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ABSTRACT

According to World Health Organization (WHO), a wvasajority of people in
Africa and Asia rely on herbal medicine for thermnpary health care needs. The
concomitant use of traditional and biomedical systef care is common in both
rural and urban areas in Africa. Use of herbal mieei and traditional systems of
care by expectant mothers as well as lack of dssck to healthcare practitioner
has an influence on both health-seeking behavidraarticomes of care.

The broad objective of this study was to assesatiieation of herbal medicine
among women in Embu Provincial General Hospitale. Bipecific objectives of
the study were: a) to determine the prevalencesef af herbal medicine in the
study group, b) to determine the socio-demografdttors associated with herbal
medicine use in the study group, and c) assessthheatking behaviour,
disclosure to healthcare practitioner and perceptibsafety and efficacy among
users and non-users. It was a cross-sectional wuwid 65 randomly selected
women. Data was collected using a semi-structutegstipnnaire administered by
an interviewer or self-administered in presencentérviewer. Quantitative data
was entered into SPSS version 16.0 and analyzedripigely (means and
frequencies). Chi-square test was used to compHezehces between categorical
variables at 0.05significance level. Multiple laigsregression models were used
to analyze for joint effect of more than one indegent variable. The prevalence
of herbal medicines use during pregnancy, labodr @ost-partum period among
women attending antenatal clinic at Embu Provin@eaheral Hospital (PGH) was
high (70%).Age, distance to the nearest healthlifpciemployment status and
number of children were found to be significantgsaciated with use of herbal
medicine. The use of herbal supplements in pregnandikely to be relatively
high in pregnant Kenyan women and it is important dscertain which
supplements (if any) women are taking. Pregnancyg peoviders should be aware
of the common herbal supplements used by womerpétite evidence regarding
potential benefits or harm. It is essential thaaltie care personnel teach their
patients about possible interactions between harus prescription or over-the-

counter medications.
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CHAPTER ONE
INTRODUCTION

1.1 Background Information

Herbal medicines are defined as plant-derived nadter preparations perceived to
have therapeutic benefits; they often contain rayrocessed ingredients from one
or more plants (WHO, 2000). Herbal medicines ineluterbs, herbal materials,
herbal preparations, and finished herbal produnzs dontain parts of plants or other

plant materials as active ingredients (WHO, 2008).

The use of traditional, complementary and alteweatnedicine (T/CAM) is growing
in both developed and developing countries (Brodk&onenberg, 2002). T/CAM
is a blanket term for healing practices other tbanventional medicine (Yekta, et.
al, 2007; Silenzion, 2002). ). Herbal medicine isignificant component of many
T/CAM forms. In some regions, the herbal medicinduistry generates billions of
dollars in revenue annually (Hayes, 2010; WHO, 200®8e prevalence of use of
T/CAMs is highest in the African and Asian regiomhere up to 80% of the
population relies on traditional medicine for thpitmary health care needs (WHO,
2008). In some developed regions, general prevalehase may be as high as 50%

for complementary and alternative medicine (Silen2D02).

Herbal medicine, as a form of T/CAM is used to ttreious chronic and infectious
illnesses but data on patterns of use and relagadthh concerns is still lacking
(WHO, 2008; Brodeker& Kronenberg, 2002). Althougisearch into T/CAMs such
as herbal medicine is growing, much still focusesadinical, regulatory, and supply
oriented issues to the general neglect of widedipduiealth dimensions” (p1582,
Brodeker& Kronenberg, 2002). The World Health Oiigation proposes four areas
of actions to maximize the role of T/CAM in publiealth: national policy and
regulation; safety, efficacy and quality; acces#id arational use (Bodeker

&Kronenberg, 2002). T/CAMs are viewed as valuablerésearch and integration in
1



public health in part because it broadens the sobpiee health system and possible
ways of intervention (Silenzio, 2002).

The health outcomes of use of some herbal medidiage been documented in
studies and case reports (Wenelatral, 2004; Tiran, 2003). Potential risks from
concomitant use of biomedical and herbal treatmbnate also been documented
(Giriglian and Sun, 1998; Tiran, 2003; Weneletral 2004). However, for many
herbal medications, health outcomes as well asnpatedrug-herb interactions in
concomitant use are still unknown. Often, peoplesater herbal products “natural”
and thus “safe” (WHO, 2008). There is a need fotiep&health practitioner
communication about herbal medicine use in ordefigouss risks and benefits and
best treatment to follow (Brodeker and Kronenb&@)2; Grigliano, 1998; Tiran,
2003; Wenekeet al.,2004; Langloid-Klassemt al, 2007; Anderson and Johnson,
2005).

This study will explore the use of herbal medicaraong women of reproductive
age during pregnancy, labour and post-partum pericah urban setting in Embu
town, Kenya. A report by Family Care Internatio(2003) revealed heavy reliance
on herbal medicine during antenatal, labour and-pagum periods in the rural
areas of Migori and Homabay districts of Kenya. iBes issues of access,
affordability and poor health service, women alsefgrred traditional forms of care
for illnesses perceived to be outside the scopeestern medicine. Herbalists and
traditional birth attendant’s herbal medicines walso trusted for general well-being
in various stages of pregnancy and for easy dglidering labour. A few studies
show significant use in other regions as well, sashhe rural US (40%) (Glovest
al., 2003), Taiwan (20%) (Hsiao-Yun Yeft al, 2009), and urban Ghana (50%)
(Addo 2007). These studies show a high prevalehdeial medicine use despite
access to biomedicine. Additionally, gynaecologiatsel obstetricians were often

unaware of use of herbal medicine among their ptigsloveret. al.,2003).



1.2Statement of the Research Problem

The use of complementary and alternative medic@AM) and therapies has

increased in most countries in Africa and Asiaramany other developed countries.
Approximately 65-80% of the world's population ussditional medicine as their

primary form of health care (WHO, 2000). There lnmdted data on the extent of

women's use of either herbal or vitamin supplementing pregnancy labour and
post-partum period, despite the fact that knowledyethe potential side effects of
many of these products is limited (WHO, 2008).

According to Family Care International (2003), alfigh regulation of alternative
medicines has improved in Kenya, herbal medicimesstll not subject to the same
scrutiny in terms of safety, efficacy and constiliseas conventional medicines,
although many consumers assume or expect this thebease. Many consumers do
not inform their primary care provider about these of these herbal and alternative
medicines.

There are limited data on the extent of women's afsherbal medicines during
pregnancy, despite the fact that knowledge of titergial benefits or harms of many

of these products is sparse, particularly with eespo their use in pregnancy.

The use of herbal medicine during pregnancy, laya post-partum period may
affect outcomes of health and care for women ofagyctive age. Many physicians
are unaware of herbal medicine use among theiemastthus cannot make informed
decisions about their health (Brodeker and Kronemb@002). Use of herbal

medicine also affects health outcomes by influegtiealth-seeking behaviour of the
user and potential for drug-herb interactions. Raagy care providers should be
aware of the common herbal supplements used by woered of the evidence

regarding potential benefits or harm.

No study had been done in Embu region to deterrtieemagnitude of herbal

medicine use during pregnancy and the factors adsddo it, therefore there was a

need to find out the magnitude of this problem.
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This study sought to assess utilization of herbatlicine during pregnancy, labour
and post-partum period among women in Embu in oradill the apparent gap in

literature.

1.3 Objectives of the Study

The broad objective of this study was to assedigatton of herbal medicine during

pregnancy, labour and post-partum period among wam&mbu PGH, Kenya.

1.3.1 Specific Objectives

The study was based on the following specific objezs:
i) To determine socio-demographic and other charatiesi associated with
herbal medicine use during pregnancy, labour aistipartum period.
i) To assess health seeking behaviours associatedherttal medicine use
during pregnancy, labour and post-partum period.
iii) To assess women’s perception about safety andaeyfiof herbal medicine
use during pregnancy, labor and post-partum peaiwdl in comparison

with Western medicine.

1.4 Research Questions
The study was guided by the following research tipres
i) What are the socio-demographic and other charatitariof women who
used herbal medicine during pregnancy, labour asthpartum period?
i) What health-seeking behaviours can be associatéldl farbal medicine
useduring pregnancy, labour and post-partum period?
i) What is the perception of safety and efficacy ofbhé medicine during
pregnancy, labor and post-partum period and in eoispn to Western

medicine in the study population?

1.5 Justification of the study
In developing countries including Kenya, the quyalif health provision remains
poor. With poor health facilities and poor emergealbstetric care, the maternal and

fetal mortality and morbidity have remained high.



Some of the factors contributing to high maternmad &tal mortality and morbidity
can be minimized just by health education. This caly be achieved when these
factors are well studied. The use of herbal mediduring pregnancy may be among

the contributing factors to maternal and fetal ntitp and mortality.

This study aimed at finding the magnitude at whehbal medicines are used during
pregnancy and their associated factors. Resultaireat will be used in health
education delivery in antenatal clinics, enlightdre health providers about the
magnitude so that they don't attribute all pooafetutcomes to herbs and therefore
improve obstetric care. Knowledge of the extent iaaidire of use of herbal medicine
related to pregnancy, labour and post-partum pesiogcessary for proper guidance
in the health interest of both the mother and feekurther, the results of the study
will help inform public health discourse about tnge of alternative systems of care
in the presence of a modern health care system.

It will also be used as the baseline for more ne$ess regarding use of herbal

medicines in pregnancy.

1.6 Scope and Limitations of the study

The study was limited to Mothers attending antdnatast natal and child care
clinics Embu in particular hence the findings carlyobe applicable to the same
setting.

Recall bias was possible in this study since soroeen may have to recall use
during pregnancy that may have occurred up to a gear. The questions in the
guestionnaire were designed to be as recallabpmssible focusing less on detailed
information (such periodicity of use) and more @aneralized issues such as ever-
use, disclosure to doctor, indication for use etc.

Mothers who were minors could not be assessedharsdinformation bias occurred
when analyzed for the relationship of age to usehefbal medicine. This is
acknowledged in the discussion. Data cannot bergkrable to the entire Kenyan
population but is intended to explore use in theitext of urban access to

conventional care.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This section deals with review of literature on thee of herbal medicine during
pregnancy, labor and post-partum. The chapter@issents a conceptual framework

on which the whole study is based.

2.2 Use of Herbal medicine

Herbal medicines may be used during pregnancyett pregnancy symptoms like
nausea and vomiting. They may also be used to mejoa labor or for other

unrelated health issues such as colds and regpiridittesses or skin problems to
mention a few examples (Nordeng and Havnen, 20R4asons reported for ceasing
herbal medicine during pregnancy include conceonghe health of the fetus/baby,
the 'condition’ improving, the herbal medicine hetping and advice from a health

care provider (Hepner, et al., 2002).

It is estimated that 80% of the African populatioge traditional medicine in

someway for their primary health care needs (WHIM8&. Studies by WHO (2008)

suggested heavier reliance of people in rural amadraditional medicine for

primary health care. However, similar figures cam dbserved in some urban
contexts: Njoroge and Kibunga (2007) reported thatajority of their respondents
relied on traditional herbal preparations for theatment of diarrhoea in an urban
area, Thika, Kenya.

A survey among 400 Norwegian women at Ulleval Ursitg Hospital in Oslo in

2004 on the use of herbal drugs in pregnancy fabad36% of pregnant women had
used herbal drugs during pregnancy (Nordeng, 20@d)ong the women having
used herbal drugs in pregnancy, 39% had used hdrbgk that were considered

harmful or herbs where there was paucity of infdromaabout safety in pregnancy.



In South Africa, the use of herbal medicines by wann reproductive age group is

common.

These herbal medicines are used for abortion, bresscer, contraception, and
conception, irregular or even in painful menstromti(Steenkamp, 2003). In
pregnancy herbs are normally used orally on a eedudsis as a tonic to clean the
womb to attain an easy and quick delivery and deoto protect the child from evil
and to have a healthy child (Goncalves, 20M)s estimated that 60% of South
African women use herbal medicine during pregnaieyenty nine percent of non-

users indicated that they had been advised by dootd to take herbs.

In a prospective study on the use of oral herbaliomee conducted on 214 pregnant
women attending antenatal clinics in urban andl riaaga district in Tanzania, the
overall prevalence rate of use of herbal medicias ¥2%. The prevalence in urban
and rural areas was 43.3% and 40.2% respectivdlyth® users, 54% did so to
relieve pregnancy-associated symptoms, while teeused it as a consequence of
beliefs, possibly superstitious, circumstantial steaints, and combinations of these
(Mbura et al, 1985)

2.3 Determinants of herbal medicine use

The World Health Organization defines herbal mewdicias “...herbs, herbal
materials, herbal preparations and finished heppatlucts, that contain as active
ingredients parts of plants, or other plant makgri@ar combinations” (WHO,
2010b).Herbal medicine forms part of traditionaldeee if it is indigenous to the
region or complementary and alternative medicinBN if products/practices are
imported/borrowed from another region/society. gngicant portion of traditional

medicinesin Africa is herbal (Imperato, 1977).

Spatial inequity of facilities favoring urban argeasavailability of medical services
such as drugs and personnel and accessibility gmablare quoted as some of the

common reasons why people rely heavily on traditi@ystems in the presence of a

7



modern medical system. Sindiga et al (1995), howeatso suggest that some
people use the traditional system of healthcargpfedominantly psychosocial and
cultural reasons. It is common to find a concontitese of both systems — traditional
and biomedicine (Sindiget al, 1995).

What is the rationale behind use of herbal medgiamong people with at least
basic access to healthcare services? In Langladgein et al (2007)’s AIDS study,
the most common reason of use was abundance dfdred medicine as well as its
perceived efficacy. “Lack of response” to convendib medicine was one of the
main reasons of use of CAMs in an Iranian urbaa érekta,.et al, 2007). Werneke

(2004), who studied cancer patients, states thiamna often combine CAMs with

conventional treatment to improve quality of litdleviate side effects, take control
of their care and accommodate their worldview ihi healing process.

What are the determinants of T/CAM use? In devalopeuntries CAM use has
been associated with high education and incomebedng a cultural minority

(Bodeker andKronenberg, 2002). In a study conduatadng obstetrics patients in
Ghana, use was higher among those with only priroamyo education than among
secondary and tertiary education. Additionally, uses significantly highest among
those in unskilled occupations and lower socioenmoostatus (Addo, 2007). In

Addo’s study, marital status and religion had ngn#icant effect on her use of

herbal medicine.

Other factors underlying the use of herbal medidiage been identified as social
pressure, dissatisfaction with the behavior oficlgtaff, reluctance of clinic staffs to
give drugs and lack of privacy within the convengabclinic environment (Jewkes,
et al., 1998)

The decision to use traditional medicine is moshemnly made by grandmothers or
mothers. Where mothers-in-law are involved, refusabften very difficult as it

would show disrespect (Rolanda and Sally, 2006)

A survey of 577 preghant women attending theit fwrgtenatal visit at King Edward

Vllihospital in Durban, South Africa, in 1995 revead widespread use of herbal
8



medication. Of these women, 60% had secondaryrbare education and 43.7%
were currently taking medicinal herbs. The two cammources of knowledge about
these medicines were parents, relatives (69.8%) teattitional birth attendants /
herbalists (22.6%) (Jewkes, et al, 1998).

2.4 Effects of concomitant use of synthetic drugsd herbal medicine

Often herbal medicine are prescribed by familyffdg/relatives and/or prepared by
patients themselves (Langloid-Klassen et al.200&kt2t al, 2007 and Addo

2007).Gibson et al (2001) made an association tegtyeior use of herbal medicine
and use during pregnancy among women in the US.nfdia herbs that were used
by women in Gibson’s study were ginger, aloe antifarea. Similar herbs and
others were used in Norden and Havnen (2004)’'s Hgian study. 39% of users in
this study had used possibly harmful or herbs wihei@mation about safety was

missing (Norden and Havnen, 2004).

What effects does concomitant use of synthetic glargd herbal medicine have on
the patient? A study by Langloid-Klassenhal, (2007) in Western Uganda reported
aprevalence of use of 63.5% among AIDS patientsadly undergoing biomedical
therapy. More than 50% of patients in an obstetnit in a hospital in Ghana used
herbal and Western treatment concomitantly (Ad@®,72. According to researchers
such as Addo (2007) and Langloid-Klassen (200&xetlis a potential for drug-herb
interactions which may affect course and outcompadient’s condition. From both

studies, these adverse effects were not clear.

Most potential drug-herb interactions have beemntepl from case reports, scarcely
from large scale studies (Wernelet,al, 2004). These case reports include Fugh-
Beghman’s study on anticoagulant effects of gaahd cod liver oil and Izzo and
Ernst’s report of the interaction of St. John’s Waith hormones, antibiotics and

chemotherapeutic agents (Wernekal, 2004).



When knowledge on herb-drug interactions, safetyefficacy is available, patients
can be advised accordingly. In Werneg&e al, (2004)’s study among cancer
patientsit was found that 12% were at potentidk 1§ CAM interference with
current treatment. However, such studies and iatgions are only possible given
three conditions:

i) Health professionals have knowledge of CAM use aibrir patients as
well as potential risks,

i) There is a local “medicines information and toxa@y service that provides
access to and interpretation of herbal formularreterence texts and
web-based resources” (Werneiteal.,, 2004) and

i) Pharmacists play a role in issuing health warni(ggrvices need to be
designed accordingly).

Randomized controlled studies show effectivenessoohe herbs such as
ginger for prenatal nausea and vomiting among otloenplementary and
alternative therapies (Anderson and Johnson, 200%gre is a scarcity of
such data on safety and efficacy for herbal medgitaken by pregnant
women in the African region.

2.5 Health seeking behavior and herbal medicine

The concomitant use of herbal and Western treasniewlicates that use of both
systems of care significantly influences healthksege behaviour of users. In a
Family Care International (2003) report, use odlitianal birth attendants and herbal
medicine was claimed to cause delays in seekingndilcal attention when
complications arose, especially during labour aast{abour. According to Olenja
(2003), health seeking behaviour is “any action eutaken by individuals who
perceive themselves to have or to be ill for theppse of finding an appropriate
remedy.” The action taken when ill is influenced gmrception of illness, decision-
making about steps to follow and the social, caltand economic context in which

illness occurs.
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In behavioural studies, the most common approasiuidy health seeking behaviour
is assessment of people’s knowledge, attitude aadtipes —otherwise known as
KAP studies (Hausmann-Muela et. al. 2003). Modalshsas Health Belief Model,
Theory of Reasoned Action and Theory of PlannedaBelir are employed in
public health studies to explore similar concetspractice, various models are
fused depending on key factors of consideratiometgvant variables (Hausmann-
Muela et.al. 2003).What types of herbs do women digéng pregnancy? Herbal
preparations can be used as supplements for paoaitpurposes and some are used
for medicinal purposes such as nausea, urinaryt trdections, and other uses
(Gloveret al, 2003).

In the developed world, popular herbs include girfigenausea, St. John’s Wort for
depression, Blue or black cohosh for efficiency awtractions, echinacea as
animmuno-stimulant, ginseng for energy and immuoaction, gingko biloba
tostimulate cognitive functioning, raspberry leabr ffacilitation with labor
(Tiran,2003). In developed regions, women also aser complementary and
alternative therapies such as yoga, reflexology ara$sage for stress-reduction
(Tiran and Chummun, 2004). Midwives in a develomedintry are increasingly
incorporating CAM care into their practice, and esant mothers are increasing its

use (Tiran andChummun, 2004).

2.6 Role of health professionals in disclosing heabmedicine use

There are precautions to be taken with herbal naéidics during pregnancy, though
they are considered natural. For example, womemda&nti-coagulants and anti-
hypertensive should avoid ginger (Tiran, D 2003)jueBcohosh poses risk of
etalhypoxia and cardiac conditions (Tiran, 2003)%3of users in Noden and
Havnen’s (2004) Norwegian study had used possiatynful or herbs about which

safety was unknown.

What is the role of health professionals in ratlomse of herbal medicine among

their patients? The challenges concerning the matiase of T/CAM, of which
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herbal medicine is a part include: Lack of trainfng both T/CAM and biomedical
practitioners in T/CAM use, Lack of communicatioat ronly among practitioners
but among biomedical practitioners and their pasietbout T/CAM use and Lack of
communication to the public about “rational use’T/ &AM (Bodeker &
Kronenberg, 2002).

Researchers (Addo, 2007, Weneker, 2004, Langloah$dn, 2007; Grigliano and
Sun, 1998) urge medical practitioners to commueiedth their patients about use
of herbal medicine. When medical practitioners wianewledgeable about patient
use and information on the particular herbal medisiwas available, they gave
advice to: Stop herbal treatment, Alter course reatiment, Patient must report
certain signs, Medicine not recommended since en@bhssess safety (Wenelktr
al., 2004)).

Interestingly, for cancer patients who disclosea, u80% of doctors gave a
favourable response (Weneker, 2004). In Yekta.e{2007) study, only a minority
of patients used herbal medicine with their dost@vareness or recommendation
(13.5%).Lack of physicians’ inquiry is one of thentmon reasons why physicians
were unaware of patients’ use of herbal medicinek(a,et al, 2007). According to
Wenekeret al, (2004), patients should also be encouragedsidatie use of herbal
medicine without prompting from the health professil. Even though disclosure is
important, does it really alter outcomes of caretlie patient?

According to Donabedian (1988), outcome of carenis of the three components of
quality of care and it is a measurable quantityddpends on a broad definition of
health status of patient after consultation whicbludes patient's knowledge and
behavior change, as well as satisfaction. The stibijy of the patient’'s experience
is an important component of outcome of care (2ien2002) and alternatives
should be provided, best method chosen with papieierences taken into account
(Donabedian, 1988). The criteria for measuring onmes of care should derive from

sound, scientific knowledge or authoritative soarce
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It is imperative for doctors to communicate witheith patients about herbal
medicineuse as it is no longer “acceptable fordivécian simply to state that these
products do not work or to claim ignorance regagdimeir use” (Girigliano and Sun,
1998) they are in a position of discussing risksl &enefits with their clients.
Physicians should discuss with their patients anathgr things that natural does not
mean safe. There is potential for herb-pharmacautnteraction and there can be
variability of content and efficacy depending ore tmanufacturer. Authors urge
special advice for women about to conceive or pmagras data on safety is not
always available for all herbs (Girigliano and SuU®98). Most importantly use

should be recorded in medical record.

2.7 Theoretical and conceptual framework

There are several theories that can be used taiexple use of herbal medicine and
the health seeking behaviours. Some of the thedh@swere instrumental in the
study are; The Health Belief model, Theory of ReasbAction and Theory of
planned Behaviour, Mystical Approach Theory, anctifloCognitive Theory of

Learning.

2.7.1 Health Belief model (HBM)

The health belief model was one of the first, aaohains one of the best known
social cognition models (Janz, N. K.; Becker, M.1BB4).It is a health behavior
change and psychological model developed by IrwinRdsenstock in 1966 for
studying and promoting the uptake of health ses/0dginally, the model was
designed to predict behavioral response to thentesa received by acutely or
chronically ill patients, but in more recent yettie model has been used to predict

more general health behaviors.

The model postulates that health seeking behawomnfluenced by a person’s
perception of a threat posed by a health problech the value associated with
actions aimed at reducing the threat. The healthefbenodel addresses the
relationship between a person’s beliefs and belhsvib proposes that a person’s

health related behavior depends on the personemérn of four critical areas
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namely; the severity of a potential iliness, thespas susceptibility to that iliness,
the benefits of taking a preventative action arellihrriers of taking that action. It
provides a way to understanding and predicting biients will behave in relation to
their health and how they will comply with healtéwe therapies. This model will be
used to explain the main factors that motivate won@ seek and use herbal
medicine.

However some of the limitations of this model irtduemphasis on individuals
hence ignoring social and economic factors. Theahddesn’'t consider emotional

factors such as fear and denial.

2.7.2 Theory of Reasoned Action (TRA)

Derived from the social psychology setting, theotlyeof reasoned action (TRA) was
proposed by Ajzen and Fishbein (1975 & 1980). Thmmonents of TRA are three
general constructs: behavioral intenti@l)( attitude A), and subjective nornS(.
TRA suggests that a person's behavioral intentepedds on the person's attitude
about the behavior and subjective norBs £ A + SN). If a person intends to do a
behavior then it is likely that the person will dio

According to Ajzen and Fishbein, behavioral intentmeasures a person's relative
strength of intention to perform a behavior. Atikuconsists of beliefs about the
consequences of performing the behavior multiptigchis or her valuation of these
consequences. Subjective norm is seen as a comobirgt perceived expectations
from relevant individuals or groups along with mfiens to comply with these
expectations. In other words, "the person's peimepghat most people who are
important to him or her think he should or shoulat perform the behavior in
guestion” (Ajzen & Fishbein, 1975).

To put the definition into simple terms: a persaorgétional (voluntary) behavior is
predicted by his/her attitude toward that behasimd how he/she thinks other people
would view them if they performed the behavior. érgon's attitude, combined with

subjective norms, forms his/her behavioral intemtio
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Theory of Reasoned Action (TRA) concerns expectanogividuals rate how
current and alternative actions can reduce theailtiheroblems. Like the HBM, this
theory focuses on motivations, the individual’sesssnents of risk, and the desire to
avoid negative outcomes. Individuals evaluate wérethr not to engage in healthy
(for examples, taking exercise) or risky (for exémmmoking) behaviours and

whether to seek preventative as well as curativeicaéservices.

Fishbein and Ajzen say, though, that attitudesrardhs are not weighted equally in
predicting behavior. "Indeed, depending on the\iddial and the situation, these
factors might be very different effects on behaaiantention; thus a weight is

associated with each of these factors in the ptigdiformula of the theory.

In the context of this study, this theory will eapi the role of attitudes, subjective
norms and behavioral intentions in influencing wonbe make particular choices in

the use of herbal medicines.

2.7.3 Theory of planned Behaviour
The theory of planned behavior was proposed by Kjken in 1985 through his

article "From intentions to actions: A theory oiphed behavior." The theory was
developed from the theory of reasoned action, whias proposed by Martin

Fishbein together with Icek Ajzen in 1975. The ttyeof reasoned action was in turn
grounded in various theories of attitude such asliag theories, expectancy-value
theories, consistency theories, and attributioroheAccording to the theory of

reasoned action, if people evaluate the suggesteavior as positive (attitude), and
if they think their significant others want them gerform the behavior (subjective
norm), this results in a higher intention (motieafj and they are more likely to do
so. A high correlation of attitudes and subjectimems to behavioral intention, and

subsequently to behavior, has been confirmed inyreaudies.

15



A counter-argument against the high relationshippvben behavioral intention and
actual behavior has also been proposed, as thésredusome studies show that,
because of circumstantial limitations, behavioraémntion does not always leads to
actual behavior. Namely, since behavioral intenticennot be the exclusive
determinant of behavior where an individual's ocointover the behavior is

incomplete, Ajzen introduced the theory of planreshavior by adding a new
component, "perceived behavioral control." By thie extended the theory of
reasoned action to cover non-volitional behaviorspiredicting behavioral intention

and actual behavior.

In addition to attitudes and subjective norms (Wwhicake the theory of reasoned
action), the theory of planned behavior adds thecept ofperceived behavioral
control, which originates from self-efficacy theory (SETgelf-efficacy was
proposed by Bandura in 1977, which came from samghitive theory. According
to Bandura, expectations such as motivation, pexdoce, and feelings of frustration
associated with repeated failures determine etfedtbehavioral reactions. Bandura
separated expectations into two distinct typed:efétacy and outcome expectancy.
He defined self-efficacy as the conviction that ar@ successfully execute the
behavior required to produce the outcomes. dbtome expectancsefers to a
person's estimation that a given behavior will leadertain outcomes. He states that
self-efficacy is the most important preconditiorr foehavioral change, since it

determines the initiation of coping behavior.

Previous investigations have shown that peopldser is strongly influenced by
their confidence in their ability to perform thaghavior (Bandura, Adams, Hardy, &
Howells, 1980).As the self-efficacy theory conttiés to explaining various
relationships between beliefs, attitudes, intersticand behavior, the SET has been
widely applied to health-related fields such asgitel activity and mental health in

preadolescents, and exercise.
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2.7.4 Mystical approach theory

This study was guided by the mystical approachrhedystical approach theory

was first developed by Bohr Niel (1922) who used theory to explain quantum

physics. Quantum physics represents the abiligcturately predict totally counter-
intuitive aspects of the physical world. Howevéiststudy will rely on the tenets of
mystical approach theory as developed by Stace7(19dysticism according to

Stace is a super sense-perceptual or sub senspperc experience granting
acquaintance of realities or states of affairs #ratof a kind not accessible by way
of sense perception, somato sensory modalitiestaodard introspection. Mysticism
is based on the belief in the existence of realibeyond perceptual or intellectual
apprehension that are central to being and direatigessible by subjective

experience.

According to Geoff (2009) as herbal treatments Haaen around for so long, and in
so many cultures, there are numerous ways that dneybelieved to work. Many
explanations lie in the mystical thinking of andieultures. Some believe that the
appearance of the plant gives an indication of wthean be used to treat, there is
also the belief that herbal medicine can treatlangt it is holistic, which reason is
given why no two practitioners will prescribe thanse treatment for exactly the

same condition in the same person.

In the context of this study, mystical approackxplains why many women opt to
take herbal medicine in place of conventional medicthey believe that herbal
medicine is the remedy to the problem where comnweat medicine do not work.

This is for example, in cases such as cancer aabetiis. The use of herbal

medicine prevails even though the after effecthefdrugs are not known.

2.7.5 Social Cognitive Learning Theory

This study was also be guided by social cognitearing theory by Albert Bandura
(1986). According to this theory behavior is detered by the persons thought
processes, the environment and behavior itself.s Timeans that individuals

determine their own behavior while being influendgdthe environmental factors
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and their own behavior. The social cognitive leagniheory perspective emphasizes
social cognition and not simply coping. Banduradsial cognitive learning theory
tends to focus more on cognitive expectancy, wtarilearning and self regulations
as explanatory mechanism of alcohol abusers.

Bandura (1986) contends that behavior is largejyleged by cognitive factors such
as perception of an issue and the pattern withenettivironment. Social cognitive
theory emphasizes the role of observational legrniith regard to the presence and
influence of models. Hausmann-Muela et al. (2008sl health seeking behavior of
patients using herbal medicine to their knowledgfétude and practices that they
acquire from their environment. Social cognitivarleng theory postulates that the
environment does not only affects behaviors butitreso leads to the development
of thoughts and emotions that shape behavior.

In the context of this study, the researcher arghes women who seek herbal
medicine have most likely learnt the behavior fribr@ environment. The perception
in this case implies their culture and beliefs tm¥gaherbal medicine and from their
peers of older women. This study therefore seelkexpdore this line of thinking by
looking at the health seeking behavior of womemggierbal medicine in the rural

areas.

2.8 Conceptual Framework

Conceptual framework (Mugenda and Mugenda, 2008gfsed as a set of broad
ideas and principles taken from relevant fieldsenfuiry and used to structure a
subsequent presentation. It is a hypothesized midéetifying the module under

study and the relationship between the dependehinalependent variables.
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Figure 1: Conceptual Framework; Source (Author, 202).

2.9 Study Variables
Dependent variable in this study is the Utilizatimf Herbal Medicine.

Independent variables are sex, age, distance flmnhealth facility, religion,
household size, employment status, education, nurabehildren and marital

status.

2.10 Definition of Concepts and Operationalization of terms

Traditional Medicine

Traditional medicine is defined as the health pcast approaches, knowledge and
beliefs incorporating plant, animal and mineral dshsmedicines, spiritual
therapies, manual techniques and exercises, apgingailarly or in combination

to treat, diagnose and prevent illnesses or maimwail-being.
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Herbal medicine

Herbal medicines are defined as plant-derived nad$eor preparations perceived
to have therapeutic benefits; they often contaim oa processed ingredients from
one or more plants.

Herbal medicines include herbs, herbal materiadshbdl preparations, and finished
herbal products that contain parts of plants oreotplant materials as active
ingredients (WHO, 2008). In this study, mothers everonsidered as herbal
medicines users if they take the herbal medicilesugh oral, intra-vaginal or
topical routes. Other preparations that are conslua® nutriments and within

routine meal preparation such as food additivesevesrcluded.
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CHAPTER THREE
METHODOLOGY

3.1 Introduction

This chapter deals with the research methodologexplores target population,
sampling methods and data collection procedurealsti describes how data was

analyzed.

3.2 Site selection

This study was conducted at Embu Provincial Gertdoglpital (PGH). It is situated

in Embu town and it is the provincial General htapfor Eastern Province. The

hospital is a 5 minutes’ drive from Embu town siethalong Embu- Meru highway.

It provides out as well as in-patients servicesclwhincludes; reproductive services,
X-Ray, ENT, Laboratory, Pharmacy and Dental ses/ieenong others. Patients
seeking the services from the hospital are fronm botal and urban setting hence it
serves as an appropriate site for this study. Tspital was established in 1952 by
the colonial government to provide referral sersite both locals and neighboring
districts. Both antenatal and postnatal care sesvare key in the hospital and the
region. The hospital serves between 100 to 120 woseeking reproductive health

services daily.

3.3 Unit of analysis

Schutt (1996) defines a unit of analysis of a staslyhe level of social life on which
the research questions focus. Singleton (1998) @dddimes unit of analysis as the
entity under study and could include people, saails or positions and relations. In
this study, unit of analysis was the utilization lefrbal medicine among women

during pregnancy, labour and post-partum peridenaibu PGH.

21



3.4 Unit of observation

In this study, the units of observation were woratiending antenatal, postnatal and

child care clinics at Embu PGH.

3.5 Research Design

The study adopted cross-sectional survey of theeqmabf use of herbal medicine
during pregnancy, labour and post-partum periochEaspondent provided cross-
sectional/comprehensive information about use duaith three stages.According to
Moser et al (1985) cross-sectional survey is reseamich makes observations at
only one period in time. It is analogous to takawg still picture of the population or
group being investigated.

The major advantage of cross-sectional researdhais data can be collected on
many different kinds of people in a relatively ghperiod of time. Cross-sectional
research has several weaknesses. One it is diffioukstablish time order and
conditions for causality

The study adopted both quantitative and qualitatapproaches. Quantitative
methods were used to supplement the quantitatitee Bath primary and secondary

data was collected.

3.6 Target Population

The study targeted pregnant Women attending amterdéinic and those with
children aged less than 9 months old, attendinigl daire clinic at Embu PGH. The
woman must be above 18 years of age and a biolagicther of a child less than 9
months old. Minors and those of whom the infants ramn-biological children were
excluded from the study. The choice of age for mtlwas as a result of the need
for consent since they are adults. For the agehofiren; it was assumed that 9
months would provide the mother an opportunityeimember clearly any responses
regarding herbal use. Ethical approval was sougthtadtained from management of
Embu PGH.

3.7 Sampling Procedure

The study was conducted at Embu PGH due to convemidembu was purposively
selected since it is a regional referral hospitelt tserves a large catchment area
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which would provide a reasonable number of womezkiag antenatal as well as
other maternal child services.

Embu PGH provides antenatal as well as other maltechild services to
approximately 13,400 women per year according tlalvle records at the hospital
.This translates to 1,120 women per month seeklitepat some antenatal, post natal
and maternal child care services. This was used@sde to determine the number

of respondents to be targeted within the studyogeri

3.7.1 Sampling of women

A sample frame was established by considering athen at the facility waiting to

be served at the time of the study. The actual daltaction at the hospital took 10
days of which the researcher met the respondefits. mothers admitted on the
wards and booked clients at the antenatal, postaathFamily planning clinic were

established upon considering the average admissiotiee hospital during the two
weeks of study period which stood at 280.This bexdime sampling frame of the
study.

The mothers were put into 3 classes according éo thaternal pregnancy status.
The following classes of women were created; (i)ttMaos in post-natal wards who
had delivered (ii) Those mothers attending familgnping clinic and child health

clinic and (iii) Mothers in the prenatal wards atiweg delivery. Mothers in labor and

those undergoing surgery were excluded on ethroairgls.

A proportionate sampling was then done accordinght classes identified. By
applying the formulae for finite population (Reid Boore (1991)) below, the

sampling frame was taken as (N=280). Hence;

hu'
[(1+ N(e)Z]

T =

Where n = sample, N = population size and e = dedevel of error taking alpha
as 0.05.

By substitution in the formula above, we get a damsze as 165.

Proportionate sampling yielded the following numbérsamples from each of the

three classes; Women awaiting delivery 60,Women tdnee delivered 45,Women
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who had booked family planning and child healtimicli60.From each class a simple
random sample was done to pick the women to pgaatieiin the study. A total of
165 women were picked. With the assistance of mvdsgyi these women were

selected and recruited while waiting for ante aastmatal check-ups.

Excluded were those who were ill at the time ofruément or who declined to
participate. Verbal informed consents were obtaifredh women who agreed to
participate after the study had been explainedhemt in English or the local
language. In all, the assistance of two interpsetano were hospital midwives were

engaged where necessary for about 30 women thlt cotispeak English.

3.7.2 Key Informants Interviews

Key informants supplemented the questionnairesotal bf 6 key informants were
engaged. The key informants used in this studyded health workers working at
the provincial general hospital. They included; édimcal doctor, 2 nurses, 1clinical
officer, 1 midwife in-charge and 1 phamarcist.Thegre purposively elected on the

basis of their academic and professional experience

3.7.3 Focus Group Discussion (FGD)

More qualitative information was obtained througltds group discussion (FGDs)
with small groups of women. The focus group wadulsas it allowed participants
or correspondence to share thoughts and experighassreaching some kind of

consensus about the topic of discussion (Bles &éhgl991)

It was therefore important to use this method tpl@e the range of perceptions of
factors which contribute to use of herbal medici@ae FGD of 8 pregnant women
was carried out. Issues were discussed as theysarddocuments were also

reviewed.

24



3.8 Data collection

3.8.1 Sources of data

The main source of data for this study was printiata from subjects under study.

3.8.2 Methods and tools for data collection

The methods of data collection used in the studiuded; Interviews, Observation

and review of medical records.

Interviews were used to collect primary data frownven under the study. Records
were reviewed to obtain Secondary data.The resassetl questionnaires for data
collection. According to Mugenda and Mugenda (19%f)estionnaires have

advantage as a tool of data collection since theyeasy to analyze and can be
structured in a way to collect the specificinforroat Data was collected on a semi-
structured questionnaire administered by an inéever. Questionnaire was

administered to the respondents by trained reseasslstants. Questionnaire was
also pretested on 10% of sample size not involrdtie actual study but with similar

characteristics of the target population. For t@ise, 17 women were selected using
conservative sample size of 165.This was done wthereaesearcher administered
the questionnaires. This was necessary for theargseassistants to get properly

informed with the actual task of data collection.

The Questionnaire was divided into five parts. Tinst part explored the socio-
demographic characteristics of women. The othetspawvestigated use of herbal
medicine and prescription during pregnancy, usendutabour and post-partum

period, ever use and perception of safety andaefficespectively.

3.9 Data Processing and Analysis

Quantitative data was entered into SPSS versionafd analyzed descriptively

(means and frequencies). Chi-square test was osedntpare differences between

categorical variables at 0.05 significance levelltile logistic regression models

were used to analyze for joint effect of more thame independent variable.
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Qualitative data from focus group on attitudes #&mdiefs that influence health-
seeking behaviour of users was coded and analyzdddzription and interpretation,

determining themes.

3.9.1 Validity of Instruments

According to Trochim, (1996) validity has to do Wwihow much accurate the data
obtained in a study represents the variable ofystlitie validity is compromised

positively or negatively depending on the toolsduse gather data. To increase
validity of the tools that were used during thedstuthe University Supervisor was

consulted for expert opinion.

3.9.2 Reliability of the Instruments

A reliable tool should not vary according to theviemtnment of use. Mugenda and
Mugenda, (1996) defines reliability as a measure. ehsure reliability of the
research instruments, the researcher used strédgihtard questions to avoid
ambiguity and also pre-tested the research toole Pre-test was done by
administering the tool to mothers with similar c&eristics but not part of the

target population to be studied.

3.10: Study limitations

Some women seemed to fear admitting the use ofherédicine in pregnancy. This
is due to the fact that herbal medicines are vétgnoperceived negatively by the
health workers. To reduce this problem, emphasis tthe study was not aiming at
judging anybody but rather finding the magnitudewdich herbal medicines are
used during pregnancy and associated factors wae.nidey were told that the
main objective was to improve maternal and fetdtomes. After this explanation
they freely answered the questions and sharedeRkpearience without any worry.
Estimation of the distance to the nearest publathdacility was also a limitation in
that even though it was categorized into neardstnidgters, the estimated distance
may not be very perfect. However it gives a pictofehow far or close the
interviewed women lived from the public health féigiand therefore this shows
how distance can influence the use of herbal meeliduring pregnancy.
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It was a bit difficult to put a clear boundary betmn traditional medicines and herbal
medicines as herbal medicines are part of traditioredicines. Emphasis was put on
plant derived medicines and excluded spiritual ghms and other mineral and
animal based medicines.

This study being a cross sectional study could astigw associations and not

causality.

This study was also limited by the fact that thenea were not grouped according
to gestational age and the respondents were n@&dask name or identify the

particular herbs used. This was considered to ksdmithe scope of the study which
was to determine the extent of use, evaluate factibecting use in pregnancy and to

document the incidence of herb use among this ptipal
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CHAPTER FOUR

DATA ANALYSIS AND FINDINGS

4.1 Introduction

This chapter presents the data analysis, intetpyetand discussion of research
findings. The findings are mainly qualitative ametefore descriptive statistics were
used.

The chapter examines the categories and tabulaesvidence so as to address the
study’s research questions. The study sample cesgpif 165 respondents, 6 key
informants and 1 Focus Group Discussion of 8 ppdits. The broad objective of
the study was to assess the utilization of hertedione during pregnancy, labour

and post-partum period among women in Embu District

The study further sought to achieve the followingedfic objectives; (i)To

determine socio-demographic and other characsistissociated with herbal
medicine use during pregnancy, labour and postipageriod.(ii)To assess health
seeking behaviours associated with herbal medigs® during pregnancy, labour
and post-partum period and (iii)To assess womerigption about safety and
efficacy of herbal medicine use during pregnanalpt and post-partum period and

in comparison with Western medicine.

4.2 Social Demographic Characteristics of Responden

In this study, a total of 157 (95.2%) respondewpimgleted the questionnaires. As in
Table 1 below, a third of the respondents 84 (33.%#t0 attended the post and
prenatal clinic and responded to the questionnavese aged 18-28 years old. Also
significant are the 29-39 and 40-50 age bracketshwdiccounted for 35 respondents
(22.3%) and 29 (18.9% respectively.

The highest frequency 74 (48.7%) of women,had éetwone and three biological
children. The majority of the respondents 71 (49.9%re primary school goers and

49 (31.2%) respondents had attained secondary gaolucdhis adds up to three
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quarters of the total respondents who have secgrethrcation and below. Only 3
(1.9%) had a master’s degree and higher level ofatbn.

It is evident from the Table below that 94 (59.98b}he respondents were married.
Single women accounted for 55 or (35.7%) wherelasratategories were 5 (3.2%).
Half of the respondents 77 (50.7%) were unemployée. study also shows that the
majority 57 (38.8%) of the respondents had 4-7 Bbakl members, 38 (25.9%) had
1-3 household members, 35 (23.8%) had 8-10 househembers and 7 (4.8%) had
11-13 household members.

Table 1: Social Demographic Characteristics of Respondents

Characteristic Frequency | Percentage
Age (yrs)

18-28 84 53.5
29-39 35 22.3
40-50 29 18.5
51-61 9 5.7
Total 157 100
No. of biological children

1-3 74 48.7
4-7 33 21.7
8-10 37 24.3
>10 8 5.3
Total 152 100
Education level

Primary 71 45.5
Secondary 49 31.2
Middle college 19 12.1
Bachelor degree and Above 17 11.2
Total 156 100
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Marital status
Single 55 35.7
Married 94 59.9
Others 5 3.2
Total 154 100
Employment
Employed 45 29.6
Unemployed 77 50.7
Self employed 30 19.7
Total 152 100
H/hold size
1-3 38 25.9
4-7 57 38.8
8-10 35 23.8
11-13 7 4.8
>13 10 6.8
Total 147 100
Religion
Christian 122 78.7
Muslim 12 7.7
African traditional 21 13.5
155 100

Source: Field Data
Majority of the respondents were Christians. Mdrant three quarters 122 (78.7%)

were Christians with African traditional and Muslexcounting for 21 (13.5%) and

12 (7.7%) respectively.
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4.3 Socio-Demographic and other Characteristics agsiated with herbal

Medicine use during Pregnancy, Labour and Post-pattm period.

The first objective of the study was to determinzci8-Demographic and other
characteristics associated with herbal medicine diseng pregnancy, labour and
post-partum period. These characteristics are;ragaper of children, marital status,
employment status, size of the household, religadtigation and the distance to the
nearest health facility. The chi-square test obeaisgion indicated that number of
children, education level, marital status, emplogtretatus, household size, religion
and ANC attendance were independently significaatlyociated with use of herbal
medicine (p<0.05) as in table 4.2.

4.3.1 Distribution of herbal medicine use by women’s age

Age of the respondents in the use of herbal meelisias an important component of
this study. Majority of those in the age-group XB3zars reported to have used
herbs during pregnancy, labor or post-partum pedi®d78.6%). This was followed
by those in the age-group 51-60 years 6 (66.7%®. ade-group 29-39 years had the
least percentage 20 (57.1%) reporting having usatish In general age was not
statistically significantly associated with used bérbal medicine y2=8.924,
p=0.026).

Table 2: Distribution of herbal medicine use by woran’s age

Factor Herbal use
No Yes
Age-group Frequency Percentage Frequency Percentage
18-28 18 21.4 66 78.6
29-39 15 42.9 20 57.1
40-50 and above | 14 36.8 24 63.1

Source: Field data
Generally all the age brackets reported 50% indiarbe.
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4.3.2 Distribution of herbal medicine use by number of Children

Table 3 shows the distribution of women who usdalemedicine by the number of
children they had. All the respondent 8 (100%) watbre than 10 children reported
to have used herbal medicine while majority of thesth 8-10 children 31 (83.8%)

reported to have used herbal medicine. More th#indea(62.6%) of those with 1-3

children reported to have used herbal medicine. parentage use of herbal
medicine increased with an increase in the numbechddren and this was

statistically significant}2=8.924, p=0.026).

Table 3: Distribution of herbal use by number of clidren the respondent had

Factor Herbal use
No Yes
No. of children Frequency | Percentage Frequency Percentage
1-3 28 37.8 46 62.2
4-7 10 30.3 23 69.7
8-10 6 16.2 31 83.8
>10 0 0 8 100

Source: Field data

4.3.3 Distribution of herbal use by level of education of the respondents

Education level is important in the study becatisefiects the intellectual growth of
a respondent. None of the respondents 0 (%) wititerslevel of education reported
to have used herbal medicine while only 3 (21.4%h Wwachelors level of education
reported use of herbal medicine. Majority of thosgh primary education 59
(83.1%) reported to have used herbal medicine. iftpdies that the higher the level
of education the lower the percentage of used obahemedicine {2=25.988,
p<0.001).

Level of education played a role in determining thee and non-use of herbal

medicine as supported by some participants in @GB.F
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“...Most of those who accept to use herbs (herbaliohes) don't think twice for
themselves. Just because others even use theruskeyit is all about going to

school....and it helps to go to school. Just a lifdeWoman in FGD)

Table 4: Distribution of herbal use by level of edaation of the respondents

Factor Herbal use

No Yes
Education level Frequency Percentage Frequency Percentage
Primary 12 16.9 59 83.1
Secondary 15 30.6 34 69.4
Middle college 5 26.3 14 73.7
Bachelor's degreel14 78.6 3 21.4
and above

Source: Field data

4.3.4 Distribution of herbal use by marriage status of respondents

Knowing the marital status of the respondents cesvige an insight into the

influences of marriage partner in herbal medicise. With regards to marital status
and use of herbal medicine, majority of those redrir2 (76.6%) reported to use
herbal medicine compared to 32 (58.2%) of the smghand 3 (60%) others
(Divorced/separated and widows).It is thereforespms that the spouse of the
married women influences herbal medicine use ofrédspondents. The difference
was significant§2=5.767, p=0.039).

Asked what influences use of herbal medicine dupregnancy, labour post-partum

period, and spouse seems to influence the use.

“..I never hide using traditional herbs during myegnancy from my husband...
since he pays for me whenever | want....i go to balsapnd it takes long to heals

backache and he encouraged me to use this medieils)..{WVoman in FGD)
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Table 5: Distribution of herbal use by marital status of repondents

Factor

No Yes
Marital status Frequency Percentage Frequency Percentage
single 24 42.1 33 58.9
Married 22 22.9 74 77.1

Source: Field data
There was no so much significance in the use dbdienedicine in the single and

other categories according to the study.

4.3.5 Distribution of herbal use by employment status of the respondents

Employment status was also found to be significarthe use of herbal medicine.
Respondents who were self-employed reported theektgates of herbal use with a
frequency of 26 (86.7%). Unemployed and self-emgptbyespondents also had
84.1% use compared to 15.8% non-use. However th#oged category had the
highest non-use at 28 (62.2%).This could be attbuto incomes of the

respondents.

“...the use of herbal medicine can be attributed tercpived high cost of
conventional medicine...for me it impacts on theomstithe women take...but other
medicines in hospitals are free and they still imsgbs. It could be because of

influence from peers.(Doctor)

“...as i attend to them (pregnant women) especialljamhes, | find most of them
with both herbs and modern medicines. Women at laakmeowledge that herbs help
them since they don’t go to hospitals frequently are not covered since they aren’t

employed formally”..(Midwife)

The statement seems to support the findings on hegbal medicine use by the

unemployed.
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Table 6: Distribution of herbal use by employment status othe respondents

Factor Herbal use

No Yes
Employment Frequency Percentage Frequency Percentage
Employed 28 62.2 17 37.8
Unemployed and 17 15.8 90 84.1
Self-employed

Source: Field data

4.3.6 Distribution of herbal use by size of household of respondents

Majority 11 (64.7%) of those with a household sifenore than 11 reported to use
herbal medicine as compared to only 20 (52.6%hoa$¢ with a household size of
1-3.

Table 7: Distribution of herbal use by size of the householdf respondents

Factor Herbal use
No Yes
Household size Frequency Percentage Frequency Percentage
1-3 18 47.4 20 52.6
4-7 16 28.1 41 71.9
8-10 6 17.1 29 82.9
11> 6 35.2 11 64.7

Source: Field data

The percentage use of herbal medicine increasddamitincrease in the household
size and this was statistically significap2€10.528, p=0.027).

4.3.7Distribution of herbal use by religious affiliation of the respondents

Though the majority of the respondents in this gtwdre Christians at 122 (78.7%),
All the African traditionalists and Hindus 21 (10@yported to use herbal medicine
and 86 (70.5%) of the Christians.
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Table 8: Distribution of herbal use by religious affiliation of the respondents

Factor Herbal use

No Yes
Religion Frequency Percentage Frequency Percentage
Christian 36 29.5 86 70.5
Muslim 11 91.7 1 8.3
African tradition | O 0 21 100
and Hindu

Source: Field data

These proportions were significantly higher comgate only 1 (8.3%) of the
Muslims §¢2=29.879, p<0.001).This could be attributed to sheall number of the
Hindu and Muslim population and respondents instioely.

4.4 Health-Seeking behaviours associated with herbanedicine use during

Pregnancy, Labour and Post-partum period

This study sought to assess the health seekingvioeina associated in herbal
medicine use during pregnancy, labour and postipaperiod. Herbal medicine use
can be associated with a number of health seekeigaours that is worth
understanding. As such, respondents were askedtiangesranging from the
prescription of medicine to boost their immunitygusces of herbal medicine,
distance from the nearest facility, place of delyvand reasons for using herbal

medicine were important.

4.4.1 Distance from the nearest health facility (Kms)

The distance from the nearest health facility was#l to be significantly associated
to use of herbal medicine. Use of herbal mediceens to have increased with the
increase in the distance to the health facilitynést one third of the respondents 41

(64.1%) who travelled less than 5 kilometers tealth facility reported using herbal
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medicine to cure ailments.77.4% of those who ttedebetween 5-10 kilometers
reported using herbal medicine compared to 14 #2p.&/ho did not use. Also
significant in this study are those who coveredroi®@ kilometers to the health
facility which showed use of 21 (67.7%) and 10 832) non-use.

Only some women emphasized a quick, less painflivedg as their principal
motive for using Traditional Medicine. Remarkaldgveral young pregnant women
took Traditional medicine but 'did not ask why'. myaparticipants illustrate,

however, other influential factors and persons:

“They say it is our tradition, so | just drink(\Woman in Focus Group)

Some were very categorical about the distance hadrteans of transport to the
health facility.

“I used the Traditional medicine because | had sdnteeding in the 4th month [of
the pregnancy]. | was afraid i might miscarry befaeaching the hospital which is

quite a far.” (Another Woman in Focus Group)

Table 9: Distribution of herbal use by distance fran the nearest health facility

Factor Herbal use
No Yes
Distance from Frequency| Percentage Frequency Percentage

nearest facility (km)

<5 23 35.9 41 64.1
5-10 14 22.6 48 77.4
>10 10 32.3 21 67.7

Source: Field data
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Figure 2: Distance from the nearest health facility(Kms)

41% M Not far (<5)

W Somewhatfar(5-10})
m Very far (>10)

Source: Field data

4.4.2 Herbal medicine use in relation to respondeist ANC attendance

To determine the relationship between herbal medicand ANC attendance,

respondents were asked to state the number of timegsattended ante-natal clinic

during their last pregnancy. The findings revedtet herbal medicine use increased
with the decrease in ANC attendance. Nearly halthef respondents 22 (48.9%)
reported attending ANC more than 3 times.38 reseotsdor (82.6%) of those who

never attended ANC reported using herbal medicine.

Tablel0: Distribution of herbal use in relation torespondent’s ANC Attendance

Factor Herbal use
No Yes
ANC attendance | Frequency Percentage Frequency | Percentage
Never 8 17.4 38 82.6
<2 17 26.6 47 73.4
>3 22 48.9 23 51.1

Source: Field data
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4.4.3 Source of herbal medicine to boost/maintain respondent’s health

To assess the use of medicine to boost their heakbpondents were asked to state
the source of the herbal medicine used to boosttaiai your health. Majority of
those that used herbal medicine (82.4%) obtain&dnt herbal clinic or shop. Both
regular supermarket and market accounted for 8rBepe of the total source of
herbal medicine.

Figure 3: Source of herbal medicine to boost/maintain health

Other _ 2.9
Market _ 8.8
Regular supermarket/shop _ 88
Own garden _ 5.9
Herbal clinic/shop | 82.4
] 2IO 4IO 6I0 SIO lCI]O
Percent

Source: Field data

4.4.4Prescribed medicine to boost/ maintain health
Figure 4 show that Family, friends and relativeaypt a key role in prescribing
herbal medicine to the respondents in the studyoiifya of the herbal medicine used
to boost/ maintain health were prescribed by amdiet. 90% of the respondents
indicated that the herbal medicine was prescriltdiist. Their family, friends and
relative prescribed to only 10% of the respondeitss was also attested to by
comments a woman in an FGD. Traditional Medicines wsually prescribed by a
Traditional Herbalist or bought in herbal shops.
Apart from the use of Traditional Medicine to prmtdérom evil and harm, other
important reasons were to stimulate prolonged lalamd to induce labour when
overdue.
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“..At times it takes long before you deliver...and yan't just wait! Wait for whom?
I have plenty of this (herbs) already in the hoasérom our my grandma... in case

of any eventuality'woman in Focus Group)

“I went to the midwife because my mother also Ussdservice. It is also cheaper”

(Woman in Focus Group)

Figure 4: Prescribed medicines to boost/ maintaindalth

10%

W Herhalist

B Family/friend/relative

90%

Source: Field data

4.4.5 Doctors advice regarding use of herbal medicine

The research also sought to establish whether megpds received any doctor’s
advice regarding herbal medicine use during pregynadnly 26 (25%) of those who
used herbal medicine during pregnancy discussddtigt doctor.

This finding corresponds to the view of a clinicafficer’ comments in key

informants interviews;.

“..Pregnant women use herbal remedies during pregyaand most (75%) don’t
inform their doctor or midwife. Most women belidvwerbal medicine gives them

greater choice, control and participation in theichild bearing experience.
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Personally, women have come to me to inquire whetbime herbs can determine

the sex of the child they want to géClinical officer)

For those who didn’'t discuss with the doctor repadrthat the doctor didn’t ask.
Significant majority 100 (100%) were advised byitli®ctors to discontinue the use
of herbal medicine. This response was also suppbnstehe doctor’s view on the use
of herbal medicine.

“Herbal medicine use among adults and specificaltih wregnant women with or
without chronic illnesses is quite high in Embu.Maof the pregnant women think
herbal medicines are always safe, effective andefo®al....which is not true”-
(Doctor)

The doctor beliefs that despite the belief of mafyhe respondents those herbal
medicines rarely produce adverse effects, a fewemappced them mildly and
moderately.

The doctor affirmatively suggested that there stidn@ a deliberate move to evaluate

the efficacy of these herbal medicines.

“Considering the magnitude of popularity of herbahedicines among the
respondents and their levels of ignorance of themal toxicities, it is necessary to
evaluate the safety, efficacy and quality of thesparations and products which

may involve clinical trial studies{Doctor)

He suggested that Public enlightenment programmthe form of health education
about safe use of herbal medicines, may be a useéasns of minimizing the
potential adverse effects.

Also half of the respondents’ belief that use atlaé medicine is harmful (50%).

“..At times it feels uncomfortable when you takenth.i prefer adding sugar of

milk...diarrhea if common with the use of some ahti§& woman in FGD)
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Figure 5: Field data Doctors advice regarding use of herbal edicine
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Source: Field data

As indicated in Figure 5, among the 26 (25%) thatwksed with doctor on use of
herbal medicine, 26 (100%) said that the doctoissdlvthem to discontinue the use

of the prescribed medicine.

4.4.6 Place of delivery of respondents

Concerning the place of delivery of the respondemsre than half of the

respondents delivered in the hospital 91 (65.5%) &sgure 6.

Those who delivered in the hospital got the oppotyuto be assisted by the skilled

personnel.
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Figure 6: Place of delivery of respondents
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Source: Field data

A good number 94 (66.7%) were assisted to deliyesKilled nurse/ midwife. Only

80 (56.7%) used at least a traditional medicingvioich 39 (49.4%) were provided
by a traditional birth attendant.

More than half 99 (63.1%) had ever used herbal amslifor other purposes other
than for pregnancy with 42 (26.8%) reporting thaswern/ convectional medicine

was not working as in Figure 4.6

“...unlike in my previous pregnancy when | used hkerbadicine to treat excessive
bleeding...sometimes | use it(herbs) to cure pairthn swollen legs...this also
applied to my sister who was not pregnant and sitehgaled A woman in the
FGD)

4.4.7 Reasons given by respondents for using herbal medicine

Respondents were also asked to outline the reagonthey use herbal medicine.
Slightly more than a quarter (26.8%) of the resmonsl indicated that Western or

conventional medicine was not working. Whereas Zbr&ported that they could not
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get the necessary drugs at the health care fac@lty % preferred herbal medicine to
western or conventional medicine.9.6% indicated thay could not afford to go to

the doctor.

Midwives and other health professionals emphas@edvidence-based approach
towards use of herbal medicine and CAM in orderptovide the best care to

childbearing women.

“More than two-third of the women who come to me hsrbal medicine.Infact the
herbs they use are so crude....... but | encourage thame what they can cheaply
obtain within reach. Some even prepare for themeselM But | advise those who

self-prepare to be cautious since it can harm tdegus”(Midwife)

“Personally, | don’t see anything wrong with thesing herbal medicine so long as
they have been advised by professional herbaliststhey believe that use of herbal
medicines during pregnancy is safe. They say harbsnatural and safer than
conventional medicines. They can also find thenlyeasd cures many illnesses”
(Midwife)

Figure 7: Reasons given by respondents for using tieal medicine

There was no convectional cure for my
illness
Herbhal medicine was better than the
western/convectional medicine for...
Western /convectional medicine was
not working

24.2
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Could not get the necessary drugs at
the healthcare facility
Could not get services at the health care
facility

25.5

Could not afford to go to the doctor

40 60 80 100

Source: Field data
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4.4.8 Common herbal medicines used by women

Table 11: Herbal Medicines used by women

Herbal Pregnancy Labor Post-partum
medicines | Frequency | Percent| Frequency | Percent | Frequency | Percent
Ginger 42 26.7 47 29.9 | 46 29.2
Raspberry 18§ 11.4 17 108 | 24 15.2
leaf

Castor oll T 44 6 38 11 7.0
Folic acid 23 146 16 10.1 | 15 9.5
Garlic 40 244 39 248 | 34 21.6
Cranberry 20 127 28 146 | 17 10.8
juice

Others ¥ 4.4 9 5.7 | 10 6.3
N-157 100 100 100

Source: Field data

The common herbal medicines that are used acresshtbe stages in significant
amounts are; during pregnancy Ginger 42(26.7%) @madlic 40(24.4%),during
labour Ginger 47(29.9%) and Garlic 39(24.8%) andrdupost-partum are Ginger
46 (29.2%),Garlic 34 (21.6%). Castor oil and Raspb&af were reported as the
lowest used herbal medicine at 7 (4.4%), 18 (11.d0fing pregnancy respectively.

4.5 Perception of Safety and efficacy of herbal Mecdine during Pregnancy,
Labour and Post-partum period in comparison to Wesern Medicine in the
study population.

The research also sought to establish the pereceptisafety and efficacy of herbal
medicine compared to Western Medicine.In Table1@jokity of the respondents
100 (70.4%) agreed that most herbal medicine israktThere are illnesses or

conditions for which western medicine is more dffexthan herbal medicine 88
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(62%) and that there are illnesses or conditiomsmoaich herbal medicine is more
effective than Western medicine 106 (74.6%). Chuséalf of the respondents 66
(46.5%) disagreed that herbal medicine may be beakfin general during

pregnancy, labor and post-partum if recommendedabyly member/relative and

that Most Western/prescription medicine is not dafeme during pregnancy 67

(47.2%)
Table 11: Perception of safety and efficacy of hedd medicine

Statement Agree Disagree Not

sure

Most Western/prescription medicine is 1 60(42.3) 67(47.2) 15(10.6)
safe for me during pregnancy

Most Western prescription medicine is 11 65(41.4) 49(34.5) 28(19.7)
safe for my baby during pregnancy

Herbal medicine is not safe for me duri 60(42.3) 55(38.7) 27(19)
pregnancy

Most herbal medicine is not safe for n 61(43) 61(43) 20(14)
baby during pregnancy

Most herbal medicine is natural 100(70.4) 26(18.3) 16(11.3)
Most herbal medicine is safe 65(45.8) 51(35.9) 26(18.3)
Herbal medicine may be beneficial | 69(49.3) 44(31.4) 27(19.3)
general during pregnancy, labor and pc

partum period if recommended by doctor

Herbal medicine may be beneficial | 62(43.7) 43(30.3) 37(26.1)
general during pregnancy, labor and pg

partum if recommended by herbalist

Herbal medicine may be beneficial | 49(34.5) 66(46.5) 27(19)

general during pregnancy, labor and pg
partum if recommended by fami

member/relative
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There are illnesses or conditions for wh{ 106(74.6) 18(12.7) 18(12.7)
herbal medicine is more effective th

Western medicine

There are illnesses or conditions for wh{ 88(62) 13(9.2) 41(28.9)
western medicine is more effective th

herbal medicine

According to respondents, weaknesses in Traditidviatlicine include unclear
measurements and preparations, which could caweasing and enhance harmful
effects.
“I think that they [Traditional Medicine] can be dgerous because they
don't have measurements. Maybe when you cook y@t kihmw how much
water to use, maybe it is strong you don't knovd, again how much to take

in a day” (Woman in Focus Group Discussion)

Women were greatly appreciative of the technicaspulities offered by western
medicine. However, western medicine was critiqued tb lack of massage, the
impossibility of having a companion during laboadahe judgmental attitude of the
staff towards Traditional Medicine. This lack ofnemunication about use, dose and
ingredients of Traditional Medicine and the pafdalise with western medicine

hamper evaluation of effects.

The qualitative information recorded and reponeas collected from FGDs with
pregnant women. While the majority of the particizaseemed to be knowledgeable
about Traditional Medicine, a few participants we well-informed about how
Traditional medicine work and were not aware of d@msequences. Perceptions
about Traditional Medicine were not uniform amonge tparticipants. Some
described Traditional medicines as having significaideeffects, while others
perceived traditional Medicine to be very helpfuédicines which ensure a quick

and less painful delivery.

According to all the participants interviewed if-&D, Traditional medicines were

most commonly ingested in the third trimester agdgorancy. At this stage pregnant
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women take them to prevent and solve difficultied atimulate a smooth delivery.
Traditional Medicines are usually prescribed byraditional Herbalist or bought in
herbal shops.

Apart from the use of Traditional Medicine to prdtdérom evil and harm, other
important reasons were to stimulate prolonged lalamd to induce labour when

overdue.

“..At times it takes long before you deliver...and yamitqust wait! Wait for whom?
We already have herbs in the house in case of aagteality {Voman in Focus
Group)

“I went to the midwife because my mother also Us&dservice. It is also cheaper”

(Woman in Focus Group)

Only some women emphasized a quick, less painflivedg as their principal
motive for using Traditional Medicine. Remarkabdgveral young pregnant women
took Traditional medicine but 'did not ask why'. maparticipants illustrate,

however, other influential factors and persons:
“They say it is our tradition, so | just drink(Woman in Focus Group)
“l used the Traditional medicine because | had sdnleeding in the 4th month [of

the pregnancy]. | was afraid i might miscarry.(Another Woman in Focus
Group)
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CHAPTER FIVE

SUMMARY CONCLUSION AND RECOMMENDATIONS

5.1 Introduction

In this chapter, a summary of what has already bdisoussed in the previous
chapter is given, conclusion is drawn and finalscammendations for further

research are made.

5.2 Summary of the findings

The study set out to establish the utilization efbfal medicine during pregnancy,

labour and post-partum period among women in Emtuny.

The prevalence of herbal medicines use during pregy) labour and post-partum
period among women attending antenatal clinic ab&provincial General hospital
(PGH) was 70%. This finding is higher to that iru8oAfrica where 55% of women
used herbal medicines during pregnancy (Mabind, &897). Another study in
South Africa found that about 60% of women usedliti@nal medicine during
pregnancy (Jewkes, etal 1998). Similarly, it isheigthan the findings in Tanga in
which prevalence in urban and rural areas were%438d 40.2% respectively. In
their study pregnant women at different gestatige were asked about the use of
herbal medicine in their index pregnancy and durlagor in their previous
pregnancy using a structured Swahili questionndings difference can be explained
by differences between the Kenyan herbal drugs etaakd the situation in other
countries, and differences in characteristics efdtudy population.Apart from other
factors, this increment may be attributed to thpidancrease in promotion of
traditional medicine in the society and the mettias very common to see posters

advertising traditional medicines and herbalists.
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The finding is also higher compared to those regabihn USA where they found that
about 45.2% of women from rural outreach clinicd #re Physician’s Office Centre
of West Virginia University, Morgantown used atdeane type of herbal medicine

during pregnancy.

In this study more than half of the women who ukethal medicines during their
immediate past pregnancy, delivered in health ifsgsl This is similar to other
studies where it was found that in the African eaitherbal medicine in pregnancy
and labor continues to play, as it did in the pastimportant role in health systems.
Western oriented medicine and health systems,dated during the colonial era,
did not completely eliminate well established syseof traditional medicine
practice and many Africans learnt to use both hesystems in parallel depending
on the availability of medicine and/or the natuféhe illness. Induction of labor was
the most common purpose for the use of herbal nmeticfollowed by the belief to
protect the baby (Foetus related use). In anottugtysherbal medicines were used
for certain indications such as to facilitate Igbetieve muscle and body ache, space
pregnancies, promote baby's physical health aneélligpénce, enhance sexual

pleasure, prevent retained placenta and abortiqrogas

5.2.1 Socio-Demographic and other Characteristics of women using herbal

medicine during Pregnancy, Labour and Post-partum period

In the current study, age, distance to the nedmesith facility, employment status
and number of children were found to be signifibaassociated with use of herbal
medicine. However education level was not a sigaift predictor of herbal use. The
findings are contrary to the report that in develbgountries CAM use has been
associated with high education and income, or bairgyltural minority (Bodeker
and Kronenberg, 2002). In a study conducted amdisgetrics patients in Ghana,
use was higher among those with only primary or eutucation than among
secondary and tertiary education. Additionally, uses significantly highest among
those in unskilled occupations and lower socioentostatus (Addo, 2007). Marital

status was not significantly associated with henlos¢ and similar findings were
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reported in Addo’s study that marital status ardjien had no significant effect on
her use of herbal medicine.

However, the findings were lower than the estimétat 80% of the African
population use traditional medicine in some waytfair primary health care needs
(WHO, 2008). Studies by WHO (2008) suggested heaeleance of people in rural
areas on traditional medicine for primary healthec&owever, similar figures can

be observed in some urban contexts.

Most of the respondents that reported to use henealicine reported to use it for
treatment of malaria and diarrhoea. Similarly, Mg and Kibunga (2007) reported
that a majority of their respondents relied on itradal herbal preparations for the
treatment of diarrhoea in an urban area, Thika,ydemhey added that spatial
inequity of facilities favouring urban areas, uniéadaility of medical services such as
drugs and personnel and accessibility problemsjaoted as some of the common
reasons why people rely heavily on traditional sys in the presence of a modern
medical system. Sindiga et al (1995), however, sigggest that some people use the
traditional system of healthcare for predominapychosocial and cultural reasons.

Similar findings were also reported in the curretidy.

In addition, it was reported that western/converdianedicine “was not working”.

Similar findings were reported by Langloid-Klassstral (2007)’'s AIDS study, that
most common reason of use was abundance of tragitroedicine as well as its
perceived efficacy. “Lack of response” to convendib medicine was one of the
main reasons of use of CAMs in an Iranian urbaa &rekta, et al., 2007). Werneke
(2004), who studied cancer patients, states th#rma often combine CAMs with

conventional treatment to improve quality of litdleviate side effects, take control

of their care and accommodate their worldview ih healing process.
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5.2.2 Health-seeking Behaviours associated with herbal medicine use

during Pregnancy, Labour and Post-partum period

The findings from the study indicated that herbadiine was used because the
necessary drugs could not be found at the faaly that the western medicine was
not working. The concomitant use of herbal and hastreatments indicates that
use of both systems of care significantly influend¢esalth-seeking behaviour of
users. In a Family Care International (2003) repase of traditional birth attendants
and herbal medicine was claimed to cause delayse@king biomedical attention
when complications arose, especially during lab@md post-labour. Herbal
preparations can be used as supplements for paoaitpurposes and some are used
for medicinal purposes such as nausea, urinaryt trdections, and other uses
(Glover et al., 2003).In the developed world, papuherbs include ginger for
nausea, St. John’s Wort for depression, Blue ockbleohosh for efficiency of
contractions, echinacea as immuno-stimulant, gmsémw energy and immune
function, gingko biloba to stimulate cognitive fdioning, raspberry leaf for
facilitation with labor (Tiran,2003). In developedgions, women also use other
complementary and alternative therapies such ag,yeflexology and massage for
stress-reduction (Tiran and Chummun, 2004). Midwiwea developed country are
increasingly incorporating CAM care into their fiae, and expectant mothers are

increasing its use (Tiran and Chummun, 2004).

5.2.3 Perception of Safety and efficacy of herbal medicine during

Pregnancy, Labour and Post-partum period

In comparison to Western medicine, it was repotted most Western/prescription
medicine is not safe during pregnancy for the babg mother during pregnancy.
Similar findings were reported by Addo (2007) anahgloid-Klassen (2007), that
there is a potential for drug-herb interactionsaihmay affect course and outcome
of patient’s condition. Most potential drug-herlbeiractions have been reported from
case reports, scarcely from large scale studiegr(®¥¥e, et al., 2004). These case
reports include Fugh-Beghman’s study on anticoaguédfects of garlic and cod

liver oil and 1zzo and Ernst’s report of the inttran of St. John’s Wort with
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hormones, antibiotics and chemotherapeutic agemsriieke et al, 2004).When
knowledge on herb-drug interactions, safety anidadl is available, patients can be
advised accordingly. In Wernekeet al., (2004)'slgtamong cancer patients it was

found that 12% were at potential risk of CAM ingrdnce with current treatment.

5.3 Recommendations

Based on the findings of this study, it is recomdeghthat:

» Health care personnshould educate themselves sufficiently to guider the
patients in the safe use of herbs. Discussing sieeofi herbs in an open and
nonjudgmental way will go a long way toward helpitige patient and
provider to communicate effectively about this topi

* It is essential thahealth care personn&ach their patients about possible
interactions between herbs and prescription or-thweicounter medications.

* The health care personnalhould also familiarize themselves with how
specific herbs are used, because the same key ptenoederlying the
administration of medications apply to herbal medis as well, i.e. right
medication, right route, right dose, and right time

* It is difficult to discard use of traditional medie, particularly herbal
medicines, because they have been using herbseandhmending use of
herbs for many years, however there are sevemhalive messages that can
be given to them, such as consulting a doctor, rbefsing any herbal

medicines during pregnancy.

5.4 Conclusion

The use of herbal medicines during pregnancy anwaoigen attending antenatal
clinic at Embu provincial General hospital (PGH) swassociated with, low
education level of pregnant women, age and emplaystatus.

The use of herbal supplements in pregnancy isyliteebe relatively high in pregnant

Kenyan women and it is important to ascertain wigapplements (if any) women
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are taking. Pregnancy care providers should be eavedirthe common herbal
supplements used by women, and of the evidencediaegapotential benefits or
harm. It is important that care providers do n@&sgribe any treatments, medications
or herbal supplements where they are unaware oé\tieence supporting their use.
There is therefore a need for planning and stremngi strategies to maximize

benefits and minimize dangers of use traditionadimiee in pregnancy.

The use of herbal medicines by pregnant women iblEwas seen to be quite high.
Many patients have confidence in the efficacy afbhéremedies and found them
helpful as a cost effective and accessible alterméteatment. Health care providers,
especially those that are involved in ante-natagé-natal and post-partum care
should therefore be aware of evidence regardingnpiai benefits or harm of herbal
medicinal agents when used by pregnant women, sinary of these herbal

remedies are self -prescribed based on the woraem'snformation or belief.

5.5 Areas for further research

Recommendation is made for further research onaanpdicological study focusing
on local commonly used herbal medicines. This ghbel carried out to identify the
exact pharmacological compounds of the herbs arelatuate the effects of these

compounds to the foetus.
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APPENDICES

Appendix i

Questionnaire for Mothers on Utilization of Herbal medicine

Serial no............
Introduction of the study
Thank you for the time you may take to participat¢his study. The purpose of this
study is to explore the use of herbal medicine rduPregnancy, labour and after
giving birth for nutrition and/or cure of illnesg&ven if you do not use herbal
medicine, please participate in the study as yesponses to the questions will be
helpful to us. The information you give is confitiah it will not be disclosed to
your doctor or anyone.
SECTION A: Biographical information
1. How old are you (yrs)? 1.18-28yrs[ ]2. 2y8s[ ]3. 40-50yrs [ ]4. 51-
61 yrs[ ]5.61yrsand over| |
2. How many biological children do you have? 1. 1-Btfein [ ]. 2. 3-7children [ ]
3.7-10 children [ ]. 4. Over 10 children
3. What is the highest formal education you have cetegl?
1. Primary education [ ] 2. Secondary educatigr8[Middle level college [ ]
4. Bachelors degree [ ] 5. Masters degree agiaehi[ |

4. What is your marital status? 1.Single[ ] Zarkied [ ] 3.others]| ]

5. What is your employment status? 1. Employed [ UBemployed [ ] 3.self
employed [ ]

6. What is your household size (Number of family mermsjpe 1. 1-3 people [ ]. 2.
3-7 people [ ]13.7-10 people [ ]. 4.10 -13 pedpl®©ver 13 people

7. What is your religion? 1. Christian [ ] 2.Muslim][3. African traditional [ ]4.
Hindu [ ]5. Other [ ] specify ..............

8. What is thedistance to the nearest health faddityn where you live?

1. Not far (<5kms) [ ] 2. Somewhat far (5kms-1@Rrp ] Very far (>10kms) [ ]
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9. How often do you travel to this health facility? Have never travelled to the
facility[ ] 2.0ften (more than two times a month)] 3.Regularly (More than
two times a month[ |

10. What types of illnesses do you travel to this factb treat?

12. Are there others that you treat at home using henledicine? If yes, which are
LU TP PPPPRSPPPP
13.Why do you use traditional medicine on these

[ T ST PR

SECTION B: USE DURING PREGNANCY; USE WITH PRESCRIPTION

14.How many times did you attend antenatal care dumpogr most recent

pregnancy?
1. Never [ ]2.Twice orless [ ] Sir€e times or more [ ]

15.Did you use herbal medicine at any point duringryoost recent pregnancy?
1. Yes [] Rlo (skip to 22)[ ]

16.1f yes, for what general purpose did you use hemedicine?
1. Iwas healthy and wanteddost or maintain my health [ ]

2. lwas ill and | wanted to relievecnire ailment/iliness (skip to 21)[ ]

17.What was the source of the herbal medicine useodst/maintain your health?
1. Herbal clinic/shop [ ] 2. Ownrdan [ ] 3.Regular supermarket/shop [ ]
4. Market [ ]5. Other specify ............... []
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18.Who prescribed the herbal medicine used to boosttaa your health?
1. Myself [ ] 2. Herbalist [ ]Ramily/friend/relative [ ]
4. Recommended by medical doctor [(tber specify............ []
19.Did you take any prescription medicine meant togbdealth as well?
1. Yes[ ] 2. No (Skipto 24) [ ]
20.1f yes, for what kind(s) of illness/ailments didwase herbal medicine during
pregnancy?

21.Where did you obtain the herbal medicine you used cure illness?
1. Herbal home/ clinic [ ] 2.Market [ ] 3. Regukupermarket/shop[ ]
4. Own garden [ ] 5. Other specify...... []
22.Who prescribed the herbal medicine you used to ilness/ailments?
1. Myself [ ] 2. Herbalist [ ] 3.Trdatinal birth attendant [ ]
4. Family/Friend/Relative [ ] 5. Recommided by medical doctor [ ]

6. Other specify...... []
23.Did you also take prescription medicine for similaress/ ailments?
1.Yes|[ ] 2.Nd [

24.Did you and your doctor discuss herbal medicine aseany point during
pregnancy?
1.Yes]|[ ] 2. No (skipto 27) [ ]
25. If No, why did you not discuss with your doctor?
1. Feared to discuss with doctor [ ] 2.Doctorniid ask [ ] 3. Doctor refused
to discuss 4. Other (Specify) .......cocvvivviennn.n.
26.1f yes, what was your doctor’s advice regardingoaémedicine use?
1. Use of herbal medicine harmful [ ]
2. Use of both medications together harmful [ ]
3. There are side effects associated with herledlicme use [ ]
4. There are side effects associated with usetbf imedicine together [ ]
5. Discontinue use of herbal medigirie
6. Discontinue use of prescription medicine [ ]
7. Doctor was indifferent to my use of herbal ncawe [ ]
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8. Doctor recommended herbal medicine use [ ]
9. Other................. [1]
SECTION C: USE DURING LABOR AND POST-PARTUM PERIOD
27.Where did you deliver your baby?
1. Health facility [ ] 2. My own home][ 3. Hospital
4. Traditional home attendant home [ ] Std&daity home [ ]
6 .Other specify ............. [1]
28.Who helped you with delivery? ( you can tick mohart one, e.g. doctor and
nurse)
1. Skilled nurse/midwife [ ] 2.Traditionabirth attend [ ]
3.O0bstetrician/Doctor [ ]
4.0ther .......ccooenies [1]
29.Did you use any traditional/herbal medicine befoljng and after labor?
1.Yes[ ] 2No (skipto32)[ ]
30.Who provided the herbal medicine during labor?
2. Myself [ ] 2. Traditional birth attendant][ 3. Herbalist [ ]
4. Family/Friend/Relative [ ] 5 Resmended by doctor [ ]
6. Other specify...........cccoevnn..
31.For what labor related purpose did you use thedienedicine?
1. Toinduce labor [ ] 2. To ease or speedaioi [ ] 3.Foetus-related
use [ ]
3. Bleeding related use [ ] 5.Other specify ....ccoeeveoo. [ ]
32.Did you use herbal medicines soon after delivery?
1. Yes[] 2.No(skipto 34)[
33.For what purpose did you use the herbal mediciner afiving birth?

SECTION D: EVER-USE
34. Have you ever used herbal medicine for other mepoother than for
pregnancy?
1. Yes [1] 2.No [ ]

35.Have you ever used herbal medicine for other p@posgher than labor?
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1. Yes [] 2.Ng [

36.In general, how have you used herbal medicine?

1. Never (I have never used herbal pied) (skip to 38) [ ]

2. Rarely (On very rare occasions/ anaelong while) [ ]

3. Sometimes (at times when I'miill) [

4 Always (every time I'm sick) [ ]

37.Have you ever used herbal medicine at least oncauise of any of the following

reasons?
1 .Could not affords to go to the adwogt ]
2 .Could not get service at the heedtie facility [ ]

3. Could not get the necessary dragiseshealthcare facility [ ]

4. The healthcare facility was too[fdr
5. Western/convectional medicine wast working’ [ ]

6. The herbal medicine was better tthanwestern/convectional medicine

for this illness/purpose [ |
7. There was no conventional curenigrillness [ ]
8. Other specify........ [ ]
SECTION E: PERCEPTION OF SAFETY AND EFFICACY

38. Please indicate whether you agree, disagree, or are unsure about the following

statements:

Statement

Agree

Disagree

Not sure

Most Western/prescription medicine is not safe rfa during

pregnancy

Most Western prescription medicine is not safe rfor baby

during pregnancy

Herbal medicine is not safe for me during pregnancy

Most herbal medicine is not safe for my baby dupnegnancy

Most herbal medicine is natural

Most herbal medicine is safe
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pregnancy, labor and post-partum if recommendedabyily

member/relative

Herbal medicine may be beneficial in general during
pregnancy, labor and post-partum period if recondadnby
doctor

Herbal medicine may be beneficial in general during
pregnancy, labor and post-partum if recommendelaelyalist
Herbal medicine may be beneficial in general during

There are illnesses or conditions for which herbabdicine is
more effective than Western medicine

There are illnesses or conditions for which westagticine is

more effective than herbal medicine

39.Do you have any last comments regarding use ofahemedicine during

pregnancy and

labor?
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Appendix ii
Focus Group Discussion (FGD) Guide

I would like to thank you for agreeing to partidi@an this Focus Group Discussion.
The purpose of this discussion is to share thouglisut utilization of herbal
medicine during pregnancy, labour and post-partenod. This discussion will be
tape recorded. The information obtained will beatied in absolute confidentiality
and will be used only for purpose of this study.

1. What would you say is herbal medicine?

2. For what general purpose do mothers use herbaicme? (if ever used)

3. Are there any benefits obtained from using Heriedicine?

4. What are the sources of the herbal medicine)sed

5. Who prescribes the herbal medicine used toitoess/ailments by the women?

6. What do you think influences use of herbal meeicduring pregnancy and

labour? (Probe for social-cultural, economic anchodgraphic factors)
7. What are your perceptions about use of herbaliaime during pregnancy, labor
and post-partum period and in comparison with Wasteedicine (probe for safety

and efficacy)

8. Do you have any comments/suggestions regardiagptiherbal medicine during
pregnancy and labour?
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Appendix iii

Key Informants Interview Guide

. What is the level of herbal medicine use by pregnaomen in Embu
district?

. Who are the common users of herbal medicine irigteict and why?

. What are the general purposes of women using heredicine?

. Are there any specific benefits of the herbal meeicuse into for one’s
health?

Are there any side effects or consequences ofahartedicine use by

pregnant women?

Do you think doctors or health professionals dsscherbal medicine use

with pregnant women at any point in time during aftér pregnancy?
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