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Developing a scale for attitudes towards
complementary and alternative medicine

Arzu ARAZ?2, Hacer HARLAKP

Abstract

The aim of this study was to develop a scale to asses the attitudes of adults towards complementary and alter-
native medicine (CAM). The survey was conducted with 291 people who have varying socio-demographical char-
acteristics in Aydin, Turkiye. After exploratory factor analysis, confirmatory factor analysis pointed out that the
Scale for Attitudes towards Complementary and Alternative Medicine (SACAM) has two distinct dimensions that
were highly correlated. Cronbach’s alpha for alternative and complementary subscales of the SACAM were com-
puted as .76 and .77, respectively. Alpha coefficient of the total SACAM was .85. Users of alternative ways in com-
pany with conventional medicine had significantly higher total and subscale SACAM scores than the users of con-
ventional medicine. Psychometric analyses showed that the SACAM is a valid and reliable measuring instrument

to determine the adults’ attitudes towards CAM.
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Introduction

The traditional medicine has been used in African,
Asian and Latin American countries for a long time.
In Western countries it has been also approved as
Complementary/Alternative Medicine (CAM) for
the last couple of decades.! According to The
National Centre for Complementary and Alterna-
tive Medicine (NCCAM),2 CAM is considered as a
group of diverse medical and health care systems
that has not been accepted as a part of conventional
medicine. However, recent literature about the use
of CAM pointed out that it has been widely used by
the people in modern countries.3-7

When we question the reasons underlying the
CAM use, in addition to many other factors, we
are likely to find attitudes towards CAM. As well
known by social psychologists, an attitude consists
of cognitive, affective and behavioural compo-
nents.8 It is generally recognized that attitudes are
relevant for understanding and predicting the social
behaviour.? That is, the attitude towards a specific
subject is an important determinant to predict the
behaviour related to that subject.10

Based on the theory of planned behaviorl! to
health, it is frequently noted (e.g. Pitts!?) that
people’s attitudes affect the intentions and thus,
their health behaviors. Some of these attitudes are
related with different solutions for health problems.
That is why it is beneficial to explore the attitudes
towards alternative ways for treatment in order to
understand people’s health behavior and medical
demand. For instance, if people have positive atti-
tudes towards alternative ways but negative atti-
tudes toward conventional medicine, then it means
there would be a problem both for their health and
for health services. In addition, using alternative
ways together with conventional medicine (that is,
complementary use), can cause serious health prob-
lems. Therefore, studying the attitudes towards CAM
in a society seems necessary.

The relevant literature contains several studies
on the attitudes towards CAM. In these studies,
the sampling groups have varying characteristics.
Some of them consists of medical professionals or
trainees!3-26 while the others include the healthy
adults or patients.2’-35 However, no matter what
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characteristics that the sample groups have, in those
studies the attitudes towards CAM have been
measured by different ways. In some studies,152223
the investigators tried to explore the attitudes with
only one item questioning a general evaluation
about CAM, while other studies,132029.34.36 em-
ployed no direct measurement concerned with the
attitudes. In these latter studies, the attitudes
towards CAM were reported based on the partici-
pants’ responses to the questions about the usage,
kinds and sources of knowledge of CAM,13.20.29.34,36
or a specific CAM technique®8. Some studies used
focus group discussions3! and the others employed
Likert type scales'419 to explore the attitudes.

Despite the numerous studies related to the
attitudes towards CAM, the number of valid and
reliable measuring instruments is very limited. One
of them that appeared first was AAMS (Attitudes to
Alternative Medicine Scale) constructed by Finni-
gan®” in 1991. Although AAMS had been used in
some studies,1827:32 jt was criticised because its
construct validity was not confirmed with a factor
analysis. Consequently, Hyland, Lewith and Westo-
by3¢ developed Holistic Complementary and
Alternative Medicine Questionnaire (HCAMQ) by
collecting 6 items from AAMS and 6 items from
Holistic Health Questionnaire. HCAMQ was a 6-
point Likert-type scale. The alpha for CAM subscale
of the HCAMQ for measuring the attitudes towards
CAM was calculated as .83. According to the re-
searchers, attitudes towards CAM and holistic
health beliefs are related but distinct constructs.

On the other hand, in 1999, Siahpush3? attempt-
ed to answer the question “why do people favour
alternative medicine?” In his study, the attitudes
toward alternative medicine were measured by
totally 6 items with a 4-point Likert-type scale. In
reliability analysis, the alpha value of the scale was
calculated as .82. This scale was used in some
studies.3® Recently, Bishop, Yardley and Lewith*0
established Complementary and Alternative Medi-
cine Beliefs Inventory (CAMBI) by selecting some
subscale items from Siahpush’s Scale and, adding
new items. CAMBI measures three distinct treat-
ment beliefs: natural treatment, participation in
treatment and holistic health.

In summary, the psychometric analyses of the
scales developed for measuring the attitudes
towards CAM are not fully satisfactory. The con-
struct validity of the AAMS was not established. On
the other hand, CAM subscale of the HCAMQ
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measured the belief about the scientific validity of
CAM (*... the belief that CAM is or is not an effect-
ive scientific method of treatment compared to
conventional medicine”) but not the attitudes to-
wards CAM in general. In Siahpush’s study, there
was no validity analysis for the scale and the items
were related to the use of different treatment meth-
ods altenatively not complementarily.

The present study aimed to develop a valid and
reliable measuring instrument that could be used to
explore the attitudes towards CAM. We tried to
measure the attitudes towards both complementary
and/or alternative medicine in general and specifi-
cally their use, so that the scale could be used by
researchers who wish to investigate the attitudes
towards the use of varying treatment methods to-
gether with or without the conventional medicine.

Materials and methods

After we examined the related literature through
Medline, Science Direct and PsycL.it databases with
the single and combined keywords of “CAM”, “atti-
tudes”, “scale”, “measure”, we listed some items
expressing favorable and infavorable opinions
about CAM. We re-examined the list in order to
eliminate the items that have the same or very
similar meanings. In addition, the scales previously
noted in the introduction of this paper were
checked. We adapted five items from several scales:
The “placebo effect” of alternative treatments were
frequently empasized in the studies such as Lewith
et al.1¥ and Furnham and Forey.2® Therefore, we
expressed this effect in two items (item no.2 and 10).
Item 5 was adapted from Siahpush39: “I would recom-
mend alternative medicine to anyone of my friends who
might get ill”. Item 7 was adapted from Lewith et
al.,’® and Hyland et al.3® “Complementary medicine
should only be used as a last resort when conventional
medicine has nothing to offer”. In Siahpush’s3® studly,
there was a statement such as “I think most alternative
therapists are quacks”. We adapted this expression
into “I think that alternative treatments are completely
quackery” (item no. 8).

The scale (SACAM) with 12 items was organized
with responses as 5-point Likert type (5=strongly
agree, 4=agree, 3=neither agree nor disagree
2=disagree, 1=strongly disagree). Some of the items
(2, 8, 9, 10 and 12) were randomly reversed. An in-
struction was added to the scale as follows: “It was
known that people find various ways for treatment
other than visiting a doctor (herbal therapy,
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acupuncture, reiki, meaditation, music therapy etc.).
Some thoughts about such kinds of therapy were
listed below. Please indicate to what extent you
agree with each statement by ticking the appropri-
ate box beside.” The range of the scores was
possibly between 12 and 60. Higher scores meant
positive attitudes towards CAM.

In our questionnaire there were also a few socio-
demographic questions related to gender, age, edu-
cation level, marital status, monthly income of the
family, and a question about treatment preferences
(When you are sick, what is your typical response?).
The response alternatives were “do nothing and
hope to recover spontaneously”, “visit the doctor

and comply with her/his orders”, “visit the doctor
and also seek alternative ways for treatment”, “mere-
ly seek alternative ways for treatment” and “other”.

The survey was performed in Aydin, Turkey.
Before giving the questionnaire to the participants,
it was noted that the research had been carried out
for a scientific purpose. Participation was voluntary
and the answers were anonymous. The importance
and necessity of their truthful answers were also
stressed for the research to be valid. Participants
filled the questionnaire individually within approx-
imately 15 minutes. Response rate was 85%.

Data were analysed statistically by using the
SPSS version 13 (Statistical Package for Social Scien-
ces) and LISREL 8.3. For all the statistical process,
significance level was taken as 0.05. In order to in-
vestigate the psychometric properties of the newly
developed scale, we computed the Cronbach’s
alpha reliability coefficient as well as corrected item-
total correlations.

To explore the construct validity (factorial valid-
ity) of the SACAM, which shows whether the items
measure the unique construct or not, exploratory
(Principal Components with Direct Oblimin Rota-
tion) factor analyses were conducted. Principal
components analysis has been recommended as a
descriptive approach to condensation that optimiz-
es a property of data,*! and have been used to deter-
mine empirically how many dimensions (underly-
ing constructs) account for most of the variance on
an instrument.*2 The reason for choosing non-or-
thogonal rotation was that the possible factors for
the construct measured with the scale could be
correlated with each other.#2 In addition, in order to
examine further the results of exploratory factor anal-
ysis, confirmatory factor analysis was performed.
Finally, as another approach toward construct
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validation of the scale, the data were analyzed for
divergent validity that describes the ability of a
measure to produce relevant group differences®!.
The participants’ answers to the question “when you
are sick, what is your typical response?”were consid-
ered as the sole criterion in examining the divergent
validity of the SACAM.

Results

The sample of the survey consisted of 143 female
and 148 male (totally 291) adults. The mean age of
the sample was 35 (x£11.9, range=16-83). Of the par-
ticipants, 57.4% were married, 42.6% were not. The
average educational duration was 11.9 years. While
45.4% of the participants had $593 and less, 54.6 %
had $594 and more as the family average monthly
income.

The extent of each item’s contribution to the scale
score was evaluated by means of respective item-
total correlations. As the correlations of four items
(item no 2, 3, 6, 10) with total score were less than
.30, they were regarded useless*! and removed from
the scale. After the elimination process, Cronbach’s
alpha for SACAM with eight items was calculated
as .85 (for the 12-items reliability analysis, the alpha
value was .76). SACAM items (12 items) and the
results of item analysis were displayed in Table 1
and Table 2.

Items of which primary factor loadings were 0.40
or greater, were used in the factor design.#! The
factor loadings of the eight items saved in the scale
after item selection procedure are displayed in Table
3. Exploratory factor analysis extracted one factor
explaining 49.33% of the total variance (eigenval-
ue=3.95).

Confirmatory factor analysis showed that the
chi-square for one factor model was significant
(p<.001). When the ratio y2/d.f.*3 was used, it was
calculated as 2.97 (p<0.33). This result seemed that
the model fitted to our data. Goodness of fit statis-
tics showed that Goodness-of-fit Index (GFI) indi-
cated good fit, although Adjusted Goodness-of-fit
Index (AGFI) was lower than it should be. AGFI
should be equal to or less than .95.44 Comparative
Fit Index (CFI)% was .92 and indicated that the mod-
el reasonably fit well with our data, but RMSEA
(Root Mean Squared Error of Approximation) value
was not great enough to show good model fit.
RMSEA should be equal to or less than 0.08.46
Consequently, these results convinced us to revise
the model. All of the items were grouped into two
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category based on their relation to either alternative
or complementary medicine and data were re-ana-
lyzed for two factor model. The chi-square differ-
ence test comparing two models indicated support
for rejecting the null hypothesis for indifference (see
Table 4). The CFl and RMSEA values indicated bet-
ter model fit. Path correlations and the correlation
between two factors are shown in Table 5.

Table 1. Items of SACAM (before item analysis)

1. | think positively about alternative treatments in general.

2. | believe that alternative treatments are effective just
because of the practitioner’s positive approach and
successful communication with the patient.aP

3. In order to treat the sicknesses alternative treatments
can be used alone without utilizing conventional
medicine.b

4. If patients have an illness that cannot be cured by
conventional medicine, they must be directed to
alternative treatments.

5. In case of sickness, | can orientate my relatives to the
alternative treatments besides conventional medicine.

6. | think that alternative treatments should be used by
consulting to the doctor.P

7. In case of sicknesses that cannot be cured by
conventional medicine, alternative treatments could
be used.

8. | think that alternative treatments are completely
quackery.2

9. In order to cure the sicknesses, only conventional
medicine should be used.2

10. People are recovered by alternative ways because of
their strong beliefs about the curative power of these
treatments but not with their real effects.p

11. Alternative treatments can be used in company with
conventional medicine so that it could help the
treatment.

12. | think that using the alternative treatments is an
ignorance.2

2 The items coded reversely.
b The items excluded from the scale as the result of the analysis.

Table 2. The results of the item analysis of SACAM

Iltems Mean Std. Dev. Scale mean if

item deleted
1 3.63 1.06 36.35
2 2.68 1.06 37.30
3 2.00 1.03 37.98
4 3.43 1.26 36.55
5 3.37 1.19 36.61
6 3.89 1.19 36.09
7 3.59 1.20 36.38
8 3.87 1.13 36.11
9 3.00 1.27 36.98
10 2.71 1.15 37.26
11 3.96 .97 36.02
12 3.86 1.14 36.12

al
o

Scale variance if

Table 3. Factor loadings as a result of
exploratory factor analysis

Item Factor |
1 .62
4 .73
5 .76
7 71
8 74
9 .60
11 .61
12 .82

Table 4. Chi-square and goodness-of-fit values
as a result of confirmatory factor analysis

X2 d.f. GFI (AGFl) A RMSEA  CFI
Model A
(1 factor) 8291 20 .95 (0.88) A1 .92
Model B
(2 factors) 56.23 = 19 .95 (0.91) .08 .95
Difference
between 26.68* 1
two models
* p<.01

Table 5. The factor loadings of the scale items
(confirmatory factor analysis)

Item no Factor I: Correlation
Alternative between factors
1 0.57 0.85
8 0.83
9 0.72
12 0.98
Factor II: Complementary
4 0.91
5 0.86
7 0.82
11 0.56

Corrected item-total | Cronbach’s alpha

item deleted correlation if item deleted
44.15 .46 74
52.24 =11 .79
49.69 .07 .78
40.90 .57 72
40.85 .62 72
49.27 .06 .78
41.43 57 72
41.24 .63 72
42.03 49 .73
46.28 .26 .76
44.63 A7 74
39.83 73 .70
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After SACAM was divided into two subscales,
Cronbach’s alpha coefficients were calculated as
0.76 for the alternative medicine subscale (item no.
1, 8,9, 12) and 0.77 for the complementary medicine
subscale (item no. 4, 5, 7, 11).

We thought that the attitudes towards alternative
and complementary medicine might be different
between people who prefer CAM for treatment and
who prefer to visit the doctor in case of sickness. We
used the question “When you are sick, what is your
typical response?” in order to discriminate the two
groups of people. In responding to this item, 10
participants (3.4%) “do nothing and hope to recover
spontaneously”, 116 participants (39.9%) “visit the
doctor and comply with her/his orders”, 152 partici-
pants (52.2%) “visit the doctor and also seek alternative
ways for treatment”, and, 4 participants (1.4%)
“merely seek alternative ways for treatment”. 3.1% (9
person) of the participants marked “other”. We
chose the second (n=116) and third group (n=152) in
order to compare the total SACAM scores and
subscales scores. One of these groups did not have
any alternative way for treatment, whereas the other
used these ways complementarily. The t-test re-
vealed that two groups significantly differed (p
<.001) in terms of SACAM (t(227)= -4.32), alternative
(t(266)= -3.78) and complementary subscale scores
(t(223)= -4.05).

Discussion

Several previous studies3-® reported that use around
of various ways for treatment other than conven-
tional medicine gradually increase in the world. The
methods simply referred as CAM are numerous
from herbal therapy to Ayurveda and being used
alternatively or complementarily. In Turkey, it was
observed that many people frequently utilize these
methods, yet there is a paucity of research investi-
gating the attitudes towards using of CAM thera-
pies. We thought that building up a standard instru-
ment to measure the attitudes towards CAM is a
useful starting point for research purposes as well as
for assesing the demand for health services.

In this study, the distribution of the sample by
sex and income was fairly balanced. Participants
were adults in varying ages and relatively more
educated. More than half of them were married.

This study is an attempt for developing a scale to
measure attitudes towards CAM. The results of psy-
chometrical analyses implied that the SACAM
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could be used as a valid and reliable scale. The items
of the scale highly correlated with the total score.
This findings support internal consistency of the
scale, which is a good indicator for the reliability.
Considering the alpha 0.70 is accepted as modest
reliability#!, the alpha (= 0.85) obtained in our study
suggests that the SACAM is a highly reliable
measure.

The exploratory factor analysis conducted for
construct validity implied that the SACAM consists
of one single factor. The results of confirmatory fac-
tor analysis however, indicated that the scale has
two distinct but highly correlated dimensions. It
seems that SACAM can be employed in future re-
search either with total score or two subscale scores
in accordance with the researcher's purpose. The
statements in “alternative medicine” subscale con-
sists of the opinions related to the use of alternative
treatments instead of conventional medicine, where-
as ones in “complementary medicine” subscale are
about using other ways of treatment together with
conventional medicine. These factors pointed out
that making a distinction complementary and alter-
native medicine is a valid and useful strategy. One
might say that these two ways of uses are related,
yet, their meanings are different.

Our findings revealed that in case of sickness,
more than half of the participants used both conven-
tional medicine and CAM. The participants highly
agreed with the statement that “Alternative treat-
ments can be used in company with conventional
medicine so that it could help the treatment.” This
suggests that many people do not reject the conven-
tional medicine completely and they regard CAM
with sympathy. Our results are in line with some
previous studies. Ni et al.*” reported that U.S adults
who use CAM therapies utilize them in conjunction
with conventional medical services. Al-Windi4®
noted that CAM is used in addition to the tradition-
al health care system.

To compare the results of the studies concerning
CAM use would be highly informative and provide
wider understanding about the pattern of health
behavior in different populations. However, as
Ernst and White® emphasized, comparability of the
studies related to CAM is limited because of the
different measurement methods or instruments. We
felt that having a standard scale like SACAM in
order to measure the attitudes towards CAM could
provide a useful tool for future research (especially

51



Attitudes towards CAM

in Turkey). Thus, researchers could have a chance to
compare their studies with the others carried out in
different times and with different groups.

The present study has some limitations. Consid-
ering the sample characteristics, participants of this
study do not compose a highly representative
sample of the population because of their relatively
high level of education. Further research should be
carried out with larger samples having different
characteristics. Our analyses provided an evidence
for construct validity of the SACAM. However,
further research addressing predictive validity of
the scale, if the SACAM is to be used in order to
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Appendix
Table 6. Turkish version of SACAM

YONERGE: sanlann hastalandsklannda tbbi tedavi (doktora gitme) dfbnda baflka iyileflme yollan (bitkisel tedaviler, akupunktur,
reiki, meditasyon, muzik tedavisi v.b.) arad>klar bilinmektedir. Aflamda bu turden alternatif tedaviler konusunda baz duflinceleri
yansitan ifadeler verilmifitir. Her ifadeye ne 6lgtide kabldmnyz> yandaki stitunda uygun olan yere (X) koyarak iflaretleyiniz.

Tamamen
kat:hyorum
Katbyorum
Karars>zm
Katlmyyorum
Hig katlmyyorum

1. Alternatif tedaviler konusundaki diifliincelerim genel olarak olumludur.

. Hastabmn tedavi edilemez olduau durumlarda hastalar alternatif tedavilere yonlendirilmelidir.

3. Bir yakrmn rahats:zbay durumunda onu, tbbi tedavinin yan» sira alternatif tedavilere de
yonlendirebilirim.

. Modern tp ile tedavi edilemeyen hastabklarda alternatif tedaviler kullanlabilir.

. Bence alternatif tedaviler tam bir flarlatanbk.*

. Hastabklan iyilefltirmede sadece modern tptan yararlansimabdr.*

. Alternatif tedaviler modern tbb:n yan; sra tedaviye yard>me olsun diye kullanlabilir.

. Alternatif tedavileri kullanmarnn cahilce bir fley olduaunu daflintyorum.>

N

¥l N O OB

Ters kodlanan maddeler.
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ORIGINAL ARTICLE

Beliefs, attitudes and practices of men and women on
childhood fever in a region of Istanbul, Turkey

Sibel Kalaca?, Hande Harmanc>?, Cagri Kalaca®, Kemal Kuscud

Abstract

Aims: This study is planned to explore the lay knowledge, common attitudes in the community, and underlying
beliefs of parents concerning fever in their children and attached health seeking practices in Turkey.

Methods: Data was collected from 54 women and 33 men through 10 focus groups in a district of Istanbul.
Results: Respondents reported lay categories of fever in two main lines as “normal fever” and “measles fever”.
Attached practices for the management of fever were similar in both gender groups and most of these practices
were medically beneficial or harmless.

Conclusion: The lay knowledge and cultural understanding of disease, which shaped those lay categories, has
important consequences on the communal diagnosis and treatment of measles in Turkey. We believe, studies
focusing on cultural interpretation of disease and attached health seeking behaviour enable health care providers
to gain further insight about the lay resources of diagnosis and treatment of fever related conditions, particular-
ly measles.

Key words: measles, fever, children, and lay management

with the explanations and lay practices of the fami-
lies and caregivers for whom they provide care.
Beneficiary elements of these lay medical resources
around the local explanation of the illness episode
might provide a useful ground for community
based health care programs.

Fever is currently one of the main clinical signs
in child health and its’ management remains as one
of the main public health agenda in child health
care. Leiser states that its’ common occurrence is
always viewed with some concern, and parents of-

Introduction

Local health care systems integrate patterns of belief
about the causes of illness; choices of the treatment,
and social interaction and connected agendas such
as roles, power relationships and settings!. Local
networks remain the core and largest portion of
health related sectors, gathering individual, family,
social network, and community beliefs and practi-
ces together. Families, particularly mothers are in
the centre of the popular health sector worldwide in
developing countries and most of the sickness

episodes still receive treatment mainly from them.
In the case of childcare, the parents’, particularly the
mother’s own perceived support strongly influences
child bearing and thus has an important impact on
children2,

To be effective in promoting children’s health, pro-
fessional health care providers need to be familiar

ten acquire extensive experience and exposed to
abundant advice and explanations on this topic3.
Parents have been shown to have unrealistic fears,
resulting in inappropriate management of fever in
their children®7. Researches showed that better un-
derstanding of parents’ concerns promote effective
communication between health professionals and
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parents and overcome the issue of “fever phobia”®.
Modification of parents’ personal control and per-
ceived threat, using appropriate information and
education that acknowledge and address their con-
cerns may be means of empowering parents. Fur-
ther data on the way families manage such cases
and the pathway to local health resources are
limited.

In Turkey, fever is one of the most frequent
health problems in public health services that chil-
dren are faced with®. Turkey, with a predominantly
Islamic population exposed to unevenly developing
secularisation, urbanisation, and industrialisation,
has moderately high infant and child mortality
rates®. The infant mortality rate was 274/1000 in
1945, dropped to 199 in 1960 and 29 in 2003. There
are significant differences in infant and child
mortality between regions, mainly urban and rural
areas?0,

The high rate of immigration from northern,
eastern and southeastern Turkey to big cities and
especially to Istanbul for the last 10 years continu-
ously increased the demand for all types of public
services in the newly formed areas. The process of
urbanization and internal migration has inevitably
caused problems in the provision of services and the
emergence of large areas of squatter housing and
unplanned cities, unhealthy housing and living con-
ditions, and create problems for the general health
of the new inhabitants. The picture is completed with
the growing shortage of medical services for these
newly established, less structured city areas!l-13,

In the case of management of fever, both the local
popular health sector and their beliefs and practices
play an important role.

Aim of the Study

The aim of the study was to determine the beliefs
and attitudes of men and women in Sultanciftligi, a
working class district of Istanbul, on childhood
fever to identify the generally accepted practices re-
lating to pathway to search for care and manage-
ment of the sickness episode. By doing these we are
aiming to familiarise health education and promo-
tion activities in newly established suburbs of
Istanbul with local resources and their health beliefs
and practices.
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Method

= Study Area

The study was conducted in 6 neighbourhoods of
Sultanciftligi, Istanbul, in 1996. Sultanciftligi is one
of the city-suburbs still accepting a high rate of im-
migration from the Black Sea, Eastern and South-
eastern regions of Turkey.

The economic level of the families in the neigh-
bourhood is generally low with men usually work-
ing on a daily basis in construction sites. Women are
with little or no formal education and commonly do
not work outside of home. There is a government
Health Unit in the area. One nurse-midwife who is
responsible for following up infants and children,
women of reproductive age group, pregnant and
post-partum women, works in this unit. Other than
this government facility, there are private doctor
offices in the area.

= Participants and Data collection

This study is a qualitative descriptive type in which
data was collected with focus group discussions. A
total of 12 focus group discussions were planned
(6 men and 6 women) in each of the six neighbour-
hoods of Sultanciftligi before the study was
launched. As the study progressed, men’s groups
were stopped after the fourth since no new informa-
tion came up and responses started to repeat itselfl4,
We also observed that men were more reluctant in
discussing a health related topic with the research
group.

Women’s groups, however, created further views
on the subject and all six groups were conducted as
planned. Women’s focus groups were conducted in
houses of one of the participants and men’s were
conducted in local coffee houses where working men
gather after work hours and the unemployed spend
most of their days. For women’s groups, the mid-
wife of the government clinic was asked for names
of women who would be willing to participate in
the study and who would welcome the group at
their homes. Six women were identified and visited
at their homes. They were given information as to
the reasons and the content of the study and were
asked if they would be willing to invite a maximum
of 10 women neighbours for a group discussion that
would last approximately 1-1.5 hours?5. None of the
men or women rejected to participate in the study.
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Focus group discussions were conducted by the
authors in teams of two (one facilitator and one ob-
server). The facilitators and observers were the same
sex as the focus group participants?é,

A common topic guide was prepared beforehand
for both men’s and women’s groups focusing on the
lay explanations of fever and related health seeking
behaviours and practices. Group discussions were
audio taped after permission was obtained from the
participants. The observer also kept notes as to the
process of the group discussion. At the end of each
day the audiotapes were transcribed. Notes of the
observer and the transcriptions were combined to
form the daily focus group discussion reports.

= Data Analysis

At the end of the data collection phase, the research-
ers listened to the audiotapes following from the
transcriptions to check if any data was mistakenly
omitted. Content of each focus group was analysed
where research findings were regrouped according
to key areas of reported categories and practices
concerning fever. Different views that emerged re-
garding each key area were identified and verbatim
phrases that best represent each position were
pulled out.

The contents of the focus groups concentrated on
two main themes: a) the way they explain the major
health problem in their children, namely fever and
b) the way they deal with such condition. While
talking on their practice, participants described also
the way they categorize fever through the use of
evidence on daily basis.

Results

54 women and 33 men, with a mean age 32.2 + 7.7
(women) and 42.4 + 10.1 (men), participated in focus
groups. All of the participants were first generation
migrants from Anatolia, mostly from eastern Anato-
lia and Black Sea region. 63% of the participants had
more than 3 children. Thirteen percent of them had
an education higher than primary level. The de-
scriptive characteristics of the men and women
involved in the study are shown in Table 1.

Several themes were voiced within the focus
groups concerning the beliefs and attitudes and
attached practices towards fever in children. Mea-
sles fever appeared as a separate category in focus
group discussions. The key topic areas around these
two main categories (fever/measles fever) are pre-
sented below:
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Table 1. Some Socio-Demographic
Characteristics of Men and Women
Participants (Sultanciftligi, 1996).

Age Group Women Men
(n=54) (n=33)
n % n %
15-24 6 11.1 1 3.0
25-34 29 53.7 6 18.2
35-44 16 29.6 13 394
45+ 3 5.6 13 394
Range 17-55 21-70
Mean + SD 32277 42.4 +10.1
Level of Schooling
llliterate 9 16.7 - -
Literate 6 111 1 3.0
Primary School 32 59.3 18 545
J.High School 5 9.3 9 273
High School 2 3.7 5 15.2
Number of Children
0 2 3.7 2 6.1
1-2 18 33.3 11 333
34 25 46.3 8 242
5+ 9 16.7 12 36.4
Range 0-9 0-7
Mean + SD 3219 3619
Occupation/Husband’s Occupation*
**Self employed 28 51.8 12 36.4
Blue Collar Worker 21 38.8 11 33.3
White Collar Worker 2 3.7 2 6.1
Pensioner 2 3.7 4 12.1
Military 1 1.8 - -
Unemployed - - 4 12.1
Area Migrated From
Eastern Anatolia 25 46.3 18 54.6
Black-Sea 25 46.3 11 333
Central Anatolia 4 7.4 4 12.1

* Since all women were housewives, their husbands’ jobs are
presented.

** Painter, plasterer, upholsterer, manufacturer of ready-made
clothing, electrician, etc.

A) Fever

Some of the points that most participants agreed on
about fever and some of the observations are as
follows (where not specified, the statement is true
for both men and women):

< Women were in general locally more informed
and more experienced about the management of
fever than men. Women in general, stated that
fever was a “bad” thing and also that they were
“afraid” of it. Men had a more conceptual than
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practical knowledge, than women about the
management of fever. This was also stressed by
several male participants as “women know
better.”

= A thermometer is only seldom used to diagnose
fever.

= Inalmost all women’s groups, there was a gener-
al confusion as to whether fever was a cause or a
result of disease. In other words, most women
did not state any reason for fever but stressed
that when fever “comes”, it is almost certain to
cause a disease or that it will transform itself into
a disease. Men seemed to have different ideas
about this relationship. Men, in general, think
that fever is a manifestation of a certain disease.
This belief was stated as “all diseases cause
fever” in men’s groups. “Havale” (convulsion)
was the only “disease” stated as one that can be
caused by fever.

< Only one woman stated “nazar” (evil eye) as a
cause for fever.

= Fever was classified as “normal fever” and
“measles fever” in all groups. Fever that appears
without measles was defined as “normal,” and
fever accompanying measles was clearly distin-
guished from “normal” by both men and women.
This duality seemed to affect the management of
fever in children.

= Most practices for the management of fever were
common in both gender groups and still most of
them were medically beneficial or harmless.
“Wiping with a wet cloth” was the most common
practice. Women usually mentioned “washing”
or “bathing” as experiences encountered in med-
ical facilities. Some members of the men’s groups
and almost all women stated that *“supposito-
ries” or “fever syrups” could be applied either
after or simultaneously with the above men-
tioned practices.

e The most common aetiology of fever in all
groups was “catching cold.”

B) Measles/Measles Fever

Measles appears to be one of the major categories of
fever in Sultanciftligi. All women, including those
with no direct personal experience with measles,
gave detailed information about the diagnosis,
treatment and prognosis of this disease. This may be
due to the transmission of information regarding
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types of fever from one generation to another gener-
ation of caregivers. It was observed that measles
was one of the diseases that still generates much
fear and frustration. In almost all women’s groups,
experience of child deaths attributed to measles was
mentioned. A common attitude among women can
readily be observed with respect to measles.

Women name all the diseases with rash as
“cicek” (flower, pox). In the same manner, measles is
commonly called “measles flower” or “measles
pox”17. Generally accepted practices for “normal”
fever are not applied, and a child with measles is
commonly “left to be.”

Women stated various reasons for lowering the
“normal” fever in children such as “Would you sit
by the fire in a hot day?”, or “A feverish person does
not want hot, he feels bad, he feels “havale”.” How-
ever, in all women’s groups, it was stressed that one
should not try to lower the “measles fever.” The
only reason for this was the fear that measles would
“turn in.” The “turning in” of measles was defined
as higher fever, worsening condition and death.
These findings are similar to the most common and
fatal complication of measles, which is pneumonia.
All women insisted that “a child with measles
should be kept clean.” When they were asked what
they meant with “clean,” they stated “you should
not let any water or soap touch the child until the
rash disappears.” This idea was stated as “sabun
yaraya bozar” (soap transforms rash into wound).

The other recommended practices for the man-
agement of children with measles by women were
as follows:

= Give sweets and measles candy (a dark red col-
oured candy sold as ‘measles candy’ in tradition-
al spice shops, with sweet smelling spices added,
usually prepared by dissolving in hot water,
served either cool or hotl’. It is also known as
“puerperium candy” which is thought to be use-
ful against “puerperal fever”),

= Do not give the child sour or fatty foods,
= Give the child plenty of water.

In almost all women’s groups, measles was
defined as a ““9 day disease” and the natural history
was defined as: “It waits for three days, blooms for
three days, fades in three days.”

When asked how one can differentiate between
“normal” and “measles” fever before the rash devel-
oped, women gave evidence based observation such
as “the eyes get red,” “white spots appear in the
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mouth,” “the area around mouth fades,” and “the
child gets a runny nose.”

While discussing the “measles fever,” women
also mentioned the measles vaccine. Women gener-
ally agree that the vaccine is not given so that the
child does not get measles but only so that when
s/he has it, it is a much milder disease: “If the child
is vaccinated s/he does not feel the measles, if not
s/he almost dies”.

When compared to the rather “standard proto-
col” defined by women, men gave more vague
definition on measles. Even though measles was the
most frequently mentioned disease in relation to
fever, it was not defined as one creating much fear
and frustration. Men did not mention measles spon-
taneously unless asked specifically about it.

Like women, men also believe that one should
not attempt to lower the measles fever. They believe
that the child with measles should be kept warm;
otherwise the disease would “turn in.”

Among men’s groups, especially in groups
where new migrants were a majority, the “three
day” saying about measles was also mentioned.
While all the women participants know this saying,
most men could not repeat it properly; some men-
tioned it as “something with three days.”

Men also mentioned, “water with sugar, sweet
foods, measles candy” for the treatment of measles.
They also stated, however, that the child should be
brought to a doctor. Like women, men believe that
the measles vaccine helps the child develop a milder
form of measles.

Discussion

This study of lay-people’s explanation and manage-
ment of fever in children gives important clues for
the general structure on decision-making and lay
practice on health related issues in Turkey. Most of
the practices that were mentioned in the manage-
ment of fever were medically beneficial or harmless
except for the management of measles fever. Even
though our study was initially planned to determine
the categories and practices about fever, measles
was also discussed and became a separate topic due
to the inclination of the groups. This may be due to
the fact that measles, like in many other developing
countries, is still highly incident and unacceptably
fatal in Turkey due to complications like pneu-
monia.
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Four important points of discussion were de-
rived out of the focus group material to frame of
local popular attitudes and practices concerning the
management of fever:

e “Hot” and “Cold”

All the groups classified fever into “normal fever,”
and “measles fever.” Normal fever and measles fe-
ver were stressed as two different medical situa-
tions, which should be managed by totally different
methods. Normal fever was accepted as a “hot”
condition where the body temperature should be
lowered as soon as possible, since fever may cause
“havale” or transform into another disease.

However, measles fever was considered as a
“cold” condition with chills which should never be
lowered since then the pattern of the disease may be
broken and the rash can not develop sufficiently,
and so “turns into the body” (causes pneumonia).
One of the participants stated, “If washed with
water, the child dies of an imbalance of body
temperature”.

The conditions of ‘hot’ and ‘cold’ or ‘cool’ were
constantly employed in popular explanation of
health and illness and in medical advice given by
folk practitioners in Turkish-speaking town in East
Azerbaijan, lranl8,

Most minor illnesses, according to Hellmann,
tend to be classified (by patients and by doctors) ac-
cording to the way in which they make a person feel
(‘hot’” or ‘cold’) and the kind of symptoms, which
they experience (‘wet’ or ‘dry’). This creates a divi-
sion between ‘colds and chills’ on one hand, and
‘fevers and infections’ on the other. These two
different kinds of illnesses are assumed to have
different causes and therefore require different
kinds of treatment®,

When the cause is defined as foods or exposure
to cold, the management will be relevant with this.
People think “cold” can be fought from within, by
tonics, oils, by eating warming food and drinking
warming drinks. The need to keep the body warm,
with hot lemon and honey drinks, hot water bottles,
vapour rubs, ample warming food?20.

In our case, not only the interpretation of the
bodily temperature, but also the evidence of skin
rash, was included to lay diagnosis. Good, in his
study in a Turkish speaking community, also found
a connection assumed between body heat and skin
rash: “l once heard two traditional women trying to
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determine the proper herbal remedy for the grand-
daughter of one of the women. The child had a
stomach problem they believed was caused by prob-
lems of the liver. ....One woman argued that a hot
drug would further heat the child’s liver, causing
her to have a skin rash”18, The inclusion of the skin
rash as an evidence changed the pathway of man-
agement in our case.

= Misinterpretation of Different Rashes:
The Use of Evidence in Local Management

In our focus groups, we observed that the general
inclination was not to wash the child suffering from
measles: “Do not let any water or soap touch the
child”. Women commonly fear that bathing will
cause worsening or even reappearance of the rash.

In fact recurrence of a rash with hot bath is not
totally incorrect. It happens in erythema infectiosum
(fifth disease), but not in measles. It is probable that
women cannot differentiate among different child-
hood exanthemas. It seems that, for some of the par-
ticipants, the observations of fifth and sixth diseases
and scarlet fever have been brought together as a
single disease (measles) experience, and so the
formulation of the management of measles has also
included the following suggestions:

1. Fever should not be lowered since then the rash
cannot erupt sufficiently; (high fever resolves,
eruption occurs, and child gets better: sixth
disease)?L.

2. Hot bath will cause reappearance of the rash;
(fifth disease)?2.

3. Measles fever is distinguished from “normal” by
the circumoral pallor sign (“the area around
mouth fades”), which is clearly a misclassifica-
tion of scarlet fever2!,

It should be emphasized that consequences of
misperceptions in differentiating similar clinical
situations with different treatment and prognostic
pathways, may be vital in particular when home-
based lay management and the “neighbourhood
network” are the primary sources for health consult-
ancy for the caregivers.

= Difference of Male and Female Roles in
Child Bearing and Management of Health
Problems

An important point of observation is that while
women tended to explain illness in more “bodily”
concepts and in more concrete terms, men stressed
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rather abstract ideas within a social context. Since
the “social” body as opposed to the “individual”
body is powerfully controlled by the larger socie-
ty20, it is observed that men, as main shareholders in
“social” space in the Turkish society would demon-
strate such attitudes. As an indicator of this, socio-
economic status was the most important factor that
was associated with the concepts of health and
illness in men’s groups whilst it was not mentioned
in women’s groups.

Parties involved in case of an ill child are mother,
father, the “network”, and medical care services. In
our case, it was seen that when a child has fever, it is
the mother’s role to diagnose the “type” of fever,
discuss the situation with neighbours (who are ex-
clusively women) in case of indecision as to the
“type”, and take the necessary steps to alleviate the
situation. Fathers get involved in the process if and
only if something unexpected happens, like persist-
ent “normal” fever after 1-2 days, or non-appear-
ance of rash after 3 days in “measles” fever. In which
case, the father is involved because the woman
usually needs permission and financial support to
seek professional help. Either in the case of descrip-
tion of fever or decision making, gender plays an
important role in Sultanciftligi. Women have to deal
more often with the real life scenarios within the
micro context where men often get involved during
the times when the health condition reaches to a
certain level where the further contacts within the
public domain (doctors, healthcare centres, hospital)
is needed. In this sense women control the local
practice while men still hold the gatekeeper role to
the social arena in Sultanciftligi. Findings of another
study conducted in Istanbul have supported the key
roles of fathers in their children’s health?3. The
results of research showed that most of the factors
related to high childhood mortality were fathers’
characteristics and behaviour, household and cul-
tural conditions encircling mother, and only a few of
the factors were direct attributes of the mother
herself. We believe that this share of roles within
health related issues has important consequences on
service use both in local and wider urban setting.
This shapes also a parallel local referral system for
most of the caregivers who do not have access to
outside resources.

* “Neighbourhood Network”

Being the responsible person for child health, wom-
en generally apply to other trustworthy women
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living in the neighbourhood before seeking profes-
sional medical help. To have a working “neighbour-
hood network™ is not surprising. First of all net-
works or social support systems of family, friends,
or workmates are convenient because they utilize
those living or working in close proximity, which
allows for almost instant “accessibility”. Another
important reason for that may be that it does not
cost any money to consult neighbours.

While holding a responsibility of child bearing,
women are generally less educated then men, which
makes them more dependent on men and less mo-
bile in the city in general. Obtaining “professional
medical help” generally means travelling into the
big metropolis of Istanbul and, maybe worse,
entering a complex hospital system. When the solu-
tion of the problem exceeds the limits of the “net-
work”, the responsibility and -limited- attention of
father begins. Factors including insufficient social
security coverage and unemployment, limit the
willingness of men in utilizing hospital services. In
Turkey one third of the population has no health
insurance?4. Men believe that if they earn better, the
health of the family will also improve. As men-
tioned above, their priority in improving the health
of the family is the achievement of a better socio-
economic status.
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