
days she did not attend. However, as the sole geovor the family there were many chores
she had to perform. Washing and drying clothegrie-tonsuming work in Malawi. Because
theft was common she did not want to dry the clotbetside when she was away from her
house. She had to wait. Preparing food is also-tamsuming. Because of the health risk of
eating cold food (left-overs) everything shoulddo®ked and eaten while it is still hot. As an
HSA one should live by example, being a role modeérefore having a ‘smart’ and
‘hygienic’ house was important. Most HSAs had a Isfasiness on the side to make ends
meet. During market day in the village | at timdserved female HSAs prioritising to sell
their products instead of being at work. Also, tiayl gardens to tend to as they, like most
Malawians in rural areas, depended on additionagistence farming. In addition to all these
extra chores and responsibilities Mrs. Banda hadotomute with her bike to work which
took 30 minutes coming in and an hour going badie un sets between six and seven p.m.
in Malawi and without electricity the day is in manvays over when darkness falls.
Therefore, to be at the Health Centre from 8 amtil & p.m. every weekday leaves little time

for other chores and is thus in many ways unreéalist

Not unexpectedly, then, there was a problem with &tendance amongst the HSAs. The
Senior HSA was not pleased when HSAs missed wottkowt giving notice. However, little
was done to discipline them. From time to time sarhthe male HSAs showed up drunk on
duty. If they were not too drunk, they were allowedontinue working. One day | saw a note
hanging in the HSAs main working station orderingee named HSAs to come and see the
Senior HSA as soon as they saw the note. Thewastcalled in because he had been drunk at
work during cholera night dut) The second was called in because he had three afay
‘unreasoned’ absence. The third was called in lmxdoe Village Health Committee in his
catchment area had complained about him. The camiplas that he had not distributed
chlorine in a time of a cholera outbreak. | talkkedhe Village Head of his catchment area and

she was not happy with this HSA. The problem witim,hshe said, was that he drank too

%0 A cholera outbreak meant extra work for HSAs i of extra nightshift but the pay check stayerisame.
To attend cholera patients is also potentially @angs as the disease is very contagious.
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much. She had found a house for him in the commuin sheet roof, mud floor and no

electricity) and she wanted him to move in. He baly been there twice the previous months
handling out chlorine. The HSA in question once ptaimed at a staff meeting that they were
out of chlorine and needed more supply. He alsce awxpressed to Thomas that nobody

enjoys being a HSA because of the lousy pay.

Living conditions

HSAs were supposed to live within the catchmen& aretheir responsibility, though most
stayed at the Trading Centre five km away fromHealth Centre. In the first months of my
fieldwork only three out of 17 HSAs lived withindin catchment area. After the community
meeting, discussing the cholera outbreak (desciibb&thapter 3), a few more HSAs moved
into their catchment area during the week days,rbost tried to dodge the claim. Some
ended up living a few days of the week in theichatent area and ‘secretly’ a few days with
the family in their old house. To not live withihe catchment area was to a large extent
economically motivated. Because of the limited plagy received many needed to have a
business on the side to be able to give their @mlda proper education (governmental
primary school has no fees, but has poor quality, secondary education includes school
fees). One HSA had invested in a cow and was gethiik, and others produced and sold
‘freezies® and thus needed electricity for the freezer. Fewsks in the village had
electricity. HSAs recruited by the Global Fund ietitve®® had been promised three times the
pay when applying for the position and was under ithpression they would be provided
with government houses within the community, andenshocked when they were offered to

live in the simplest houses.

Without structural, institutional, social and ‘nedli difficulties, the job-tasks might have
been manageable. However, the health system inwflaganot running smoothly due to
several issues and conditions like poverty, tougjhyr seasons, poor infrastructure and few
medical personnel. Because of this, though, the $18fe set out to tackle unforeseen
obstacles in their everyday work. All the factassich influences the ability to perform as an
HSA, logistic problems, natural obstacles, systéawg, reasons for low attendance and

issues of living, which they often have little catover and few means to handle, can in

®1 Freezies are made out of a berry blended withveaté soda extracts. The mix is poured into sma#tjz
bags, frozen and sold as a cold treat on hot days.piece cost 5 kwatcha.

%2 The Global Fund is a public/private partnershiidated to attracting and disbursing additionabreses to
prevent and treat HIV/Aids, tuberculosis and malafThe Global Fund)
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some ways be argued to threatening HSAs positidrttair relationship with the community.

HSAs are wanted in the communities and are blarfeak ipresent when disease breaks out.

The Capitals

The actors providing health care at Nyanja Healdntf® are positioned differently in
relations to the actors in the community. BouridBenotion of capital accumulation can help
to shed light on the different positions and theigavhich lies within them. In the previous
chapter | analysed the role of Nurse Musanga aadvtldical Assistant (MA) in terms of
Bourdieu’s notion of the capitals. | showed how,|l&gning on Fuglerud et al. (2010 (2003))
account of doctors and capital accumulation, NiMssanga and the MA gained symbolic
capital in their accumulation of economic-, cultuyreand social- capital due to their
occupation. Because of their occupation the paianknowledged, had faith in, and trusted
their biomedical knowledge, and this was importéot the power relationship. Different
accumulation of the several capitals can implyedldhces in power. | argued in Chapter 3 that
the nurses and the MA gained symbolic power and #uthority over their patients because

of the position their occupation gave them in tbemmunity.

HSAs on the other hand, did not have as high dagitaumulation as the MA and the nurses.
Although HSAs had a relatively stable incdihehe wage was half the MA’s wage, and one
third of the nurses’. In the community setting HSAead a higher education than average
because all HSAs had to have some secondary soganlorder to apply for the position. In
secondary school the language used for teachikggtish and therefore all HSAs had some
English skills, but the quality of it depended awhmany years they participated. In addition
HSAs had, in theory, seven weeks of medical trginirhese aspects can be said to heighten
their cultural capital accumulation because eduooais an important element in Bourdieu’s
notion of cultural capital. Still, HSAs were farofn having the same knowledge as the
educated nurses and the MA. Because of low econoapital accumulation HSAs did not
have as many artefacts displaying their relativalth® as the MA and the nurses had. HSAS’
houses were average, their clothes did not stahchaoh and to my knowledge most did not

possess DVD players and TVs. Still, | will claimatithe HSAs, because of their occupation

% In April the Global Fund recruited HSAs did not ¢eeir pay check and it was never provided foreyTh
worked a month for free.

& All wealth must be seen relatively as none ofab®r presented can be categorised as rich. Hopsvere
are richer than others in this setting.

74



and their duties in the community, had some autyofihey had a government job and wore
(most of the time) a blue uniform which signalisghds. Just like the MA and the nurses,
people trusted and acknowledged the HSAs biomedicalvledge, which provided them
with symbolic power. In fact, many people refertedHSAs as ‘doctors’. This might indicate
a general lack of knowledge about differences ifissia the different actors working at the
Health Centre, which might possibly make the exguemts of HSAs’ competence higher, and
thus providing a higher symbolic capital accumwliatior the HSAs. People’s expectations of
the HSAs were in many ways based one their jobrigie®n and role given by the Ministry
of Health.

HSAs encourage and mobilises mothers to attend tleidlth days and explains how crucial
vaccines are for childrefio grow strong”. The authority HSAs hold might be an important
factor in a mothers’ decision to listen to theiviaé. However, when mothers come to the
Health Centre not receiving what is promised, Maecines, and are told to come back next
week and again experience a broken promise, HSAsharones breaking this promise. The
trust needed for upholding the authority is weakiehecause of the failure to provide the

service which they have promised, and thus HSABiaity is reduced.

HSAs are recruited from the community, they are gedting a hardship allowance from the
governmerf and, as | have argued, they are much closer tavieeage patient than the
nurses and the MA in terms of economic- and cultcapital accumulation, in addition to
being more familiar with the community. An illustirlg example is how HSAs sit next to
women from the community at the market selling @adprct which often is the same as other
women'’s products. The nurse might also be sellrgsgame product, but she is sending her
house girl to sell it for her. Although HSAs do rfeave the same medical authority over
people as do the nurses and the MA, HSAs’ advantaight, on the other hand, be this
closeness to the community in terms of capitals famdiliarity which | will now describe

more closely.

® The nurses and the MA receive hardship allowaacéving in rural areas. The allowance is 8000kw a
month, close to what HSAs earn.
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Interaction with the Community
The devoted HSA

Mr. Bwanali, an ever friendly and smiling man irs mid-30s, was an experienced HSA who
| spent much time with. His English skills were gocompared to many other HSAs. Mr.
Bwanali lived close to the Health Centre in a holosated within his catchment area. The
house did not stand out much from its neighboursials made of red bricks and had a tin
roof. | was never invited inside; therefore | cahsay much about furniture and flooring. Mr.
Bwanali was a devoted HSA who had extra respoiits#silat the Health Centre, and he was
hired and waged by the Malawian Government. Higloaent area had a location for an
under5 outreach clinic approximately 20 minute advayn his house by bicycle. This under5
outreach clinic was one of the more successful .dnasended three under5 outreach clinics
there, one village meeting and one funeral due ¢badera death where a Senior HSA gave
information about hygiene precautions necessarynwiandling a ‘cholera body. In what

follows | will describe the interaction between NBwanali and the community.

It is the first under5 outreach clinic | am invitéea join. Mr. Bwanali, Mr. Mphaka (HSA),
Thomas and | start off from the Health Centre ado@ra.m. and cycle for 30 minutes before
we reach the under5 clinic site. The road whicliddeas there is quite nice to cycle. It is
sunny, so the road is not slippery, and there ateéao many hills. At the site there is a small
house (approximately 5x3m) made by the local Védladealth Committee to be used for
vaccination and child health. It is made of bricksd small glimpses of sunlight shines
through the roof which is made of grass and plastieets. | wonder what they do if it is
raining, and Mr. Bwanali tells me that they use tigarby church if rain. Some women are
already present when we arrive. They welcome kg, tair hand and make a curtsy. Shortly
after, | count more than 60 women present with@nmore children. They all sit down in the
grass field in front of the small house. Beforeyttart to sing health songs, a woman says a
prayer on request by the HSAs. One HSA functiors lasd singer while the women repeat or

answer back singing. The songs go like this:
/[The child is crying. Let us go to family plannirfgamily planning is good//
//Don’t give your baby water or freezies, just atefeed them. Breast milk is the best//

/[Our children are our future leaders. Children enals happy. Some are going to be

nurses and some are going to be doctors//.
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The following health talk is about vaccination aid Bwanali is very interactive in his way
of presenting the information. He asks questiorts@ndes the talk, and the women ask him
guestions as well. After the educational part pheeiman from the Village Health Committee
with the weighing of children present, while Thonassists with the health passports. Today,

72 children receive vaccines

When all the children have been attended to, ttvamen, all members of the Village Health
Committee, brings us plates with food. They haveppred Nsima with small dried fish as
relish. The Village Head lives close to the sited ¢he food was prepared in her home. | ask if
this is usual treatment. Mr. Bwanali tells me tids$, and that people want to show the HSAs

that they appreciate them.

This was the only under5 outreach clinic locatidmeve the committee prepared food for the
HSAs, and they did so every time. However, otherAgiSvere also given gestures of

appreciation by villagers from time to time. Fostance, when visiting a community rarely

visited by HSAs because of difficulties to reacle, also received food. They made us Nsima
and pumpkin leafs as relish. On our way back, a amho worked in her garden when we

passed by stopped the HSA and gave her a big lfri€hinese leafs from her garden.

Mr. Bwanali had a good relationship with the Gratifpage Head in his catchment area. The
first time | was introduced to her, Mr. Bwanali bght me. She was in her late sixties and had
a slim body. She was doing house chores when weedrand was dressed like most women
in the community are when at home, in a fadedrt-ginid an old chitenge wrapped around her
skirt. As most elderly women she had a shawl wrd@yeund her head to cover up grey hair.
She had a warm, humorous personality but was dindoer speak. Mr. Bwanali was there to
apologise for not attending the last village megtifBhe accepted the apology and they talked
friendly for a while before we headed back. Abaub imonths later | went back to talk to her.
This was shortly after the measles campaign. Icask®ut the campaign, and she explained
that Mr. Bwanali came by and informed her aboutié.had brought a letter with information.
Two of the volunteers in her village was sent te Health Centre for training (described in
the prologue), and they came back and did promaltimork. She had also had a community
meeting where she informed everyone about the upgpoampaign. She told everyone that
when the ‘doctor’ calls, they have to bring théiildren to receive the vaccine. She was quite

sure that all the children in her community hadereed the vaccine. | asked her about her
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relationship with Mr. Bwanali. She told me thatyhead a good relationship and that he did a
fine job in her community. The communication betwéee two of them was good, she said. |
asked what she thought about the Health Centrenergl. She then respondé&do be frank,

there are a lot of problems with the Health CeniMany people do not receive help and must

therefore walk long distances in order to be helgedceive a lot of complaints”.

The next HSA | will present is Mr. Mphaka, a marhis 20s. Mr. Mphaka was married and
his first child, a boy, was still a toddler. He didt live within his catchment area. Together
with his family he lived at the Trading Centre. Wihefirst saw him he was wearing his blue
uniform, had white basketball sneakers on and gplwggin his ear listening to the radio. The
Global Fund recruited and hired Mr. Mphaka. Wherapplied for the job as an HSA he was
promised three times the pay he received now. He &also under the impression that
government houses would be provided for them withexcommunity. He had been an HSA
for three years, but had still not gone throughttamindg®. Nevertheless, he was one of the
HSAs living up to Jenny's standards during the NesasCampaign (described in the

prologue).

In Mr. Mphaka’s catchment area there also was aet&noutreach clinic located 15 minutes
away from the Health Centre by bicycle. There wlseussions if this should be an outreach
clinic or not because of the geographical closet@sbe Health Centre. Nevertheless, what
follows is a description of Mr. Mphaka'’s interacatiavith the community in his catchment
area. Because of a cholera outbreak, Mr. Mphakateslato have a health talk in his
catchment area. In advance he had discussed tlthisthe Group Village Head and the

meeting was held in her front yard.

We follow the main dust road and pass the undenicatite in Mr. Mphakas catchment area
before we reach a stone on the side of the rodd“@itvVH” painted on it. We take left by the
stone and soon we find ourself in the Group Villatgad's front yard. At the front of the yard
there is a huge mango tree providing plenty of sh&h the other side of the yard there are
several trees providing shade in a ditch which seina¢ resembles a tiny amphitheatre with
stumps and wooden planks laid out to sit on. Closthe house it is built an outside roof

covered with twigs and branches. Underneath it hesm@nd chairs are placed out to be seated

% He had been given informal training by other HSvken he started working. He had practised injection
techniques on oranges before he injected children.

78



by the Group Village Head, her husband, Mr. Mphakeymas and nfé As the place fills up
with people, the women take seat on the groundrumgehuge mango tree and the men take
seat on the stumps and planks in the arena. An &fter we arrive the meeting begins,
attended by 106 women and 23 men. It is a hot @ay,while everyone is squeezed in to the
shade, Mr. Mphaka places himself in the middle werywne can hear him and begins the
meeting. A man who sits on the bench close to rge agprayer asking God to guide them
through this meeting. Next, Thomas and | introdooeselves. Then Mr. Mphaka starts the
cholera talk. For over an hour he stands in thedheidf the yard in the burning sun. He asks
guestions about cholera and people reply and disddis asks‘What is more dangerous,
cholera or HIV?” Some reply HIV, but most agree that cholera isergingerous because
one dies very quickly from it. Mr. Mphaka asks home can prevent cholera? A man replies:
“By cleaning the latrine”. Another reply: “Everyone should have a latrine and use it
properly!” One man comments that mothers must check thadadfter children have used it.
The Group Village Head's husband gets up and explabw some mothers do not wash their
children’s nappies for a weekl hey just pile them up’he says. Mr. Mphaka nods his head to
this information and explains that this could wsdl source of cholera. At the end of the talk
Mr. Mphaka underlines how important it is to havia@ine. He tells them that he will come
back after three months and do a latrine inspecti@hreport back to the Group Village Head.
“The two cholera cases from this area were due fur petrine hygiene and the lack of a

latrine and this can be a source of other disedse$ he says.

When Mr. Mphaka is done with the talk the Grouplage Head’s husband gets up and talks.
He reminds everyone how important it is to givdatbat the Health Centre. Traditional Birth
Attendances (TBAs) shall not be used anyrifoié anyone gives birth at home they will be
fined three goats; one from the woman in laboug twom the caretaker and one from the
TBA.

The cases of Mr. Bwanali and Mr. Mphaka show how ltealth Centre and the traditional
authorities are collaborating towards a common gbal healthier community. In addition to
health benefits, there are profits to be made enGhoup Village Heads’ part as the TBA
example illustrates. A healthier population willneéit Malawi as a nation as defined by
Foucault with his logic of bio-power. Due to thdlaboration between the Health Centre and

®”When | could | would insist on sitting on the gnouwith the people. Because | came with the HSAsvifas,
however, sometimes difficult, and most Village Heatd others insisted | sit with them.

% TBAs had previous been given training by the goment and UNICEF to improve the mother/child death
rates. Recently the government made a change df\uaating everyone to give birth at Health Centetackle
the mother/child mortality thus making TBAs illegal
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traditional authorities | suggest that traditioaathorities (Group Village Heads and Village
Heads) in addition to HSAs can be viewed as govenintools’ in bio-power strategies.
With reference to history, | will now discuss thisther.

Indirect rule

As the political scientist Mahmood Mamdani (19%8Yyues, in many African societies,
including Malawi, the colonial legacy of the bifated state is still present. He explains that
the bifurcated state came about during the colop@&lod when dealing with the native
guestion; how a tiny and foreign minority could eubver an indigenous majority. The
bifurcated state divided the country into urban anchl, into civilised citizens and rural
tribes. The British used indirect rule as a stratieg coping with the native question. Indirect
rule introduced rural communities within the conteka spatial and institutional autonomy.
The tribal leadership should be the hierarchy efrtiral/local state, and customary law would
exist in the rural communities, as long as theyrtdirectly contradict the civilised British
laws in the cities. The state was thus organisédrdntly in rural areas from urban ones as
two forms of power under a single hegemonic authofurban power spoke the language of
civil society and civil rights, rural power of conumity and culture”’(Mamdani, 1996:18). The
local customs was, however, state ordained and stdbrced, and "the authority of the chief
thus fused in a single person all moments of powseticial, legislative, executive, and
administrative”(Mamdani, 1996:23). Mamdani showsvhim the conservative African states,
the hierarchy of the local state apparatus, fromefshto headmen, continued after
independence. In Malawi this was particularly true.

The social anthropologist Peter G. Forester (12@4punts for the cultural element in resent
Malawian history. In 1963 Dr. H. Kamuzu Banda beedthe Life President’ of Malawi. He
ruled the country until he was peacefully defeatethe countries first multi-party election in
1994. Forster utilise Eric Hobsbawm’s notion ofvémtion of Tradition” when analysing Dr.
Banda’s rule. Dr. Banda was proud of Malawian trads and wanted to build a nation based
on old traditions; a cultural nationalism. He livadd practised as a medical doctor in Britain
for several years and was shocked that Presbytetias like Glasgow could have so many
public houses and that married men could dance wtitler women in ballroom settings.

When Dr. Banda was growing up in Nyasaland (nowaWal the Scottish missionaries had
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forbidden alcoholic drinks and declared Ch&waancing sinful and primitive. After
witnessing the double standards of the British sy he was ready to re-insert African
culture in his motherland when he returned. Higrideracy’ became based on old African
institutions of chieftainship. Dr. Banda was theicties main chief and his orders were to be
obeyed without question as one did with chiefs.sttengthened the roles of the chiefs and
their traditional courts because this law systerns ware appropriate to the Malawians than
the British system, he argued. The young shouldeselders, especially parents and chiefs.
Dr. Banda was not fond of the young educated atitt saw them as a problem to his politics.
The wisdom of elders was, for Dr. Banda, of primamportance, and school and colleges
existed to supplement this. Forster argues thatiniportance of culture should not be
underestimated when discussing Dr. Banda’'s loningasuthority, not least the way it has

been manipulated to serve as the basis for pdliegé&imacy.

This history of despotism based on the strengtlgeafrtraditional authority and old African
culture might explain to some extent the importameecollaborating with traditional
authorities when dealing with health issues asetluedlaborations works along the lines of
indirect rule. In a bio-power strategically manngre government makes use of traditional
authority and hierarchy and ideas to get peopkttend child health activities. HSAs are the
government representatives for this relationshiy #nis relationship might to some extent
explain the success of child health activitiesdf the relationship between HSAs and Village
Heads is very important. According to Dr. Bandaéigsophy, the Group Village Heads are
above the health workers in the traditional hidmgrsomething which it seems like the HSAs
respect through their actions. The HSAs, by adlyetinlocal customs, utilise the authority
(i.e. power through social position and roles (Wgbef the Group Village Heads which
strengthen their word. This might compromise forawhtHSAs lack in what might be
recognised as symbolic power when using Bourdieatgns for analysing. As was shown in
Chapter 3, there was an underlying conflict betweenVillage Heads and Nurse Musanga
and the MA, and this conflict might have been abawthority and hierarchy and who is
above the other. Because HSAs have less authbatyriurses and the MA, they might better
fit in to the traditional hierarchy and thus beipgtter representatives for the government in

providing preventive child health at community leve

% Dr. Banda was a Chewa (Ethnisity)

81



The Social Aspect of Child Health Activities
Comparing bodily capital
In Chapter 2, | briefly explained how under5 clim@s a place for public display, how

women who could afford it would dress themselvas their children in clean and sometimes

matching clothes. | will now go deeper in to thepect of child health.

Lotte Meinert (2004), who is a social anthropolbgexplores the use of Bourdieu’s concepts
of capital andhabitusto analyse local understandings of resources taategies for health in
Kwapa in rural eastern Uganda. She recognisestdgonowith using Bourdieu’s concepts of
capitals and habitus. His theory was developed'Western’ society, and thus the capital and
habitus are anchored in individuals. This can makgfficult to apply the concepts on the
social and inter-subjective nature of an Africardenstanding of health. Still, by using the

concepts creatively they will illuminate importagpects of health, she argues.

Meinert (2004) argues that having ‘a beautiful hcand looking smart’ can be recognised as
symbolic capital in Kwapa. A beautiful home is boagmented and has an iron sheet roof. If
one cannot afford this, the house should be smemitedcow dung to make it smooth and to
reduce dust. To have a ‘smart and modern’ homen#iée should be decorated with pictures
from magazines. Also, the yard should have littlteish and have facilities for good
sanitations by providing a latrine, a shelter fathing, a rubbish pit and a plate stand for
drying dishes. “Beauty and cleanliness are highigstigious forms of symbolic capital,
which encompasses the other forms of economic,ak@id cultural capital” (Meinert,
2004:19). Looking ‘smart’ is a symbol of being rbgl Furthermore, Meinert describes the
efforts of producing a strong body where the cdpitplay an important role. “The
development of a child’s body as ‘strong’ or ‘fadhle to resist diseases, and lead a good life,
is seen as a result of the integration of ‘wealtmjty’, ‘learnedness’ and ‘smartness’ in the
family” (Meinert, 2004:20).Wealthas an economic capital is not just about monegnn
African setting, but includes also people and ligek. Unity, meaning the social relations in
the larger family and the surrounding neighbouedens to social capital.Learnedness
meaning schooling and educating children, is anonmamt cultural capital for the whole
family. And finally, ‘smartnessboth in the home and in the person is an impoggmtbolic
capital, when following Meinerts argument, and canly be acquired through the

accumulation of the other capitals. Therefore, Mgi2004) argues for the importance of the
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body in Kwapa and suggest to include the concepbdily capitalwhen talking of health in

an African setting. In Bourdieu’s theory, capitalcamulation belongs to the individual.
However, in an African setting where people areardgd as wealth, and the whole family
puts much energy in producing a ‘strong’ body, afeh are an investment in the future in

form of economic-, cultural-, social- and symbaapital which belongs to the whole family.

What Meinert describes as ‘smart’ in Kwapa is wisatonsidered ‘smart’ in the Malawian
community where | carried out my fieldwork as wedh. most homes | was invited into,
calendars hang on the walls. In the home | livediénhad calendars going back three years
hanging on the walls. This was considered to bearmodvlany of the HSAS’ health songs and
health talks aimed at making people have a cledrhggienic home, as described by Meinert,
and to have this can be analysed as being a syofbbigh accumulation in economic-,
cultural- and social- capital. And at under5 clmiespecially the static ones, the concept of
bodily capital in form of a ‘fat’ child with its mestment quality became evident. The rhetoric
of “children are our future worth”often used in health songs is good examples oiige of

the investment quality (see page 33, 76 and 8éXamples).

At under5 clinics the HSAs or the volunteers had/éigh all the children and plot the weight
into the health passport before administer the imasc | volunteered to help with the
weighing from time to time. The first time | imagith it was a simple task, however | was
wrong. Weight can be understood as an importansureaon bodily capital which reflects
the family’s symbolic capital. The mothers were easko remove the clothes from their
children, including the nappies, but most womeediio remove as little as possible. And the
children were dressed in many layers of clothesaé&awomen fmade excusésas the HSAs
put it, when asked to remove more clothes sayiegtild had diarrhoea or had a bad cough.
The mothers wanted their children to weigh as magpossible. When the weather got cooler
many women protested loudly and booed when theye weld to remove the children’s
clothes. They were afraid the child would catchymenia. This, in addition to the pressure
of having a ‘fat’ baby made the weighing procedomaéch more difficult than first imagined.
An HSA jokingly yelled out once that the women hademove the child’s nappies as well as
the clothes assome of you are hiding rocks in then®Dne time when | weighed some
latecomers at an outreach clinic, the last womanptained of me. She told me that | made
her remove more clothes from her baby than the woirefore her. The previous baby

weighed 6, 8 kg, and her weighed 6, 5kg. The wopwnted at the other baby and claimed
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that his real weight was 6, 3 kg, thus weighings I&san her baby. Also, when | asked
different members of the community (mothers, gramdpts and a traditional healer) what
was considered a healthy baby the common answetanvas baby .

Photo 8: Women in line at an outreach clinic. AnA#s in the foreground

registering the weight of the children in the hleg@assports.

Parental morality

Another aspect of bodily capital can be how iteefs on the morality of the family. Leach
and Fairhead (2007) uses material from The Gantbghdw how ideas about the body are
important and connected to the social and poligsgect of vaccine anxiety. They show how
health and strength are relationships drawn betwsength, growth, breastfeeding and
sexual intercourse. “How strong and plump, or hosakvand sickly, a baby is becoming very
much linked with moral and social issues concertiirggtiming and appropriateness of sexual
activity, in ways which, as we shall see, can hamportant bearings on mother’s social
experiences of vaccine clinics” (Leach og Fairhedf)7:110). There is a widespread ‘belief’
in The Gambia that women can damage the baby'shhdatngaging in sexual intercourse
again too soon after the birth because the maréarsgnters the milk and this can lead to
diarrhoea or malnutrition and the baby will loseesgth. A good weight indicates parental

abstinence. Also, if a mother becomes pregnantewiigastfeeding she will stop to breastfeed
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as fluids from the foetus, including residual semelh enter the breast milk and potentially

harm the suckling child.

In Malawi, at least in the community where | congacmy fieldwork, there are aspects
resembling the Gambian example. Unfortunately, understandably, | did not get a lot of
such intimate information from mothers at the He&entre. However, | will still argue that
bodily fluids and child health are connected hesevall. In Chapter 2, | presented a health
talk about sexual behaviour relating to child Healhd pregnancy. Also, there were several
health songs about the importance of breast mhie first woman | met at the Health Centre
was a woman pregnant again who had stopped totlfezasher toddler, and the toddler was
now treated for oedema (the child had swollen legs)sed by malnutrition, according to the
HSA. | once asked a young mother why some Malamathers oppose breastfeeding when
pregnant again. The mother then said, without etbw, that because of changes in the
body, the milk was no longer suitable for a chNéany children | saw at the Health Centre
had a thread around their waist to strengthen amteq them fromsemphd’. HSAs
explained in their health talks the¢mphowas caused by malnutrition, but the mothers had
another explanation as well. Because the paremtdchabstain from sexual intercourse for a
period after giving birth, the thread protected dhdd from the parents’ infidelity. If any of
them were cheating and came home and played watitthd, the child could getempho A
healthy baby; not thin, not swelling, but fat, eetied the parenthood positively, and the
under5 static clinic was an ideal place to disglag bodily capital which also captured the

morality of the parents.

However, the social aspect of child health relatedhe display of bodily capital can work
against its purpose. If one is very poor or hadlashild one can experience ridicule in this
setting by other mothers. One mother who had asof child told me that other mothers
commented the baby and accused her of having HtVpassing it on to her child. This was
not the case. The baby had a congenital chromosdmermality. Nevertheless, for the
mother it was stigmatising to attend such childthedays. Leach and Fairhead (2007) argues
for similar aspects in The Gambia where the satiggllay is an important part of child health,
and they suggest that those less integrated incomemunity, immigrants and poor, felt
excluded by other mothers. Taking a sick childn® tlinic could be worrisome for mothers

0 Chichewa word for a condition recognised by sympaf swelling

85



as it reflected poorly on them. On the other hasda volunteer woman in a Village Health
Committee pointed out to me, it was easier forvigy poor to attend outreach under5 clinics
than the static ones because the display aspectesasprominent here as some mothers
would come straight from the gardens in their egtayyoutfit. This illuminates how important
it is to have outreach clinics as well as statiesymot only to reduce the distance and time
mothers have to spend on child health, but alsedoh all children regardless of social status

and bodily capital.

The aspect of entertainment and Community InvolaeémeHealth

In this society there was not much entertainmemt fw activities for youth other than
football and netball. At the market place there veascinema’, but this was by many
considered to be a&ad placé. Nurse Musanga did not want me to go there. At tiarket
there were some pubs (kiosks selling alcohol), tg was to place for ladi€s For
entertainment, families could visit their church.dhurch people found amusement in songs
and dances. Some aspects related to child heattie dtiealth Centre and its under5 clinics
also provided amusement. In addition to dress ugetrmpeople and participating in health
songs, people would sometimes get theatrical emtenent as well at the Health Centre. A
youth group, The Drama Group, made health relal@gspand acted them out at the Health
Centre. Three times during my stay, after the raegson, the group performed at the static
under5 clinic. The play was a substitute for thelttetalk, and the second time | observed a
health play more than 200 spectators were gathdred.play was acted out outside the
Health Centre. Caretakers and children attendiagcstinder5 clinics, women present for
family planning and antenatal checks, and patientse for the Medical Assistant all saw
the show. Also, people who passed by, they stoppedsat down to watch. Before the play
started, an HSA engaged the spectators in healtjsso

Mr. Bwanali gets in front of the audience and staotsing and the audience sings badke
don't ridicule each other or shout at each otheveEyone here is married’but people are not
enthusiastic. The singing is ‘slow’. Mr. Bwanalops the singing and asks the womendiog

and enjoy yourselves, and leave your problems atehcA woman from the audience gets up
in front of everyone and sings while she dancesraakles a show'Let's take care of our
children, they are our future worth!The other women enjoy this and are encouraging her
The woman is dancing more and makes high pitchexraoing sounds. After her, another

woman from the audience gets up and makes a shwosvaiidience loves it, and they all sing:
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“Some fathers run away from their children. Too mdn take care of. Let’s go to family
planning. Some sugar daddies run away from theildn. Let's go to that roonpoints at
the nurses’ officeand have family planning”’Next, The Drama Group appears. They enter
the ‘stage’ in a row singing and shaking their bekito the audience amusement. A woman
gets up, runs over to a male actor while he is idgn@and she pretends to slip money down

his shirt. The group is singing about breast miild aholera.

Photo 9: The Drama Group enters ‘the stage’ whidg dance and sing.

The group has very few props, in the first playyanbranch. A man and a woman are running
around chasing something while trying to hit ittwibe branch. This is done in a comical way.
After a while of chasing the man argues that thiasvis gone now, so they can do as they
please (making a gesture which makes it obvioushhas aiming at sexual intercourse). They
were chasing away thlduman Immunodeficiency VirusThe audience laughs. Next a third

actor is entering. She explains to the couple pleaiple cannot see the virus with the naked

eye, and instruct them to go to the Health Cetiget tested.
The group presented three plays that day. It tdok#hutes. They asked the audience if they

could perform one last play, but the women waitfog the under5 clinic agreed it was

enough. This might indicate the time pressure #retakers are under.
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David Kerr, (1989) professor of theatre at the @mity of Malawi, links performing arts to
primary health care communication in Machinga amanBa districts of southern Malawi.
Although community theatre as a means of infornrmaéind education goes as far back as the
1930s, Kerr argues that present development theatmgore efficient and more in contact
with the spectators than the old “well-meaning, hkelearly manipulative colonial
agents”(Kerr, 1989:472). In 1985 the Drama atlimeversity of Malawi engaged in health
issues. A small group did research and developagsphiming at current health issues and
other community issues. The plays had little opraps and had to stimulate the imagination
of the audience. They also wanted the audiencarticpate actively during the play making
the form highly improvisational. The play was wetkceived by the audience and was, for
instance, used to introduce Village Health ComragteKerr says there was no tradition of
spoken drama in that part of Malawi (with a fullgveéloped story and roles), but there existed
several cultural traditions very close to the drarmia some extent did the Theatre for
Development drew upon these, for instance whengutia call and response, and repeated
songs. Also the loose structure of the play whictdenthe audience able to affect the outcome
and enter the discussion is found in traditionafystelling (Kerr, 1989).

The plays | observed were acted out 25 years thitedevelopment of ‘modern’ health plays
in Malawi, but traces of the original idea is stdund. If combining the health songs and the
play to one performance one can recognise the @senn audience participation when the
women felt free to go on ‘stage’ and sing. The pli@gcribed was aiming at an important
health issue in this society, namely HIV and itgtmsy Other plays | observed during my time
in the village were plays about hygiene, cholerd promiscuity. Common for all was the use
of humour, song and dance. John Hubley (1984) gdowen the characteristics of effective
health education and argues that “the word of masitperhaps the most valuable way to
influence action...” because “...oral traditions in manral societies are strong and people
enjoy communication conveyed by means such as psipplrama, story telling and
music”’(Hubley, 1984:1056). However, while the onigio the health play was driven by
incentives of ‘producing’ a healthier populatiohetincentives for the actors in this Drama
Group were divided. Community health benefits wefreourse a positive outcome, but the
actors mainly joined the Drama Group because therg Wwored, and because getting a job in
Malawi is difficult for youth they hoped being aatiin the Drama Group would give them an
edge; that it could be their ticket out of theagjé.
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In development politicsCommunity Involvement in Healttecame a philosophy guiding
strategies from the mid 1980s onwards. One sawaagehfrom politics where development
programs were imposed on people, to politics wheeeple were invited to join the
development in a bottom-up experience which wodkhily empower the majority, i.e. the
poor. This was a deliberate strategy supportedheyWHO which promoted community
involvement in bettering health conditiofe the majority of the people by betteringth
them. People participation became an additionakiignt in health care delivery (Oakley og
Kahssay, 1999). Concrete activities like Villageakle Committees, Community Health
Workers, Health Campaigns, discussions and locatings, drama, dance and songs were
important for the Community Involvement in Healtinasegy (Oakley et al., 1999), and all
these activities are recognised in this Malawidtirege

Denise Gestaldo (2000) views the issu@articipationor Community Involvement in Health
as a double edged sword because it can mean bgbwarment and control. Participation
can be viewed as a new approach in the exercisgogbolitics. Now, everyone should be
involved in promoting health based on governmentedions, like Village Health
Committees and Drama Groups in Malawi. When asKihgalth education is good for you,
Gestaldo answer that health education can be safijugbecause many practises involve
imposing ‘truth’ about health. Patients risk losingntrol over their own bodies. Health
education is also widening the clinical gaze andtriouting to management of social and
individual bodies, she argues. On the other hamel,ctaims that health education is good in
the sense of empowerment and helping people to nm@emative choices regarding own
and their family’s health.

Concluding Remarks

The reader should now have a better understanditigeantricate aspects attached to child
health activities and primary health in this comityinPAs Gestaldo (2000) argues, health is a
major point of contact between government and mdr. And in Malawi, through HSAs,
information and new ideas from the Ministry of Heakhould reach community level
(Kadzandira og Chilowa, 2001). Because HSAs dopoossess the same medical authority as
the MA and the nurses, HSAs have to make use @i @inengths when interacting with the
community, and closeness to the community, bothgggahical and social, is a major

strength. Government ideas reach community levehlrse of the natural relationship HSAs
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have with various traditional authorities. Gesta(@600) further argues that health workers
can be viewed as government ‘tools’ in disciplingitizens in the strategy of bio-power. The
MA, the nurses and HSAs are such ‘tools’; peopl® wiork for improving the health of the

population. Due to the particular role of the HSRAaagovernment (or Global Fund) engaged
‘local’, who collaborate with the community, otherembers of the community can also be
viewed as such government ‘tools’; like the tramhtil authorities (i.e. Group Village Heads
and Village Heads), members of Village Health Cottess, and actors in the Drama Group.
They all work, more or less, together for the comngoal of a healthier population (driven

by different incentives) and they turn to HSAs fuidance. Child health and primary health
are closely related to social networks and rolesubhorities, it reflects parenthood and social
statuses and provides aspects of entertainmeng whiblving a wide range of actors in the

process of providing health care.
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5

Strengths and Weaknesses; a conclusion

The universal value of the thesis

‘Health for all by 2000’, the slogan from the Almda declaration in 1978, reached Malawi
and its health politics. HSAs are health workersduating their work according to the
Primary Health Care approach and Community Involknetmin Health, which dominated
development health politics after the declaratlor000 member states of the United Nation
agreed to adapt the global action plan of the Millam Development Goals. The Goals
sought to achieve eight anti-poverty targets bys2darget 4 is to reduce by two thirds the
under5 mortality ratio. Childhood vaccines are rdgd a cheap and manageable means to
this end. Target 5 is devoted to reduce by thremrtgrs the maternal mortality ratio and
achieve universal access to reproductive healthitédnNations Millennium Goals). At
Nyanja Health Centre one can recognise the pmarifiom targets 4 and 5 in the everyday
work at the Health Centre and at outreach posts. flurses are concerned primarily with
target 5 and HSAs deal with the preventive sideadjet 4. In this thesis, | have commented
on health activities related to both of these gal®yanja Health Centre. However, such

global health ideologies and aims are acted owatllppm distinct and often varying ways.

Negative rumours and local interpretations of bidio&l preventive methods are not
uncommon. “We believe modern-day Hitlers have d@eslkely adulterated the oral polio
vaccine with anti-fertility drugs and contaminatéeavith certain viruses which are known to
cause HIV and AIDS” (Leach og Fairhead, 2007This quote, found in Leach and
Fairheads’ account of vaccine anxieties, it is takem Datti Ahmed, a doctor and president
of Nigeria’s Supreme Council for Sharia Laws. Withis, Leach and Fairhead wish to
indicate how different ideas about vaccines vaairesind the globe, and they also show how a
teacher in Guinea worried that vaccination hadtet a strengthened but more violent
generation, as he considered it to be a connetitween children’s vaccination and the

behaviour of child soldiers. Also, Leach and Famtheanalyse the anxiety for the MMR
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vaccine in contemporary Britain where parents medxl against the vaccine, being afraid it

could causautism.

In her article, Amy Kaler (2004) shows how in Malafamily planning projects and the
introduction of the condom led to conspiracy thesrsaying that America or the Malawian
government wanted to exterminate the Malawian pedpcause they were tired of the
population’s demand for aid. Therefore, allegetiy government introduced the condom as
a ‘tool’ to spread HIV. Kaler's study shows how soplaces in Malawi there were a lot of
scepticism towards health workers, because theg ween as acting on behalf of the State
against the people. This scepticism, Kaler argaas, transmit to other health policies. An
example of this was aanti-polio campaign that took place in Malawi. Mapgople was
worried that the polio vaccine was a malevolentilsgation injection that would make the
children sterile (Kaler, 2004).

Although my study concentrates on a distant rupahtion in a small African nation, the
theme of my study is universal. All over the wottital interpretations of global health
incentives can be found. Sometimes these intetpeta work against biomedical
implementationsvith forceful results, and other times they colledie. If one assumes that
parents in TheGambia and Malawi or Malawi and the UK react in ilam manner to
biomedical offers, one might be taken by surprisedaverse clinical realities can vary
enormously and therefore lead to very differeng¢riptetations of the offers. As mentioned by
Kleinman and Petryna (2001), everyday life expex@ehocal knowledge and social networks
influences personal agency and access to heakh $aeptics to biomedical influence were
found in Malawi, as Kaler shows, and in my areatatly the sceptics were mainly the Zionist
who wanted nothing to do with biomedical interferenHowever, most people made use of
the biomedical health offers; especially child healffers. | have in this thesis looked at the
part HSAs play in child health.

Trust in the interface

The lack of biomedical skills among HSAs, which w&sognised by Jenny, the MSF
representative, is closely connected to the timetéid training HSAs receive. In a report
presented by A. Katsulukuta, the National EPI Mamag Malawi, one can read that 17% of
all HSAs lack pre-service training (Katsulukutal@D The report recognises the lack of pre-

92



service training as one of the greatest challengése institution of HSAs, in addition to the

ever increasing duties assigned to them.

At Nyanja Health Centre, 7 of 17 HSAs lacked tnagniHowever, as Senior HSA Mr. Mwula
told me, lack of training is not his biggest comceHe argues that the largest difference
between HSAs is found between those who have caetpblseecondary education before
applying for the position and those who have bafieighed first grade of secondary school.
Based on the aspect of short training one can fgkei biomedical health system is
undermined due to the lack of competence among H8éwever, if trust and experience are
identified as important factors in the biomedicahlth system, can HSAs, despite their lack
of training, be important agents in supportinggkstem?

“It is essential that parents trust the qualitytteé service on offer” P.H Streefland, A.M.R
Chowdhury and P. Ramos-Jimenez (1999:722) arguenwstedying the quality of
vaccination service and its social demand in Afiacal Asia. They document the fact that
“parents are willing to invest considerable efforhaving their children vaccinated; however
there are a number of serious shortcomings in ttadity of the routine vaccination service
and strains are apparent in the interface betwkervaccination providers and the users”
(Streefland et al., 1999:722). Throughout this ihésave depicted various social interfaces
between health workers and patients, and | havevesthdhow these meetings have been
characterised by differences in authority, positi@tionalities and knowledge. Strains have
been apparent, particularly in the interfaces |ehaelected to display between Nurse
Musanga, Mr. Pihri (both educated health workens)) their patients.

The two educated health workers described in thesis were both strangers to the
community, and they had recently moved there. Theyked for the government and they
enjoyed luxury like electricity and other symbolswealth and power. This created a social
distance between them and the community. In additioey socially distanced themselves
further by to some degree ignoring traditional auties. In Chapter 3 | described how Mr.
Pihri ignored a Group Village Head when she cantbaok him, and how Mr. Pihri told her,
without looking at her, to come back the next dayirdy opening hours. By doing so, Mr.
Pihri showed her disrespect. The Group Village Halad told Nurse Musanga to start acting
differently towards her patients, but no change beeh detected in her behaviour according

to the Group Village Head. Nurse Musanga thus igddhe reprimand given to her from
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traditional authorities. Both the Mr. Pihri and NarMusanga were accused of having evil
intention wherthey were accused of being satanic or witcAsshealth workers they were

involved in situations concerning life and deathd anuch of witchcraft revolves around

death and illness (van Breugel, 2001). As Mark Allldt al. (2001) argue, interpersonal trust
is important in the doctor-patient relation, and emgpirical examples have shown that many
people were sceptic towards the educated healtkensrTrust is not always rational, Hall et
al. state, and often people trust a health workdomag as they know that his or her intentions
are pure and honest. Trust is very much conneaiethd health worker’'s character and
personality. Therefore an excellent but rude heatbhker can receive a low degree of trust
from her patients. Furthermore, Hall et al. strégsst is consistent with different patients’

personalities. In addition to the sceptics in toemmunity, | talked to several people who said
they had received good treatment from bothtted educated health workers and who

recognised the intense work pressure the nursetharidA were facing.

When discussing traditional knowledge and altemeatationality existing in the community
regarding health, | have shown how health is closginnected to a person’s morality.
Witchcraft revolves around the images of the pea®a moral being (Englund, 1996). Thus,
by accusing the educated health workers of beirignga or witches, the accusers are
criticising their moral being. van Breugel (200kpkined the logic behind Chewa notions of
‘hot’ and ‘cold’; of vulnerability and danger, ilé 70s. Because hotness could harm or kill a
new-born who was considered to be ‘cold’, trust wagial. To produce a healthy toddler the
whole family needed to behave in a very strictlyrahavay to protect the child from evil.
Because one could not be certain of the midwifedsatity, if she was ‘cold’, hospitals were
feared. Today, as the Government has forbiddenifioadl Birth Attendances, and together
with traditional authorities is making it compulgdor women to deliver at the Health Centre,
a situation is developed where nurses might beviara exposed situation regarding trust and

witchcraft accusation if something should go wrong.

The relationship between HSAs and the communityéninterface is not characterised by as
large a gap in position, authority, rationality adrbwledge as is the case with the nurses and
the MA. HSAs are positioned differently towards teemmunity than the MA and the nurses.
While the educated health workers sit in their agfiand have the patients come to them,
HSAs actively seek their patients within the comibunHSAs purpose, in addition to

provide preventive health care and spread biome#itawledge, is to form a link between
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the community and the formal health service dejiv€atsulukuta, 2010). HSAs engage
actively with the community through outreach seegiccommunity meetings, health talks and
by participating in funerals where hygiene preamsgi are needed. Health precautions in
funerals are needed when someone has died of aherher action must be taken to hider the
spread of the disease. Moreover, many HSAs uphajdaa relationship with the village
heads and cooperate with them, which enable HSAsaich the community. By being a part
of the community in this way, HSAs have to succuoib a daily basis to traditional
authorities, rules of conduct and social relatidnsever heard of any serious accusation of
evil directed towards HSAs. | witnessed, howeveryHHSAs received complains in face-to-
face interactions. In Chapter 2, | refer to a oabere an authoritative woman makes a joke
on Mr. Mwula’s behalf referring to his love for alwl by saying Some of you may neglect
it, saying Mr. Mwula is drunk, but what you havéltas is very important”’People laughed,
and Mr. Mwula laughed. Although a joke, it was #@idsm which | never observed being
directed towards the nurses or the MA in a sirmh@nner. Being an HSA means one is part
of the community. Therefore one is adjustable lmalsanctions and authority which makes
the level of trust in HSAs generally high. As ssed before, an important non-rational/
emotional component of trust relates to the pedggnaf the health worker and not the
guality of his knowledge and experience (Hall et2001). As long as parents trust that HSAs
are benign and want to help their children resis¢ase and help them grow strong, they will

continue to bring their children to child healthiaities.

Pro et contra HSAs

In the prologue | described what went on duringassive measles campaign carried out in
2010 in the area of my fieldwork. The case illuniaththe strengths and weaknesses of the
HSAs as servants of Primary Health Care in Malaha. me, though, it seemed like the
weaknesses and strengths they possessed werellgamgferlinked and thus presented a
paradox which made me adk:it possible that HSAs’ weaknesses can be theoreéor their
strength?From this question | presented an argument clajntiatthe role of the HSAs in
this community has a mediating effect between #ieengs and the Health Centre which

ensures the large turnout and trust in child healttivities by caretakers.

When looking at the situation from Jenny’s perspecta nurse, it becomes clear that HSAs
medical skills and techniques do not live up to dgoectations and this is something she is
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worried about. She observed and commented on $emeidents of vaccine abuse, and it is
crucial that vaccines are handled correctly foritgna full effect. The lack of medical skills
is a serious weakness. Additionally, the increasluiies assigned to HSAs are a problem. As
| have shown, some HSAs found it difficult to perfoall their job tasks because they had a
low payment and needed to engage in other retsis tio make ends meet. Morover, some,
especially female HSAs, had other roles to fulkie| for instance, the role as a housewife or
mother. Senior HSA Mr. Mwula pointed to the low pag a major obstacle for HSAs.
However, because of the low pay HSAs engage inlainaictivities to other community
members who are also struggling to make ends ribét.signalises equality. In addition to
low wages, poor housing arrangements and trangjportare major concerns pointed out by
Mr. Mwula.

Limited biomedical training, in addition to the d@r workload and poor housing and
transportation arrangements, are the factors whidracterises the negative sides of the
institution of HSAs. On the other hand, Malawi hias lowest number of medical doctors and
nurses in the whole region, and the country suffiens ‘brain-drain’. The saying ‘there are
more Malawian medical doctors in the city of Margtiee alone than there are in the whole of
Malawi’ may no longer be the case, but it is a canmuote used to describe the situation in
Malawi. However, between 1998 and 2000 Malawi mstr 100 nurses to countries in the
‘West’, and such figures have far-reaching consege® in an already nurse-constrained
environment (Muula et al., 2003). Prior to 2006réhwere 5000 HSAs in the country. In 2006
additionally 6000 HSAs were recruited, and todagreéhare approximately 10,500 HSAs in
Malawi; 1:1,200 population. Therefore, HSAs, despiheir weaknesses, are crucial in
bringing preventive health care to the Malawianafypopulation. Despite their lack of
training they do contribute to the local communBy. looking at the high turn-up during the
measles campaign and generally at under5 clinies,HSAs’ work must be described as

successful since the high turn-up is due to thenptemn work they carry out.

As | have shown throughout this thesis, HSAs arke positioned in the same manner as
nurses and medical assistants. HSAs are positionbdtween the Health Centre and the
community; with a foot in each camp. | have showvhension was present between the
Health Centre and the community, mainly becaugbetocial and material distance between
the educated health workers and the community. $b@al and material distance further

contributed to strains between conflicting authesit trust issues, interactional difficulties and
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misunderstandings of the health offer. The in-betwposition of HSAs mediates the social
distance between the Health Centre and the suriogirdbmmunity. By cycling into the

communities, HSAs bridge the Health Centre to renaotas and they become familiar with
the ‘local ways’. This aspect of their job desdopt together with the personality and
position of HSAs, ensures a large turnout and tiusthild health activities by caregivers.

Despite HSAs biomedical weaknesses, through themdulical aid reaches people living in
places far away from hospitals and health cenH&As are the bicycling remedy against the

disease of ‘brain-drain’ of which Malawi suffers.
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