Socio-economic Characteristics of Malaria and Cholera in Lake Victoria Basin, The case of Muleba and Biharamulo District, Tanzania

1. Introduction

First fieldwork was carried out between 20th November 2002 and 12 December 2002

The study was carried out in two, one each in Muleba and Biharamulo districts

Two villages selected are BUGARAMA in Muleba District and CHATO in Biharamulo District. 

The two villages represent case studies for malaria and cholera respectively. 

Bugarama village is located above 1500m above sea level and meets the requirement for the malaria study of the project, 

Chato is located at the lakeshore thus being suitable for the cholera part of the investigation.

2. Participatory discussions in the selected villages

Group discussions were arranged and carried out in the two selected villages

In each village the research team started by introducing the study, followed by self-introduction of all participants, and subsequently the discussions proceeded. 

The discussions drew representatives from all the sub-villages (vitongoji) that make each village

Various groups (e.g. age, wealth, level of education) of local people in the two villages were involved in the discussion

The aim was to obtaining a general overview of the malaria and cholera situations in their villages

Also local perspectives on adaptation mechanisms (curative and preventive) to these diseases were examined.

 To generate the information needed the discussion focused on the following issues:

(a) Introductory analysis

· Economic activities in the village,

· Socio-economic groups in the village and criteria used to classify them.

(b) For malaria and cholera

· Conditions that enable them tell/ predicted that a malaria/cholera outbreak is going to happen,

· Whether the incidences/outbreaks of malaria/cholera have been increasing over years,

· Time of the year when malaria/cholera is a problem,

· Identification of symptoms of malaria/cholera,

· Age groups (e.g. infants, youths, adults, elderly, etc.) affected most by malaria/cholera, and possible explanations,

· How they address the malaria/cholera problem (e.g. availability of health facilities, whether people afford to get medical services, etc.),

· Problems of water availability and how they address them.

2.1. Findings from Participatory Discussions in Bugarama Village

2.1.1 Economic activities in the village

In Bugarama village the main economic activity is agriculture, including crop cultivation and livestock keeping. 

The agriculture practiced in this village is mainly at subsistence level. 

The main food crops grown here include bananas, maize, beans, cassava, groundnuts and beans. 

Coffee is grown as the major cash crop. 

The livestock kept in the village 

Cattle are raised both for sale and domestic use. 

Most of the livestock keepers use animal manure in the banana fields. 

It was mentioned that those who keep cattle keep about 3-5 cows mainly for milk production.

2.1.2 Socio-economic/wealth groups in the village and criteria used to classify them

The local people in Bugarama village identified three socio-economic/wealth groups, namely the 

(i) Washongole – the rich people, 

(ii) Watu wa kati (wa kawaida) – the common people in the middle class, and 

(iii) Kacheku or Umwolu/Aboru – the poor people. 

The three groups were characterised based on wealth that they own, as well other aspects, e.g. ability to pay for the education of his/her children. 

Some of the criteria that characterises each of the three socio-economic categories are highlighted as follows;

(i) Washongole – the rich people

· Have lots of resources

· Are self sufficient in most respects

· Owns a good house

· Have many herds of cattle

· Have big farms

· Makes and sells local brew (rubisi, etc.)

· Have plenty of money

· Have educated children

(ii) Watu wa kati (wa kawaida) – the middle class or common people

· Owns a good house

· Do not have cattle

· Have small farm plots

· Have a little money

· May not be able to send children to school/hospital

(iii) Kacheku or Umwolu/Abwolu (singl/pl)– the poor people

· Owns a house that is not very good, or may not have one at all,

· Do not have sufficient food for the household. In many cases depends on “kuhemea” (getting food stuffs from other households),

· Most of the time is spent on casual labour,

· Gets one meal a day,

· May have a small farm plot that is not well attended, and do not produce good crops,

· Have big families (with many children).

Of the three socio-economic groups, the “Watu wa Kati” category has the largest number of people, followed by the “Aboru”. 

The “Washongole” are very few in Bugarama, and are considered to be mainly the businessmen (though not very well educated), and are mainly men. 

It was pointed out during the discussion that, traditionally, women did not get a share of wealth/inheritance from their parents, and as such there were no female-Mshongole. 

Women could only be found in the other two socio-economic groups, with most women in the third category. 

Today, however, there are a few females (married or unmarried) who own a lot of wealth (e.g. a big shamba, a good house, money, etc.) and may be called Washongole. 

A local terminology “kiumbi keire” is used to describe this group of female washongole, regardless of how one got this wealth.

2.1.3 Bugarama experiences with malaria

(i) Conditions locally used to predict that a malaria outbreak is going to happen:

Years with food shortages, caused by drought are often followed by severe incidences of malaria. 

The relationship between drought and malaria is in this area also reflected in the local name for malaria, “mushana”, local term that at the same time means periods of drought (or extended dry seasons). 

(ii) Whether the incidences/outbreaks of malaria/cholera have been increasing over years:

· In 1970 there was a severe famine, attributed to drought, and that was followed by a malaria epidemic.

· In 1974 the area experienced drought, there was food shortage and people received relief food (the yellow corn, locally known as yanga). According to local knowledge this season also had many incidences of malaria, though only a few people died.

· Before the El Nino rains of 1997/98 there was also drought.

· The El Nino season (1997/98) experienced severe food shortage/famine in the area, and malaria was rampant.

(iii) Time of the year when malaria/cholera is a problem:

The period between September and April is when there are more severe incidences/outbreaks of malaria in this village. 

Local people associate these outbreaks to the season when beans are growing in the field, under the bananas. 

They point out that during this season mosquitoes find suitable breeding ground in the beans fields where the microclimate is dump and humid. 

Also during the rainy season there are several places where stagnant water can be found, e.g. in portholes (madimbwi) and cut banana stems. 

According to the people the mosquitoes breed on bean-leaves.

iv) Identification of symptoms of malaria:

Participants to the group discussion narrated the various symptoms that they use to characterise someone with malaria. They include: 

· High fever (sometimes coming periodically),

· Vomiting (vomited material with yellowish colouration),

· Headache

· Degedege (convulsions – epilepsy?) in small children

· Loss of appetite

· Dizziness

· Loss of sight (macho kuwa mengine!)

(v) Age groups affected most by malaria, and possible explanations:

Participants identified three key groups – the infants, women – especially pregnant, and the elderly.

· Infants: Children at the age of 0-5 years of age were reported to be most seriously affected by malaria. 

This was attributed to several reasons, 

· 1) poor nutrition for this age group, particularly between September and November, when even the breast fed infants do not get enough milk from their mothers, 

· (2) because they are not able look for food for themselves, unlike the grown ups. 

· (3) In several incidences if children are fed with potatoes they suffer from diarrhoea, hence they become very weak and easily attacked by malaria, 

· (4) many women from poor households spend most of their time doing casual labour elsewhere (kuhemea), and there is little time to attend these young children.

· Women: It was reported during the discussion that women, especially pregnant, are the second most group affected by malaria. 

· The main reason for the pregnant women was reported to be due to poor nutrition.

· Poor nutrition  makes them weak and more susceptible to malaria. 

· Other non-pregnant women were also reported to be more affected than men. 

· This was attributed to that they (women) work so much in the farms than men, which makes them weaker and more susceptible than men. 

· Also there was an assertion that adult men are nutritionally better of compared to women as they spend long times in pombe shops and eat good food in kiosks (local restaurants) before going home to join the household for another meal.

· Another explanation to why women suffer more from malaria than men is that during the growing season women are more involved in weeding in beans field. 

· It was argued that the women together with their children become exposed to frequent mosquito bites, and hence more prone to contract malaria. 

It was argued further that even at home women are more exposed to mosquito bites in the evenings compared to men because most evenings the men are out in the bar enjoying local brew and, perhaps, not as much bitten by mosquitoes.

· The Elderly: the elderly people were reported to also be affected by malaria, though to a lesser extent compared to the other two groups.

(vi) How they address the malaria problem (e.g. availability of health facilities, whether people afford to get medical services, etc.):

Several viewpoints were raised concerning ways in which malaria incidences are controlled through either treated or prevented. 

The following are among those local viewpoints and/or undertakings.

· The use of bednets, and of recent the use of the tables Ngao to impregnate the bednets against mosquitoes. However, there was a concern that not many people can afford buying bednets for the entire household. This will clearly be shown later during analysis of household questionnaires.

· Other people mentioned that malaria cannot be prevented, it is only when one contracts malaria that one goes for medication.

· Many people use traditional curative measures (local herbs) to malaria than going to hospitals. Participants estimated that of two-third of the malaria patients get cured after using these traditional medicines. Several plants were mentioned to cure malaria, although to different levels of success. 

· They include (using their Haya names): Mbilizi, Kajule, Nkaka, Ikintuntumwa, Mwarobaini,…, and ….?
Several explanations were given to the use of the local herbs for treating malaria, that: (1) they are quite common, well known and familiar to most people, 

(2) easily available, and less expensive, and effective as first aid before taking the patient to hospital/health centre, 

(3) Pregnant women using these herbs against malaria do not encounter any problems during delivery.

· The use of health facilities: Participants pointed out that every village had got its own “First Aid Kit”. Every household in the village contributes shillings 1,500/= annually to the “Village Health Facility”, after which one gets free services. A Village Health Attendant is available in Bugarama village and provides first-aid services to all villagers. It was noted however that the household that have not contributed the shillings 1,500/= to the village health facility has to look for other means of treatment when a household member falls sick. However, under “emergency” situations even one who has not paid his dues receives the medication on condition that he pays his/her contribution upon recovery. Those considered as being extremely poor people in receives treatment free of charge, without a need to contribute. It was pointed out that a receipt of one having paid the contributions to the village health facility may be used a security/guarantee when one goes to (government) hospitals, such as Rubya. The facility attends not only malaria but other illnesses as well. A health centre is also located in the neighbouring village (centre known as Biirabo).

(vii) Problems of water availability and how they address them:

According to participants in this study, there are three main sources of water for village community. Firstly, in the past they used to depend mainly on springs and the two rivers that traverse the north and southern part of the village. Secondly, and more recently, the village community has access to piped water. The village has deep wells and pumps installed by Hesawa. The third source is rainwater harvesting from the roofs of the houses. It was noted, however, that for the first two sources one has to travel for about two or so kilometres to get to the water point.

NOTE:  Informal interview with two elderly men in their late 70s in Kantare subvillage, indicated that also there has never been any cholera outbreak in the village and elsewhere in Muleba district in the recent past, there was once a cholera incidence before the second world war (in 1936). This was the era of Chief Mugunda. Then a patient could have severe diarrhoea for only two days and died. They indicated further that areas that were infected with the disease were put under quarantine, and fenced using ropes so that other people could not get into the area. The disease (cholera) is known as ensheshe in Haya. Many of the young generation have never heard of such incidence.

2.2. Findings from Participatory Discussions in Chato Village

Chato village is located in Chato ward, in Chato Division. The village has five sub-villages namely Elimu, Chato Kati, Kalema, Beach, and Vijana, with 81, 115, 87, 60 and 69 households respectively (total 412). By 2001 the total population was 4109, including 2403 females and 1706 males. The dominant inhabitants in this village are the Sukuma, Wajita, Wasubi (native group), Wanyiramba. The history of the area indicates that apart from the native Wasubi, people of other ethnic groups moved into the area in search of agricultural land.

2.2.1 Economic activities in Chato village

In Chato village there are three main economic activities.

(i) Agriculture (including crop cultivation and livestock keeping). The main food crops grown here include maize, bulrush millet, sorghum, beans, cassava and sweet potatoes. Cotton and tobacco are grown as the major cash crops. Both smallholder and commercial farms are found in this village for most crops. Livestock keeping in the village involves cattle, goats, sheep, chicken and guinea fowls (kanga). Cattle are raised both for sale of live animals and milk, and domestic use.

(ii) Fishing is another important economic activity in Chato village. This is due to its location at the lakeshore. The fishing activity was reported to be undertaken by private individuals and by cooperative groups and large companies. Majority of the people in the village have fish as an important ingredient in most of the meals. In addition, cold chain trucks carry fish and export them outside the village to fish markets in other regions, e.g. processing factories in Mwanza.

(iii) Small businesses. Several people in the village were reported to be involved in small businesses. The businesses include shops and kiosks, restaurants, and selling of various goods during the market day (gulio) that is open in the village every Saturday. During the market days the goods usually sold are foodstuffs and various other items usually found in ordinary shops (e.g. clothes, etc).

2.2.2 Socio-economic/wealth groups in Chato village and criteria used to classify them

Participants in the group discussion in Chato village identified three socio-economic/wealth groups, namely the (i) Wasaabi/Wagaga (in Sukuma/Kijita respectively) – the rich people, (ii) Wanivii (in Kijita) – watu wa kati or the common people (the middle class), and (iii) Wahabi/Wahavigeto in Sukuma or Mtaka in Kijita – Watu wa Hali ya Chini (i.e. the poor people). The three groups were characterised mainly based on wealth that they own, particularly the number of cattle and money they have. The criteria characterising these socio-economic categories are highlighted below.

(i) Wasaabi/Wagaga – the rich people

· Have 300+ herds of cattle

· Have plenty of money

(ii) Wanivii (watu wa kati) – the middle class or common people

· Have ≥50 herds of cattle

(iii) Wahabi/Wahavigeto or Wataka  (Watu wa Hali ya Chini) – the poor people

· Have 10 herds of cattle or less.

In this village the Wahabi/Wahavigeto or Wataka socio-economic/wealth category were reported to be the largest group, followed by the Wanivii (watu wa kati). The Wasaabi/Wagaga category has very few peoples. It was pointed out that the Wasaabi/Wagaga could be men or women provided that they have the needed wealth for that category. It was noted that although many people have large pieces of land, land is not used as a criterion in categorising people in the various socio-economic groups. The reason to this is that no cultivates all the land he/she owns at all times, hence not a suitable criterion, regardless of how the plots are actually cultivated.

2.2.3 Chato’s experiences with cholera

(i) Conditions locally used to predict that a cholera outbreak is going to happen:

Local experiences in Chato indicate that they do anticipate cholera outbreaks mostly during rainy seasons, and during the mango-season. Participants in the study associated the outbreaks to two situations, firstly that of not using toilets and that during the season mangoes wastes are spread all over, attracting the bacteria for cholera.

(ii) Whether the incidences/outbreaks of cholera have been increasing over years:

It was rather difficult to go far back in history concerning outbreaks of cholera. However, the local remembered two incidences. The first is that of 1983 when a cholera patient was brought from a neighbouring village of Bukamila. His arrival in the village sparked the outbreak, as many people contracted cholera thereafter. Narrative concerning this outbreak indicated that the equipment that was used to carry that cholera patient was through into the lake, and incidentally it was close to where people used to collect water for domestic use. It appears that that equipment provided the inoculum with the cholera pathogen that later infected many people causing the outbreak. The other outbreak in fresh memory was that of 1997/98, during the El Nino rains. Participants in this study pointed out that during this season 19 people died of cholera. Analysis of secondary data from the health facilities is going on and will be used to substantiate this local information, as well as establishing other periods with cholera epidemics that could not be immediately remembered by the local people.

(iii) Time of the year when cholera is a problem:

The rainy season (between ---------- and --------) is particularly when there are outbreaks of cholera in this village. Participants in the study pointed out that during this season there may be many incidences of cholera being attributed to the fact that many people in the village do not use toilets. As such most of the faecal material may find its way into water bodies that are as well sources of water for domestic use.

iv) How the local people identify cholera (symptoms of):

Participants to the group discussion narrated the various symptoms that they use to characterise a cholera situation. They include: 

· Frequent diarrhoea, which is watery with whitish colour.

· Vomiting (vomited material with bluish-green colouration),

· General body weakness

· Loss of water from the body

· Loss of appetite

(v) Age groups affected most by, and possible explanations:

· Participants claimed that with cholera all people are equally susceptible.

(vi) How they address the problem (e.g. availability of health facilities, whether people afford to get medical services, etc.):

The following are among those local viewpoints and/or undertakings concerning ways in which cholera incidences are treated or prevented.

· General cleanliness

· Washing hands with soap

· Boiling drinking water.

· The use of health facilities when one falls sick. The village is fortunate in that the Chato Health Centre, which caters for the Chato Division (and other neighbouring divisions), is located in Chato village.

· It was noted that currently there are no traditional medicine/cure for cholera in the village. The disease is considered new to the area, and as such, traditional herbalists have not yet been able to invent any curative or preventive medicines for cholera.

2.2.4 Chato’s experiences with malaria

(i) Conditions locally used to predict that a malaria outbreak is going to happen:

Being at the lakeshore, malaria is a common and persistent problem in the village, because mosquitoes find breeding grounds all year round. However, during the dry season there are few breeding grounds, which makes the population of mosquitoes is somewhat lower. Yet it was noted that the number of malaria patients has been increasing everyday.

(ii) Identification of symptoms of malaria:

Participants to the group discussion narrated the various symptoms that they use to characterise someone with malaria. They include: 

· High fever,

· Shivering,

· Vomiting,

· Headache

· General body weakness and feeling tired,

· Loss of appetite.

(iii) Age groups affected most by malaria, and possible explanations:

Concerning the different groups affected most by malaria; participants identified two groups – the infants (0-5 years), and children above 5 year of age.

· Infants: Children at the age of 0-5 years of age were reported to be most seriously affected by malaria. In these very young kids malaria tends to be a serious problem especially when the first teeth are coming out. It was described by participants in this study that the fever associated with the emergence of the teeth is quite similar to one of the malaria symptoms. This quite often confuses the parents to the extent that they send the children to health centres for treatment when it is already too late.

· In the other age group the malaria cases are also many, but less serious compared to the young children.

(iv) How they address the malaria problem:

· As a first step Malaria is treated using Muarobaini (neem tree – Azadiracta indica).

· It was reported that there area many other traditional curative medicines (local herbs) that people use treat malaria. However, participants in the group discussion in this village declined mentioning those herbs with the fear that if they mention them in front of other participants all people in the community will those herbs and the herbalists would loose their business.

· The use of health facilities: As mentioned earlier, Chato village is fortunate in that there is a public Health Centre located within the village. Many people obtain medical treatments for various ailments from this centre, services that are available for free. However, it was pointed out that the services provided are at present not adequate as the area of influence of this centre has so many people, and that the medical kit sent to the centre is too small compared to the number of people who depend on it. The centre provides health services to people in Chato and Nyamirembe Division, both in Biharamulo district, and people from the western part of Geita District in Mwanza region. It was mentioned that despite the fact they usually get treatment for free, the health centre together with the local people have introduced a 100/= shillings contribution for anyone attending the centre. The collected money is used as an emergency fund to be used in a situation where a patient from the health centre has to be referred to the district hospital and the patient cannot afford by oneself. At the village there is also a privately owned dispensary and three medical stores.

(v) Problems of water availability and how they address them:

In Chato village there is no problem of water availability given that the village borders the lake. The question is how safe this water is. At the village there are also shallow wells with pumps. However according to participants these wells are too few and have limited capacity compared to the number of people using them.

