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Abstract 

 

Receiving health information and implementing recommendations are important factors 

for household development. However, it is not uncommon for people in the developing 

world to disregard information and not change their behaviour. The objective of this 

study is to contribute to the understanding of how context and knowledge determine 

health practices and behaviour in order to provide an explanation for why people do not 

follow health recommendations that would improve their health and the development of 

their household.  

 

In a field study in the Ribáuè district of Mozambique, an ethnographic approach using 

semi-structured interviews with individuals on the household level as well as 

stakeholders from both the public and private sector was used to gather the data. New 

institutionalist theory and health literacy were applied to structure the findings, analyze 

the data, and provide an explanation for the phenomenon described above.  

 

Conclusions from the study demonstrate that individuals must go through a process of 

obtaining, understanding, and evaluating health information before implementing 

recommendations. However, the socio-economic, and cultural circumstances in which a 

person lives can inhibit this process. Furthermore, regulative, normative, and cultural-

cognitive underpinnings have proven to both resist and influence changes in health 

behaviour. 

 

Key Words:  Knowledge, Health, Behaviour, Health literacy, New institutionalist theory, 

Mozambique, Development. 
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1. Introduction 

 

Research Topic 

Knowledge about health can be seen as a fundamentally important component to 

development. Possessing knowledge can be a key determinant that dramatically affects a 

chain reaction of outcomes, which in turn influence knowledge in the first place, and thus 

create a development cycle. Knowledge about health directly influences an individual’s 

well-being in that having knowledge of preventative measures will allow that individual 

to take the proper precautionary measures to reduce, or even avoid illness. In turn, an 

improved state of health of the individual, as well as the household, makes it possible to 

increase labour and production. Increased labour and production is hugely important 

because it determines the financial means and assets a household can gain, which can 

affect a number of other development factors including the possibility to send children to 

school, increased nutrition, and the ability to improve conditions. In cyclical form, 

improving conditions affects the household’s health and nutrition, and likewise improved 

nutrition can affect a child’s education. Finally, to round out the circle, education can 

then also determine an individual’s knowledge about health. In the way that this cycle 

can allow for a household to improve their situation and put development into motion, the 

lack of knowledge can be equally as damaging as it negatively affects all other 

components of the cycle. (see figure 1 in appendix)  

 

Research Problem 

It is therefore essential to understand how individuals can improve their knowledge of 

health in order to increase their possibilities for development. Significant research has 

been done on the link between preventative health measures and improved health, and 

information regarding this link is commonly distributed by different actors in developing 

countries (Todaro and Smith, 2011:466 / Schmidt et al., 2009 / Pengpid and Peltzer, 

2010). Despite this fact, unhealthy practices such as open defecation, consumption of 
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non-potable water, and the lack of malaria prevention are still common practices. It can 

thus be argued that obtaining information is not the only necessary step in order to lead to 

the implementation of health recommendations. Therefore, the key problem to investigate 

is not only why some individuals do not receive the proper health information allowing 

them to better their situation, but also to seek out the reason why it is not uncommon for 

people to not implement recommendations even if they receive the required information. 

The purpose of this study is to thus investigate the different steps an individual needs to 

pass through in the process between receiving health information and implementing 

health recommendations, and to furthermore identify factors that may influence or inhibit 

this process.  

 

Health literacy is a concept that can be used to understand the process of acquiring and 

using knowledge. The concept was initially developed in North America and over the last 

two decades has expanded in its meaning and applicability. However, there is a 

significant gap in the debate because health literacy has been useful in explaining health 

knowledge and behaviour in industrialized countries, but it has not been adequately 

developed in order to be applicable to the developing world or the development debate. 

The argument is thus that health literacy, as a tool, should be further developed and 

applied to the developing world in order gain a better understanding of health knowledge 

and behaviour in this context. Where this study finds a new approach is with the 

introduction of health literacy to the development debate. By using health literacy, it is 

possible to reframe the different components of health knowledge in a way that can lead 

to a new understanding of health behaviour. The literature review on health literacy is 

elaborated on in chapter three, and points to the gap in the current research debate. 

Furthermore, the definition of health literacy, which will be used in this study, is also 

expanded upon in more depth in chapter three, as it is central to this study.  

 

Research Relevance 

Given the fact that it is not uncommon for people to disregard or not properly implement 

health recommendations, the study’s aim is to look at the ways in which context and 

other factors influence people’s acquirement and usage of health information. The goal is 
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to assess what possibilities exist to change the way information is disseminated in order 

to overcome the phenomenon of people not following health recommendations. 

Moreover, by understanding the factors influencing an individual’s decision-making 

process with regards to health practices, it is then possible to find more successful ways 

to improve health. Without looking into the reasons behind this phenomenon it is not 

possible to make the necessary changes to intervention strategies, and health information 

that is distributed will continue to go unused. If this phenomenon persists, then health 

problems will continue to be a barrier to improving lives, and inhibit future development. 

 

Research Objective 

The objective of this study is to contribute to the understanding of how context and 

knowledge determine health practices and behaviour. In order to gain a better 

understanding of the objective, it is necessary to explain in more depth what is meant by 

some of the terms used such as ‘context’, ‘knowledge’, ‘health practices’, and 

‘behaviour’, to clarify what the study intends to analyze. This explanation can be found 

under the heading Methodological and Analytical Research Framework.  

 

Research Questions 

1. How is it possible to understand the way people obtain, understand and evaluate 

information? 

2. In what way does knowledge contribute to the implementation of health 

recommendations? 

3. In what way does context contribute to the implementation of health 

recommendations? 

4. What factors are involved in the process of resisting or accepting changes in 

behaviour?  
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Methodological and Analytical Research Framework 

The term context, as stated in the research objective, should be understood to include a 

number of different components that make up the milieu in which people live. Firstly, it 

is key to note that this study focuses on the Ribáuè district in Nampula province, 

Mozambique
1
, and therefore refers to individuals and households that are in a highly 

specific context. This context includes the social, cultural, economic, political, historical, 

and gender issues that affect people’s daily lives. Furthermore, it should also be noted 

that through the analysis, context also includes the regulative, normative and cultural-

cognitive pillars of new institutional theory (NIT), which will be explained more 

thoroughly later in the text. 

Knowledge, in this particular case refers to the term health literacy, and will be used as a 

relatively more distinct and definable term for understanding what people know about 

health. Knowledge in this study is seen as the result of a process in which an individual 

obtains, understands and evaluates information.  

Lastly, because the field of health is significantly too broad for the limitations of this 

study, the health issues that are explored here have been narrowed down to diarrhea and 

malaria. The decision to look specifically at these two health issues was based primarily 

on what was found to be the two main health concerns of the local people interviewed, 

and because these issues affect most, if not all of the Ribáuè population for most of their 

lives. District health professionals, as well as both provincial and national public health 

authorities also highlighted these two ailments as the most prominent in Ribáuè. 

Moreover, according to statistics from the World Health Organization (WHO), diarrhea 

and malaria are two of the leading health problems in Mozambique (WHO, 2009). What 

is meant by health practices or behaviour, in this context, should therefore be taken to 

mean only those activities regarding preventative measures against diarrhea and malaria 

including a number of different practices in the topics of water, sanitation and hygiene. 

 

                                                        
1
 Ribáuè, Mozambique was chosen as the focus for the field study as it exhibited characteristics of the 

problem of people not acquiring or implementing health recommendations. It was therefore believed to be a 

good example to study in order to gain more insight into this overarching issue in development. 
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The information gathered for the study was obtained in large part in a five-week 

ethnographic styled field study in Ribáuè district, Namplua province, Mozambique. Data 

was collected in interviews and through observations during the field study, as well as a 

reliance on supporting secondary material. 

 

Health literacy is used as a conceptual framework to gain a firmer grasp on how health 

information is obtained, understood and evaluated. Furthermore, it is used to understand 

how or why people do or do not use the information received, and to identify the 

obstacles involved in increasing one’s health knowledge in order to develop.  

 

In addition, NIT is used as an analytical framework to offer an explanation for the 

reasons why people ultimately do or do not implement health recommendations as a way 

of finding alternative solutions for intervention strategies. By introducing health literacy 

and NIT together, it is possible to reconceptualize the problem and introduce an 

alternative understanding to the issue. 

 

Thesis Structure 

The paper is divided into six chapters. The introduction establishes the research problem, 

objective, relevance and research questions of the thesis. It shortly introduces the topic 

and argues the significance of looking further into this area of research. In order to give a 

better understanding of how data was collected for the study, the second chapter provides 

an overview of the study’s methodology. A definition and description of the conceptual 

framework, health literacy, including a literature review that demonstrates how the study 

fits into the body of literature in development studies, as well as an explanation of the 

analytical framework, NIT, will be explored in further depth in the third chapter before 

they are applied in the following two chapters of findings and analysis. In accordance to 

the conceptual framework, the findings chapter is divided into four subcategories 

including context, obtaining, understanding and evaluating information, and will present 

the information that was gathered according to the research questions. The analysis 

chapter applies NIT to the findings in an attempt to shed a new light on the topic and to 

understand the reasons why it can be considered rational not to follow health 
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recommendations. The final chapter will highlight the results of the study, answer the 

four research questions, and bring together the conclusions from the analysis. 

 

Ethical Considerations 

The interviewees were made aware of the fact that the interviews were conducted in the 

context of a field study. The personal information of the interviewees is confidential 

unless permission to reveal information was granted. 

 

 

2. Methodology 

 

Field Study 

Because this study is looking at a complex social phenomenon, a qualitative study is used 

to gain a deeper understanding of social questions or problems of individuals or groups 

(Creswell, 2009:4). Aiming to understand the influence that knowledge and social 

context have on a person’s health behaviour, it was key that the research was carried out 

in the environment in which the behaviour in question occurred, and could be observed. 

For this reason, a field study in the district of Ribáuè, Mozambique, was used as the main 

method to gather information. The ethnographic approach of doing research in the 

environment in which the issue under study takes place, facilitated a better understanding 

of the participant’s social reality, which was crucial in order to understand the influences 

that the context has on an individual’s decision making process and behaviour. Entering 

this environment, and being in contact with the local population, was thus essential for 

the fulfillment of the research objective. The deeper insight into the situation in Ribáuè, 

which only a field study could provide, also proved to be an advantage for the data 

analysis at a later stage in the research. 
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Ethnographic Approach 

A true ethnographic study can take years to produce, and despite the fact that the 

fieldwork for this study lasted only five weeks, the approach to the research was in 

ethnographic style. Interviews and observations were the main source of information and 

academic literature was used as supporting data. In order to gain a specific outlook on the 

research problem it was deemed necessary to emphasize the importance of the 

perspective of the individual and the household. In this way, interviewing the local 

population was centrally important because it allowed for greater insight into issues that 

could not be explained by another party. Examples of this include insight into why people 

misunderstand information, because in order to see this misunderstanding it is necessary 

to ask how that particular individual had understood it – thus making it possible to 

compare what was understood to what should have been understood. Interviews with 

public sector and non-governmental organization (NGO) workers were also necessary as 

a complementing source. Given the shorter time frame of the fieldwork, interviewing 

people and groups that had long-term experience in the field made it possible to gather 

more reflective information because these interviewees were able to analyze their 

experiences of a greater time period. Interviewees were gained through the method of 

snowballing, a process of acquiring contact persons wherein each new contact can lead to 

finding multiple other contacts (Mikkelsen, 2005:193). 

 

The advantage of ethnography is its flexibility. This approach allowed the sampling to be 

an ongoing process. Thus, when new topics arose and pointed out new directions for the 

study to take, the flexibility of the approach, including semi-structured themes and open-

ended questions in interviews, made it possible to develop the research and to some 

degree analyze the data as it was being gathered.  This processes of highly interlinked 

data collection and analysis is described by O’Reilly (2012:183) as typically 

ethnographic.  Early attempts to analyze the data
2
 disclosed gaps or incompleteness in the 

gathered information and thus influenced the selection of interviewees as well as topics 

for the following interviews. O’Reilly depicts this process as an iterative-inductive 

                                                        
2
 The use of the term ‘analyze’ implies an attempt to categorize or find patterns in the data. This is not to be 

confused with the meaning of the term that is used in the analysis chapter, wherein a theoretical framework 

is applied to the data.  
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analysis, in which “you can go back, ask people more questions, find the person you 

missed, or look for more information and collect more data, because you do not gather 

blindly.” (2012:183). In contrast to other methods, the simultaneity of data collection and 

analysis offered the flexibility that was needed in order to respond to the actualities of the 

situation met in the field.   

 

Depiction of Interviewees 

In order to understand the perspective of households and individuals, interviews were 

mainly conducted in the district of Ribáuè, which is located in north-eastern 

Mozambique
3
. To gain a more comprehensive picture of the situation in the district, a 

variety of stakeholders were interviewed in five different locations, namely Cunle, Iapala, 

Namiconha, Martarya and Ribáuè center. Interviews were conducted with NGOs, 

workers, public sector workers, state authorities as well as the local population. Most of 

the locals interviewed were consists small scale farmers
4
, however interviewees came 

from an array of different socio economic backgrounds. For example, some were 

subsistence farmers living in modest huts while others were able to produce and sell 

larger surplus and lived under better conditions in improved houses. The individuals 

interviewed represented different age groups, which varied from students to adults. 

Furthermore, in order to gain a more balanced gender perspective, both men and women 

were interviewed. The educational level of interviewees varied significantly as some 

were illiterate while others had post secondary education or professional degrees.  

 

In order to complement the data collected in the district, interviews were also held in the 

city of Nampula as well as Mozambique’s capital, Maputo. Thus, interviewees took place 

from the district, provincial as well as national government level, which provided an 

opportunity to gain the perspective of the different levels. In total, 67 individual and 

group interviews were carried out. The latter allowed for gaining a broader picture of 

perceptions, experiences and opinions about one topic in a short amount of time. 

                                                        
3
 The country’s poverty headcount ratio at national poverty line is more than 50 percent, with severe 

differences between rural and urban areas (Alfani et al, 2012) 
4
 94 percent of the population of Mozambique are working in the area of agriculture, forestry or fishing 

(Ministério da Administração Estatal, 2005:39).   
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However, it should be pointed out that by using group interviews, some participants were 

less encouraged to talk because of social norms, and the presence of certain people made 

interviewees apprehensive to fully express their opinions5. A list of interviewees and 

organizations can be found in the appendix. 

 

The concept of triangulation – “the use of a variety of sources, methods and types of 

information” (Mikkelsen, 2005:349) – was applied to the study in order “to cross check 

and validate data and information to limit biases” (ibd:349). As interviews were the main 

source of data, triangulation was an important means to increase the validity and 

reliability of the findings. This was done by interviewing employees from different levels 

of government, gaining the perspective of the NGO workers, but also finding out the 

point of view of the local population through interviews with peasants with different 

social backgrounds, professions, gender or age and in urban as well as remote areas. In 

doing this, the approach is to triangulate information by re-affirming it from different 

sources with different perspectives and backgrounds, but also by finding supporting 

material.  

 

Epistemological Approach 

Applying NIT together with health literacy allows for a new epistemological approach to 

the problematic phenomenon of people not implementing health recommendations. The 

combination of these tools takes a question that has been asked before and re-assesses the 

possible explanations. As the typical phrasing goes, it ‘sheds a new light’ on the issue.  

Deconstructing the meaning of knowledge using health literacy makes it possible to break 

down a complex concept into concrete pieces. Rather than understanding knowledge as a 

singular entity to possess or not to possess (either you have the knowledge or you don’t), 

according to health literacy, knowledge is a step-by-step process and is determined as an 

end result of three phases. Combining this with NIT, and the standpoint that health 

literacy is an institution governed and influenced by the regulative, normative and 

                                                        
5
 This is linked to traditional social hierarchies. Typically, if the local leader is present he has the right to 

have his voice heard first. Moreover, in a few interviews where the local leader was present, some of the 

local women were apprehensive to speak – this is possibly linked to gender norms.  
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cultural-cognitive pillars, knowledge can be seen in a context that is manipulated by 

rules, social interaction, and observer-relative truth and reality. This combination of tools 

thus creates a new understanding of knowledge: it becomes a product of a plethora of 

factors that only exist in a highly specific or particular institution of health literacy. 

Behaviour is therefore the outcome of the process of obtaining, understanding and 

evaluating information – building knowledge – in the context of a socially constructed 

reality.  

 

The reason for studying knowledge and behaviour simultaneously is because it sets up 

the frame of ‘before and after’. Studying the knowledge that a person has and then seeing 

the outcome of how they behave leaves the analysis to uncover the process in between. 

This process in between is thus explained in this study through the use of health literacy 

and NIT.  

 

Limitations and Delimitations 

The background of the authors should be made apparent in order to gain a perspective as 

to how or why the research may have taken on a certain predisposition and other potential 

biases. Both being women of western origins, the authors’ backgrounds may have led to 

certain cultural interpretations and even misunderstandings or biases given that the 

research took place in Mozambique. Furthermore, neither of the authors speak the local 

languages of Ribáuè, Portuguese and Macua, and as a result a translator was used in the 

majority of interviews. In addition to basic translations from either Portuguese to English 

or Macua to English, a few interviews had to be translated through two translators from 

Macua to Portuguese and then from Portuguese to English. This translating process, 

therefore potentially led to alterations in the meaning of the information transmitted and, 

to a certain degree, inaccuracies in the data. Another limitation of the study may have 

been the fact that neither of the researchers have a background in medicine or 

bacteriological sciences, and that furthermore there was no consulting expert for these 

topics on the research team.  

 

A delimitation of the study that should be taken into consideration is that this research 
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looks only into health practices concerning diarrhea and malaria and therefore cannot 

necessarily provide explanations of health behaviour with regards to other ailments.  

 

3.Conceptual & Analytical Framework 

  

Health Literacy 

Literature Review 

The correlation between health, knowledge and behaviour has been focused on by many 

authors in the academic development debate. Researchers continue to try to understand 

how people behave according to health recommendations, and over the years, various 

authors have attempted to understand this phenomenon in different ways. Factors such as 

context, education, communication strategies, and spheres of influence, for instance, have 

all been used to explain changes in behaviour. For example, as Wight, Plummer and Ross 

(2012) have argued, context is an important factor in behavioural changes in the way that 

the cultural, economic and socio-cultural context can act as both a barrier and facilitator 

to change. Likewise, Chin, Monroe, and Fiscella (2000) point out that behaviour must be 

understood in a broad social context that includes self-fulfillment, financial constraints 

and even stress. In some studies, specific health practices, such as hand washing, are 

analyzed from a social as well as psychological perspective (Newson et. al., 2013). Not 

only has there been highly specific research looking at the reasons for implementing 

health recommendations or not, but there have also been a number of comprehensive 

studies on the topic, such as those of Corda et. al. (2010) and Bandura (2004), who look 

at a wide range of social, cognitive, and environmental factors, but also go further by 

taking into account outcome expectations and personal agency – and thus incorporate 

both the contextual and cognitive factors. Given the importance of the link between 

knowledge and information, some authors have researched the techniques used for 

disseminating information in interventions, and have assessed the way in which different 
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sources can affect changes in behavior (Briscoe and Aboud, 2012). The essential point to 

take from this, is that the links between health, knowledge and behaviour have been 

researched to a reasonable extent and from a number of different approaches.   

 

Therefore, a short background on the origins of the term and a review of the existing 

health literacy debate is necessary to grasp where this study fits into the context of other 

academic literature, and more importantly to point out the gap in the ongoing debate. 

  

Health literacy is a concept that can be used to understand what knowledge individuals 

have about health. It first appeared in the research debate in the 1970s and referred more 

specifically to a patient’s ability to comprehend health issues and medical instructions 

(Sørensen et al., 2012:1). It has, until recently, been mainly concentrated on studies in the 

United States and Canada, and only during the past decade has it been introduced in 

scholarly debates in Australia, South Korea, the Netherlands, Japan, the UK and 

Switzerland (ibd:1). Despite the internationalization of the concept, health literacy has 

arguably only been applied in the context of developed states. As a result, the various 

definitions that have been used for the term are often closely related to health issues that 

are specific to developed countries. For instance, much of the early literature, which 

emanated from the US, focuses on exposing the relationship between low literacy levels 

and a patients’ ability or inability to make health decisions, self-manage diseases and 

comply with prescribed medication use (Nutbeam, 2008:2073). Through the development 

of the term, it has come to incorporate a broader meaning, but has still focused largely on 

industrialized countries, leaving out the developing world. 

 

Sørensen et al. (2012) point out that one of the major criticisms of the concept of health 

literacy is that a number of differing definitions of the term exist in the literature. Yet, 

none of these definitions are comprehensive enough to incorporate the variety of evolving 

definitions, or include all of the particulars that each definition contributes to the 

discussion (2012:8). An early definition of the term describes it as “a constellation of 

skills, including the ability to perform basic reading and numerical tasks required to 

function in the health care environment” (Pleasant, 2011:45). This definition 

demonstrates that earlier on, health literacy implied a direct link between education, or 
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literacy more specifically, and health. Since 1999, the term has expanded considerably by 

going from looking almost exclusively at the link between health decisions and basic 

literacy and numeracy to definitions that take factors such as cultural understandings, the 

mass media, public health and medical officials (as well as others) into consideration 

(Sørensen et al, 2012:3 / Freedman, 2009:448 / Kickbusch, 2001:292). 

 

It is important to first use the existing literature on health literacy to establish a clear 

definition of the term that is appropriate for the purpose of this study. Looking into a 

variety of definitions of health literacy, those that were closest to the needs of this study6 

were that of Freedman et al. (2009) and Sørensen et al. (2012). Although Freedman et al. 

define the more specific “public health literacy” (2009:446), their definition
7
 is useful in 

its inclusion of the terms ‘obtain’, ‘understand’, and ‘evaluate’, because it demarks an 

important focus on how knowledge is both acquired and used. The problem however, is 

that this definition is not applicable to the specific requirements of this study because it 

focuses on health literacy on a macro level whereas this study intends to understand 

health knowledge on the household level.  

 

Definition of Health Literacy Applied in this Study 

In order to make the term health literacy relevant for the purpose of this study, it is 

important to define it in a way that makes it applicable to the developing world. The 

purpose of using the term health literacy is to produce a more concrete way of 

understanding what is meant by ‘knowledge’, or in this sense, finding a way to grasp and 

to some degree measure the knowledge different individuals have about health. Health 

literacy is therefore used as an important tool to capture the different components of 

knowledge and how this corresponds to behaviour. Health literacy should be understood 

as a way of looking at three key components of knowledge: how an individual (1) 

                                                        
6
 The definition of health literacy needed for this study must focus on knowledge in the significantly 

broader sense of the word because education – and therefore literacy and numeracy – are low in Ribáuè 

with 59.4% of the population without a formal education (Ministério da Administração Estatal, 2005:31).  

Moreover, due to the micro focus of the study, the definition must be appropriate to look at the household 

and individual level.  
7
 Freedman et al. define public health literacy as “the degree to which individuals and groups can obtain, 

process, understand, evaluate and act on information needed to make public health decisions that benefit 

the community.” (Freedman et al., 2009:446) 
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obtains, (2) understands, and (3) evaluates health information. (Sørensen et al., 2012:9 / 

Freedman, 2009:448 / Nutbeam, 2008:2076).  

 

The first component, obtain, is used to determine the source from which the individual 

gains access to their information about health. Sources can be, and usually are, varied and 

multiple. Examples can include more formal or actively disseminated information such as 

from schools, hospitals or NGOs, but can also be less obvious such as information 

coming from tradition and culture in the form of social norms or taboos
8
. (Sørensen et al., 

2012:9).  

 

Understanding, as the second stage in acquiring knowledge, is used to describe either the 

way or the extent to which an individual is able to process the information they have 

obtained. This component is therefore dependent upon the individual’s own capacity, say 

for example being literate or not, but can also depend on the information itself. If the 

information is incomplete or unclear, an individual may or may not be able to understand 

its full meaning or purpose. (Sørensen et al., 2012:9 / Freedman, 2009:449).  

 

The final component, evaluate, can usually be seen as a result of whether or not an 

individual implements or behaves according to health information or recommendations 

made. This component can only be assessed if an individual has first successfully 

obtained and properly understood the health information. Based on these two preceding 

steps it is then possible to evaluate whether the individual does or does not deem the 

information valuable. Therefore, evaluation can be seen as whether or not someone 

behaves according to the information they were given. Typically, an individual will 

evaluate information in three ways: the first, is to evaluate the source from which the 

information came and deem it either valuable or not; second, is to carry out what could be 

considered a type of cost-benefit analysis by weighing the perceived gains of 

implementing the information against the inputs required to do so
9
; and thirdly, if an 

                                                        
8
 A taboo in this context is an illicit action that is based on cultural or religious beliefs. The prohibited 

nature of the taboo is generally only normatively enforced through social interaction. However, in this 

context, taboos are considered to be a part of the cultural-cognitive pillar because they are deeply engrained 

in the institution and have been, for many people, internalized as fact.  
9
 In the context of this study the term ‘cost-benefit analysis’ does not refer to the strict rational-choice 

theory meaning of the term. Instead, cost-benefit analysis should be understood to mean the cognitive 
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individual is given contradictory information (either from the same or different sources) 

they will evaluate which – if either – of the two contradicting pieces of information is 

more valuable. (Sørensen et al., 2012:5ff / Freedman, 2009:446).  

 

The process of assessing an individual’s health knowledge by using health literacy comes 

down to a step-by-step assessment going through each component one after another as 

depicted in figure 2 (see appendix). Starting from the source of information it is 

necessary to determine whether or not the individual has access to, or can obtain the 

health information. Only once this step occurs is it possible to assess the individual’s 

understanding of the information, which can be a full, partial, or no understanding. A 

certain amount of the information must be understood in order to move to the evaluate 

component where the individual will deem the information valuable or not. It is only after 

each of these steps is fulfilled in succession that an individual will modify their behaviour 

according to the health information and implement recommendations.   

 

It can be argued that an individual is capable of skipping steps and jump from one level 

to the next without completing the steps in between. For example an individual may 

obtain the information, evaluate it positively, and implement the recommendation as a 

result without actually understanding the information.  However, this study would argue 

that in order to produce sustainable, long-term behavioural changes the ideal situation 

would be for an individual to pass through all three of the health literacy steps. 

 

A final and important aspect that must be taken into consideration is the individual’s 

context. At any point in the process there is potential that outside factors such as the 

socio-economic, cultural, political, and/or environmental context can and will affect an 

individual’s progression through the steps of health literacy (see fig.2). 

 

 

 

                                                                                                                                                                     
process of weighing all perceived negative outcomes (costs) against the perceived positive outcomes 

(benefits). Therefore, the term includes the positive and negative effects of social interaction such as 

shame, pride, etc. 
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How This Study Uses Health Literacy 

The concept of health literacy was useful in different phases of the research. With the aim 

to understand the influence of a person’s knowledge on their health behaviour, it was 

important to be clear from the beginning about the content that the term of knowledge 

should entail. Therefore, health literacy is used as a tool for structuring data by dividing 

the idea of ‘health knowledge’ into three components: obtaining, understanding and 

evaluating health information. Furthermore, health literacy was used as a frame to guide 

the data collection process. Consequently, the structure of the findings chapter in this 

paper is developed from the breakdown of the different health literacy components. 

 

New Institutionalist Theory 

New institutional theory (NIT) is used as the analytical framework in order to analyze the 

data in the findings. According to the theory, institutions have an important role in 

structuring society, as they shape and ascribe meaning to social behaviour. Hence, this 

framework was deemed appropriate for the study’s aim to investigate how the context in 

which an individual is situated influences their health behaviour. Following the argument 

that the context in Ribáuè is shaped by the institution of health literacy, a closer look at 

the regulative, normative and cultural-cognitive pillars supporting an institution can 

function as a point of departure. The interplay of regulations, norms and cultural 

cognitive preconceptions can help to explain the complex reasoning behind an 

individual’s decision to implement health recommendations or not. By this means, the 

analytical framework contributes not only to the understanding of the institution in which 

behaviour takes place, but also reveals the different ways in which this institution shapes 

health practices. In this way, NIT is an important tool in generating answers to the 

research problem on a more abstract level, by offering a way of understanding the 

mechanisms of reinforcement and change in behaviour. (Scott, 2008:51). 

 
NIT is useful in that it allows for “the sources of both social order and social change” 

(Scott, 2008:91) to be simultaneously theorized. The analysis looks into the presence of 

institutions and how these institutions will shape behaviour, but also how they are 
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maintained and perpetuated across space and time. The institution that will be analyzed in 

this study should be understood to mean health literacy – otherwise stated, people’s 

knowledge and health behaviour.  

 

Institutions are comprised and influenced by the three pillars of NIT: regulative, 

normative and cultural-cognitive. In addition to these pillars, Scott’s interpretation of 

rationality, legitimacy, social reality, agency and carriers are also used as important 

components of the analysis. The framework is used to come closer to explaining some of 

the reasons for which certain individuals in Ribáuè are more likely to implement health 

recommendations, but also the reasoning behind why it is in fact logical for individuals to 

seemingly disregard potentially lifesaving health information.  

 

First, a brief explanation of the three pillars is necessary in order to understand how they 

will be later used in the analysis chapter. The three pillars together create a continuum 

that stretches “from the conscious to the unconscious, from the legally enforced to the 

taken for granted” (Hoffmann, 1997 cited in Scott, 2008:50) which, make up the 

institutions that “guide behaviour and resist change” (Scott, 2008:49).  

 

The first pillar, regulative, involves the capacity to “establish rules, inspect others’ 

conformity to them, and, as necessary, manipulate sanctions – rewards or punishments – 

in an attempt to influence future behaviour” (ibd:52). This pillar often involves formal 

structures of enforcement such as police or courts, but for the purpose of this study it 

should be understood in the less formal sense of the term as the processes that “operate 

through diffuse, informal mechanisms, involving folkways such as shaming or shunning 

activities” (ibd:52).  

 

The second pillar, normative, emphasizes the importance and influence that norms and 

values can have on behaviour. The normative pillar not only defines goals and objectives, 

but also the “appropriate ways to pursue them” (ibd:55). In addition to this, another 

important aspect that should be mentioned is the creation of roles – wherein values and 

norms only apply to certain, but not all actors (ibd:55). The so-called “moral roots” 

(Stinchcombe, 1997 cited in Scott, 2008:56) of institutions are found within this pillar 
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and these social beliefs that “are both internalized and imposed by others” (Scott, 

2008:56) have a stabilizing influence on behavior (ibd:56). 

 

The cultural-cognitive pillar can be described in a way that holds humans as organisms in 

a world of stimuli where “in the cognitive paradigm, what a creature does is, in large part, 

a function of the creature’s internal representation of its environment” (D’Andrade, 1984 

cited in Scott 2008:57). A key point for this study is that, “cognitive frames enter into the 

full range of information-processing activities, from determining what information will 

receive attention, how it will be encoded, how it will be retained, retrieved and organized 

into memory, to how it will be interpreted, thus affecting evaluations judgments, 

predictions, and interferences” (Scott, 2008:57).  

 

These three pillars should be understood as contributing factors to behaviour that may 

reinforce each other, or in some instances even become misaligned – leading to the 

support of differing choices and behaviours. Depending on the institution, emphasis can 

be placed on any one of the pillars wherein one pillar can become more prominent than 

the others. The three pillars can have characteristics that may either promote or resist 

change, although depending on the particular institution certain pillars may be stronger or 

weaker in this regard. (ibd:62) 

 

In addition to the three pillars of NIT, the concept of rationality brought forth by Scott, 

who argues that rational action can only be understood against the backdrop of social 

context, will be used in this study. As he asserts, “social action is always grounded in 

social contexts that specify valued ends and appropriate means; action acquires its very 

reasonableness from taking into account these social rules and guidelines for behavior.” 

(ibd:69). Thus, rationality should encompass all “reasonable action” (Scott, 2008:69) 

including “other kinds of reasonable actions in certain situations” (Langlois, 1986 cited in 

Scott, 2008:69) such as “rule-following behaviour” (Scott, 2008:69).  

 

Legitimacy, social reality, agency and carriers are concepts explained by Scott in some 

depth. He explains the way in which legitimacy is necessary for institutions to be socially 

acceptable and credible, and that each pillar has a basis for legitimacy, but that each of 
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these bases is different. (ibd:59) The analysis will explore why legitimacy can influence 

how a person evaluates information and therefore why legitimacy can influence the 

institution of health literacy. Social reality is the context in which “observer-relative” 

(Searle, 1995 cited in Scott, 2008:64) facts exist, and is defined by how collective 

development is used to create social institutions governed by regulative and constitutive 

rules. (Scott, 2008: 64).  

 

As this study focuses on the change of behaviour, understanding agency is essential. 

More importantly, changes in behaviour are key because they are linked to shifts or 

changes in the health literacy institution. Therefore, agency is a critical notion because it 

refers to the way in which an individual can be “knowledgeable and reflexive, capable of 

understanding and taking account of everyday situations and routinely monitoring the 

results of their own and others’ actions” (ibd:77).  

 

Like agency, carriers are capable of influencing change in an institution. However, 

carriers can also be responsible for maintaining the existing institution of health literacy 

because they are “a set of fundamental mechanisms that allow us to account for how 

ideas move through space and time, and who or what is transporting them” (ibd:79). 

Moreover, in connection to health literacy and the idea of obtaining information, it is 

important to keep in mind that “carriers are never neutral modes of transmission, but 

affect the nature of the message and the ways in which it is received” (ibd:80). Carriers 

are thus important to be looked at in the course of this research, as the transmission of 

new ideas, or more specifically new health practices, are a main focus of the study. 

 

4.  Findings 

The following chapter is structured according to the definition of health literacy. The first 

section describes the context and thus explains how the socio-economic, gender, and 

educational context affects behaviour, but also how situational issues such as sanitation 
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and distances – such as between households, to health services, or access to potable water 

– can affect knowledge. The three sections following the context section explain why 

individuals in Ribáuè do or do not obtain, understand or evaluate information positively 

in order to implement health recommendations. This chapter provides answers to the first 

and second research questions, and offers in art an answer to the third research question
10

.  

 

Context 

Since this study aims to find out in how far the context influences an individual’s health 

practices, it is of utmost importance to briefly describe the context of Ribáuè in which the 

behaviour investigated in this study takes place. More specifically, the following section 

investigates which external factors, such as socio-economic background or prescribed 

gender roles, affect a person’s possibilities or capacities to obtain, understand and 

evaluate health information. 

 

Socio-economic Situation 

The everyday life of the local population in Ribáuè is characterized by many challenges, 

which form and limit a household’s room of manoeuvre. A lack of access to water, 

schools and health services on the one hand, and a lack of financial means on the other 

shape the circumstances of most households.  

 

With a majority of the population being small scale farmers, people are highly dependent 

on their harvest, which is often not only crucial for the nourishment of the family, but 

also constitutes the only source of income. Due to the fact that small scale farmers in 

Ribáuè rely on rain fed agriculture, they are highly vulnerable to weather conditions. In 

order to gain money, the vast majority of farmers sell at least parts of their production. 

But even still, money is scare and the small amount each household has at its disposal has 

to cover any needs of the family that they cannot meet with their own produce themselves 

such as school uniforms or soap.  

                                                        
10

 The third research question refers to context, which is explained in part in the findings, however as 

explained in the conceptual and analytical framework chapter, the notion of context in this study also 

incorporates NIT theory and the three pillars, which will be elaborated on in the analysis chapter. 

Therefore, the third question can only be fully answered when taking these two explanations together.   
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The lack of cash and savings that most households experience was frequently used as an 

argument during interviews with regards to why people did not follow recommendations 

concerning health practices. Despite this, in one interview it was pointed out that 

generally, poor people can clean their houses, get clean water and follow hygiene 

recommendations as well. Notwithstanding these different perceptions, all interviewees 

agreed on the fact that the implementation of health recommendations is easier for those 

households that are financially better off, as for instance they can buy chemical products 

to purify their drinking water instead of spending precious time to collect firewood in 

order to boil it. An interesting phenomenon described by some interviewees is that often 

both poorer and wealthier people start implementing the recommendations, but that after 

a while only those who are living under slightly better conditions continue this behaviour. 

Generally speaking, it can be said that a person’s social conditions do have an influence 

on their decisions and actions, but that also other factors have to be considered in order to 

fully understand the complexity of the context in which behaviour takes place.  

 

Dispersed Housing 

The district of Ribáuè has an estimated population of 153 794 inhabitants, and it covers 

an area of approximately 4894 km
2
.
 11  

As a result, the district’s population density is low, 

therefore households are dispersed, especially in rural areas. As a result, people living in 

these areas lack access to basic services of health and education. Moreover, a household’s 

water situation is largely influenced by the distance to a source of (clean) water. In 

addition to these long distances, a deficient network of roads and a lack of means of 

transportation hamper the local population’s mobility, thus hindering their access to basic 

services even more. Several interviewees pointed out that problems concerning the water 

supply were not only an issue of the quantity of clean water sources, but that difficulties 

in their accessibility have to be taken into account. Consequently, dispersed housing and 

long distances have been identified as a main obstacle for the accessibility of schools, 

                                                        
11

 The figures for both population and geographical area were taken from the government district report 

(Ministério da Administração Estatal, 2005:2). However, figures found in other official documents such as 

a report from the district health service, give an estimated population of 236.961 (SDSMAS, 2013:2) It is 

therefore important to point out that these figures vary depending on the source, which can be explained by 

the fact that the numbers are estimated, since there hasn’t been a census recently. 
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health units and water sources. These circumstances are perceived as problematic by the 

state authorities as well, who described difficulties to reach out to all households due to 

their dispersion.  

 

One of the underlying reasons for the dispersion of houses can be found in the fact that a 

large majority of people depend on their farming activities. Deciding where to build their 

house is thus highly influenced by the distance to the field which the farmer has to cover 

daily. Plots that meet the requirements of farming however are in most cases located in 

more remote areas, therefore, more often than not, farmers end up living in areas 

increasingly distant from schools, hospitals, public water pumps and other public 

services.  

 

Water 

As water is an essential component in everyday life, the distance to the closest water 

source affects the well-being of a household significantly. The obstacles the local 

population face concerning water supply can differ and will vary depending on the 

community in the district and even the individual household.  

 

It was raised several times during interviews that the reason why some people still use 

water from rivers is simply a lack of alternative water sources, and furthermore, it was 

argued that most people would stop this practice if they received access to a public water 

pump. This issue is closely linked to the dispersal of households, because it forces people 

to walk long distances to water sources. If other water sources are not accessible, people 

often rely on rivers, streams or small wells which they open themselves nearby the river. 

Many interviewees pointed out that the dependency on unsafe water sources is thus a 

significant problem based on the remoteness of many houses. Even though the coverage 

of public water pumps has increased during the last years, coverage has yet to reach the 

inhabitants that are in the more remote regions of the district.  

 

Even households that have access to public water pumps cannot necessarily afford to pay 

the monthly contribution required for its usage, and therefore they have no option but to 
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continue fetching water from dirty sources. Problems with the coverage and accessibility 

of water sources are thus accompanied by financial restrictions that hinder the 

households’ opportunities to actually make use of the existing public water pumps. The 

same argument applies to water purification products, which are either not available or 

not affordable for many families.   

 

Furthermore, concerns were raised regarding the number of people using a single public 

water pump. Especially during dry season, when rivers and small wells dry out, the time 

needed to fetch water was described to be significantly longer due to long waiting times 

in lines. An increased expenditure in time also had negative impacts on various other 

tasks that people had to carry out, such as the work on the field. 

 

Overall, despite improvements during the last years, the local population in Ribáuè still 

faces a number of problems with their water situation. The main challenges are firstly to 

increase the coverage with water sources and secondly to tackle those factors that 

currently hinder the population from actually using the sources – including distance and 

financial barriers.  

 

Despite the fact that some households may lack access to public water pumps or 

purification products, one of the members of staff in a local health centre stated that they 

still have firewood and thus the possibility to boil their drinking water. As he eloquently 

put it, poverty does not necessarily mean someone has to get diarrhea. Hence, it was 

argued that accessibility to potable water is not enough – it has to be accompanied by 

information about health practices and their importance for the household’s well-being. 

 

Sanitation 

Most interviewees agreed that the sanitation situation in Ribáuè is slowly improving as 

more and more households now have bathrooms or latrines. There are however major 

discrepancies in sanitation between remote and semi-urban areas. While in more 

populated areas the use of latrines is higher, the situation is significantly different in more 

remote areas where open defecation is still quite common due to large amounts of 
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uninhabited space in forests or fields where defecating in the open is not perceived as 

problematic. Yet, even those families that have a latrine face problems maintaining it. 

Due to heavy rain falls in the rainy season, and the fact that some communities are 

situated in sandy areas, latrines collapse easily and have to be rebuilt regularly. The 

problem is however, that because financial resources are often lacking and labor force is 

needed for other tasks, such as the work in the field, the rebuilding of latrines is not 

always possible or is at least not immediately realizable. Methods to build latrines in a 

more durable way, for instance by adding a roof, are now taught by some organizations 

that work in the area of sanitation. 

 

Sanitation has recently shifted in importance and the public sector and several NGOs are 

now focusing more on this topic. The public sector has taken an initiative to declare 

communities ‘free of open defecation’
12

 as an incentive for communities to improve their 

sanitation situation. Since the project only started recently, no community has been 

declared free of open defecation yet. However, those in charge expressed optimism to be 

able to certify some communities in the near future. In addition to the efforts to facilitate 

the construction of latrines, many projects also disseminate information about the 

importance of latrines for a household’s state of health.  

 

Knowledge about sanitation is perceived as important precondition for improvements in 

health, because it contributes to the understanding of the causes and effects of diseases.  

The importance of spreading information about the linkages between sanitation practices 

and state of health was emphasized by many interviewees. The WHO also asserts that 

“Disposing of excreta safely, isolating excreta from flies and other insects, and 

preventing faecal contamination of water supplies would greatly reduce the spread of 

diseases.”(WHO, n.d.). Moreover, diarrhea can also result from the improper handling of 

food and therefore food hygiene is a topic that has been introduced in the school 

curriculum, and there is an attempt to educate the private sector about hygienic practices 

when dealing with food that is sold on the market. To improve long term health it is thus 

                                                        
12

 In order to be declared free of open defecation, each community member is required to have a latrine and 

use it correctly, which must be confirmed by the district administrator.  
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important that people are aware of these links as well as methods to prevent or handle 

diseases. 

 

Health 

According to the perception of both health professionals and locals, the main problem 

concerning public health services is the lack of access to health units as a result of the 

dispersion of houses. Distances to health units can be up to hours or even days on foot – a 

trek that is simply not feasible for a person in need of medical attention.  

 

Many health professionals also raised concerns about some people preferring to consult 

traditional doctors or midwifes first, and only going to hospitals when the patient’s state 

worsened. It can be argued however, that this was often an issue of access and that 

traditional healthcare providers are simply more plentiful and available. Another issue 

raised by some, was that even after patients had made the long way to the hospital, the 

pharmacy did not have the drugs they needed. As a result, these people felt discouraged 

by the public health services and therefore chose to only consult traditional healers in the 

future. It is interesting to notice that – with the exception of transportation to the hospital 

– the financial situation of a household was not perceived as an obstacle for the 

utilization of health services. This is likely because a medical consultation is 1 MZN13, 

and medication for malaria is free once a patient has been tested positive.  

 

While malaria and diarrhea have been identified as the main health concerns of the 

population, the Ribáuè rural hospital also stated that malnutrition in children is a 

significant problem in the district. In the context of development, undernourishment is 

problematic because it diminishes a child’s learning capacity. As people living in Ribáuè 

are (for the most part) perceived to have enough food from their own production, the 

health staff interpreted undernourishment mainly as a problem of lacking knowledge 

about the necessity to diversify foodstuff. In addition, some traditional norms that 

influenced children’s nourishment were mentioned, such as the taboo encouraging 

mothers to stop breastfeeding immediately when becoming pregnant with another child. 

                                                        
13

 Mozambican Metical. 1MZN= 0.0338410 USD (exchange rate on 06.06.2013)  
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Many mothers were said to be unaware of the consequences this practice had on the first 

child. Moreover, health staff expressed that many patients did not have sufficient 

knowledge about the causes and thus prevention methods of both malaria and diarrhea, 

and furthermore were not aware of the linkages between these diseases and 

undernourishment. This underlines the importance of education for a household’s state of 

health.  

 

Education 

In an attempt to identify the reasons why people do or do not follow health and sanitation 

recommendations, education was a reappearing factor. As mentioned above, schools are 

not easily accessible for large parts of the local population. Moreover, some children do 

not attend school regularly or drop out at a certain age because of the necessity for extra 

labour to meet the household’s subsistence needs or to increase production for additional 

income. Girls are particularly vulnerable in this regard because the education of women 

and girls is traditionally of lesser importance, and therefore females have a comparatively 

lower level of education than males.  

 

Efforts to increase the level of education - for girls in particular - have been taken by the 

state. Textbooks are handed out to pupils for free, school is now free for everyone 

between grade one and seven, and grade eight to twelve is free for girls. In addition, some 

people are eligible for financial support from the government if they are in need. 

Moreover, adult education is offered in the afternoon, so that it fits in women’s schedules 

in an effort to reach more women with the opportunity for an education. In order to deal 

with limited personnel and premises, classes are organized in morning and afternoon 

shifts. As a final effort, the state is also working to open more schools and offer training 

to more teachers.  

 

Notwithstanding the efforts to improve education described above, deficiencies with the 

education system were repeatedly pointed out. The main points of concern included the 

poor quality of the education, insufficiently trained teachers, the lack of proper equipment 

as well as the insufficient coverage of schools in the region. In one village some 

interviewees complained about the fact that the local school only went up to grade seven 
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and that only children with relatives in the distant city can continue studying. All of these 

factors have resulted in barriers to a high quality education for those that even have 

access to schools. The effects of this can be seen in the fact that only 40.6% of the 

population have had some form of a formal education (Ministério da Administração 

Estatal, 2005:31).  Education is thus described as the cause of many of the most urgent 

problems in Ribáuè – and Mozambique more generally – and as a main challenge not 

only for the present but also for the future.  

 

As pointed out by a majority of interviewees, education is a key component determining 

behaviour. The school is not only an important setting for the transmission and exchange 

of information, but also where socialization takes place. Furthermore, schooling is a 

crucial factor for a person’s capacity to understand and evaluate information. Many 

interviewees asserted that the reason for following unhealthy practices, for instance the 

consumption of untreated water from a river, was a problem of education. For the 

management of water as well as health and sanitation practices, a certain level of 

knowledge is crucial. One interviewee got to the heart of the issue by saying that it is 

pointless to spend money on building latrines if this action is not accompanied by a 

parallel project of educating people to properly use and maintain them. 

 

Gender Roles  

Traditions still play an important role in the life of many people in rural Mozambique, 

although several interviewees affirmed that changes are taking place. The division of 

tasks according to traditional gender roles largely influences everyday life. 

Responsibilities are clearly split between men and women. Fetching and treating water, 

food preparation, cleaning the house, working in the field, and child care are some 

examples of the responsibilities assigned to the women. Meanwhile, men are mainly 

expected to work in the field with the women, and provide for the household.  

 

Health issues can serve as one example to demonstrate how these gender roles are 

reflected in the way society is organized. Because health issues are a female task, health 

units have significantly more contact with women, and therefore women are usually more 

numerous in information sessions concerning health topics. Both the public health sector 



28 

 

and NGOs working in this area agreed that they typically saw more positive reactions 

from the women when giving out health information. As a result, women are more often 

approached with information about sanitation or health practices and are also targeted in 

programmes. Consequently, men have significantly less contact and experiences with 

health services.  

 

This imbalance is problematic as men are usually responsible for making all major 

decisions for the household, and also have control over the family’s finances. Women are 

thus often dependent on the support and approval of their husbands. It was stated several 

times during interviews that if the man does not take initiatives and provide the required 

means, the household will not develop. The example of latrines illustrates the problem 

that arises out of this gender based division of tasks. While women are the ones that 

typically receive information about the importance of latrines, it is the men’s duty to 

organize the material and actually build one. As a result, if the female head of the 

household cannot adequately convince the man of the importance of a latrine – regardless 

of the woman’s understanding of the need for one – then the latrine will not be built. This 

underlines the importance of including both men and women in programmes aiming at 

development on a household level. 

 

Overall, it is important to consider gender roles as well as other factors constituting the 

context of Ribáuè in order to understand the background against which this research takes 

place.  

 

Obtaining Information 

The first step in the process of creating health knowledge – health literacy – is obtaining 

health information. Therefore, it is important to get an overview of the sources that 

disseminate health information in Ribáuè. It is then necessary to look into the factors that 

influence whether or not a person obtains information from those sources. Several factors 

such as an individual’s education, gender and financial situation must be considered. 
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Sources of Information 

The sources from which people in Ribáuè receive health information are numerous. On 

the one hand, there are actors that actively disseminate information, as for instance 

schools, hospitals, NGOs and the public radio. On the other hand, norms, taboos and 

traditions also propagate rules and recommendations about health practices, and can thus 

be deemed sources of health information. 

 

Health Units 

The different services of the public health sector such as hospitals, health centres and 

mobile health units, are principal health information providers. Health centres and 

hospitals hold daily information sessions in which they inform about health related topics 

such as nutrition and diseases prevention methods. The underlying idea is that people 

coming to the hospital participate in information sessions before they consult the doctors, 

thus obtaining some additional health information. Women are therefore more likely to 

participate in these lectures because they frequent the hospitals for the mother and child 

care programme, whereas people that do not belong to this group are less likely to 

participate in the information sessions. Concerning private consultations with medical 

professionals, interviewees expressed that it can be difficult to ask questions or demand 

supplementary information because it conflicts with traditional hierarchical structures. 

The reason being, that it is a common perception that asking questions demonstrates 

doubt in the medical staff’s authority or competence. Moreover, it was mentioned that 

this discouragement to ask questions was even maintained by the health staff themselves 

who did not necessarily feel confident about their role or the information they were 

transmitting. Due to these circumstances, even people approaching the hospital were 

unable to gain information or further clarifications, which potentially hindered their full 

understanding of the information they received.  

 

In order to reach out to households that are too remote to have access to health units (or 

households that do not have access for other reasons), health staff go out to the 

communities to provide their services at the local level. Additionally, locals are trained to 

carry out the task of information dissemination. Many interviewees felt that the 
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information coming from trained locals is listened to more closely than information 

coming from the hospital staff. In addition to using their own staff to disseminate health 

information, in more recent years the health sector has begun to collaborate with 

traditional medical providers in order to reach more households. 

 

Traditional doctors and midwives 

Traditional doctors, also known as healers, and midwifes have an interesting role in the 

transmission of information. On the one hand, their role is linked to a traditional structure 

that still maintains a certain degree of support in contemporary society. On the other 

hand, their role is also changing as they become increasingly involved in the activities of 

the public health sector. Concerning the traditional doctors, the public health sector’s 

main goal is to coordinate which aliments can be healed by the traditional doctors and in 

which cases the healers should send patients to the hospital. Midwifes are now 

discouraged from participating in at-home deliveries, but instead are encouraged to 

accompany pregnant women to hospitals. However, they are now increasingly trained by 

the hospitals in assisting deliveries in cases that the hospital cannot be reached in time. 

Furthermore, traditional midwifes are also trained to disseminate information about 

latrines, hand-washing and waste management in their communities. By this means, the 

public health sector is finding ways to use the traditional medical system in a way that is 

beneficial for all parties, and as a way of utilizing the reputation and legitimacy that the 

traditional system has with the local population. In this way the hospital gains legitimacy 

in its collaboration with traditional healers, meanwhile the traditional healers gain 

legitimacy from the state. Traditional doctors and midwifes are thus a source for 

information from the public health sector as well as traditional medicine.  

 

Schools 

A number of interviewees stated that they received health information in school, as topics 

related to health and sanitation make up parts of the schools’ curriculum. In addition to 

transmission of information from teacher to student, information given out in schools 

often is passed on to the students’ parents as well. Many students stated that they taught 

their parents what they had been learning in school and tried to convince them to 
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implement new practices at home, as for example hand-washing before preparing food. 

One school boy reported that after he had explained to his parents that they must dig a 

hole for their waste the family started following this recommendation. In contrast, other 

students complained that their parents would not listen to the recommendations they 

made because they were just kids. In order to confirm the information parents get from 

their children, the schools also hold meetings with parents and transmit health 

information to them as well. 

 

NGOs 

In addition to the public sector, there are other important actors that disseminate 

information about health and sanitation to the local population. NGOs primarily train 

members of the community to disseminate information instead of doing so themselves. 

By this means, the individuals going into the community to distribute information are in 

fact also members of the local community. This approach increases legitimacy, trust, and 

the likelihood that the messages are accepted by the population. Different organizations 

such as SCIP
14

 and the Red Cross have established a network of volunteers working for 

them on the grassroots level. Through community meetings and door-to-door visits, the 

volunteers transmit general information and ideas about new health practices to the local 

population. However, many interviewees asserted that the network still needs to be 

expanded not only to reach all households, but also to have the capacity to make follow-

up visits since it was pointed out that information must be repeated multiple times before 

it is entirely received, understood and implemented.  

 

Radio 

Radio broadcasts were described as playing an important role as a source of information 

for people living in more remote areas that have difficulties reaching public services such 

as schools and hospitals. The local radio station therefore works in collaboration with the 

rural hospital in distributing information about health and sanitation. An employee of the 

radio station stated that although they did not have exact numbers of their audience, he 

was under the impression that the audience was interested in the health topics discussed, 
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 Strengthening Communities through Integrated Programming, funded by USAID 
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because when they opened the phone lines in broadcasted debates about health, listeners 

were often eager to ask questions or state their opinions. The general perception was that 

to a large extent, people living in urban or semi-urban areas were less likely to rely on the 

radio for health information because they usually had access to other devices such as 

televisions and mobile phones. 

  

Traditions and Taboos 

Traditions and taboos are often passed down from one generation to the next. In society, 

they exist as a type of common knowledge and provide guidelines on how to behave. In 

relation to diarrhea and malaria, only a few traditions or taboos could be identified. 

Instead, people referred more to customs and habits that hindered changes in behaviour. 

Several volunteers mentioned how people were not interested in new information or new 

practices because they believed in doing as their ancestors had done, and therefore did 

not see the necessity to change their practices. This demonstrates the relevance of former 

generations, and specifically parents, as powerful sources of knowledge.  

 

Open defecation is a common practice in rural Ribáuè. Typically, individuals find a 

convenient area in the woods or bush to defecate. Related to this, there is one example of 

a taboo concerning the topic of sanitation. It was believed by some that it is taboo to 

share one place for defecation amongst many people – especially in the case that they do 

not belong to the same family. It is believed that if this practice takes place, then the 

family – and the male head of the household in particular – will have health problems. 

Efforts to introduce latrines are thus hindered by this taboo but also by people’s habits. In 

contrast, there are traditions which were perceived to support the introduction of new 

practices, such as the common tradition of hand-washing in the Nampula province, while 

others were said to have no influence at all. Generally, it can be said that traditions and 

taboos have an important role and should be recognized as a source of information that 

many people trust in.  

 

Social Environment 

A final source of information that was identified is an individual’s social environment 

and personal experience. A group of female students described the way in which they had 
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deduced that there is a link between dirty water and diarrhea, because they saw from 

experience that they immediately became ill after drinking unclean water. Other 

interviewees stated that they obtained information from their friends, neighbours, or other 

people in the community. Learning from peers or from one’s social environment – 

including observations – is thus an important informal source to obtain knowledge.  

 

Factors Determining the Obtainment of Information 

Location 

The location of a household has an enormous influence on how and which information 

can be obtained, given that it still remains a challenge to reach out to all households. 

Households in remote areas usually have more difficulties receiving information as they 

live far away from hospitals and schools. Even though public health workers and NGO 

volunteers go out to the communities in order to transmit information, not all households 

are reached. Members of the educational sector also emphasized the importance of 

socialization through the community. Through observation or the exchange of 

information between neighbours, people are capable of entering into the learning process. 

The knowledge or behaviour of one community member can thus serve as an example for 

other members of the community. However, in remote areas, this learning process does 

not take place to the same extent as in more densely populated areas because the 

dispersion of houses is directly related to having less contact with others. As a result, 

these households are not given the opportunity to receive information from their 

neighbours or community members. For example, one mother that was interviewed 

demonstrated that she was aware of the necessity to purify drinking water, but while she 

knew about the purifying product, Certeza, (which she said she could not afford) she was 

simply unaware that boiling water was a method to treat water as well. The family 

therefore continued to drink the untreated water from the river. In contrast, people living 

in urban or semi-urban areas have more access to public services, and are also more 

likely to be influenced by, and learn from, the people in their immediate environment. 

This underlines the fact that a household’s location is to a large extent decisive for 

whether an individual obtains information or not. 
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Socio-economic 

An individual’s socio-economic background also affects their possibilities to obtain 

health information. While finances were not mentioned as an issue concerning 

consultations at hospitals, the opportunity for a child to attend school is often linked to a 

household’s financial means. Poorer households may require the extra labour from older 

children in the fields, as well as struggle to provide transport to school, or purchase 

school uniforms. The financial situation is critical for the frequency and duration of an 

individual’s school attendance and thus for the amount of information they can obtain 

and potentially pass on to others.  

 

Education and Gender 

The importance ascribed to education is not necessarily the same for girls and boys. 

Interviewees stated that in the case of shortages of money, girls were more likely to drop 

out of school than boys. Moreover, because health and sanitation information is often 

transmitted specifically to woman (for reasons described above), men miss out on it more 

easily. Thus, gender can have an effect on the level of information a person obtains, but 

also the type of information they receive. 

 

Variety of Sources 

As many interviewees pointed out, it is of utmost importance to obtain information from 

different sources. Often, it is only after a person has received the same information from 

several sources, that they actually start implementing it. This applies especially to 

information that contradicts current behaviour, which had been practiced for a long 

period of time. As a result, the number of sources an individual can access influences the 

amount of knowledge they can accumulate, and therefore it is important that multiple 

sources give out the same information. 

 

Understanding Information 

Understanding the information obtained is a key step in the process of implementing 

health recommendations. Within the process of understanding a number of components 

must be in place before the individual can move to the proceeding step: evaluate. These 
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components take three basic forms and usually follow in succession. First, it is important 

to look at the content of the information obtained and how that can affect understanding. 

If the information is incomplete, or if the individual is misinformed, then the information 

obtained can easily be misunderstood. Next, understanding is dependent upon a cognitive 

process and whether or not a person is capable of making the link between cause and 

effect. Or in other words, if they can understand that certain practices are related to health 

issues, and therefore can comprehend the reason why changing behaviour or taking 

preventative measures will improve health. This is often dependent on the complexity or 

simplicity of the information and also on the individual’s level of education. The last 

component is to understand the importance of the information.  

 

Incomplete Information or Misinformation 

Incomplete information or the dissemination of misinformation is an issue that has been 

tackled by health authorities as well as NGOs. Since the subject of obtaining information 

has been discussed in the previous section, the issue of a lack of information in this 

section refers more specifically to gaps or lapses in the information obtained. In an effort 

to reduce these problems, health and education authorities at local, district, provincial and 

national level work to coordinate efforts with different NGOs working with these topics, 

and likewise, there is also an effort to collaborate with traditional medical providers such 

as traditional doctors and midwives. Even so, as one medical professional pointed out, 

local peasants receive misinformation for example from certain traditional doctors who 

claim they are capable of treating malaria with local plants, which is simply untrue. 

Moreover, through the structure of how information is passed down from one level to the 

next there is a high likelihood that certain parts of the information are lost in the process 

due to time and financial constraints as well as the competency of those teaching the 

information. Both the government and NGOs use the top down approach of distributing 

information. Therefore, those on the local level with the task of distributing the 

information to the population have themselves received information that has been filtered 

through a number of other people first. As some NGO workers pointed out, a follow up 

or monitoring system could help improve these problems, but for the most part no such 

system is yet in place.  
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Many of the examples of incomplete information dealt with smaller details such as how 

or why certain behaviours lead to illness, which then made it difficult to understand 

precisely what should be done. There is a weak understanding that malaria is firstly 

contracted from mosquitoes, and the preventative measures that people are instructed to 

take are often not fully explained. This is often because the disseminator of the 

information will tell a family that they must use a mosquito net without elaborating why. 

Likewise, peasants are instructed to get rid of standing water around their homes to 

prevent getting malaria from mosquitoes. This information is then misinterpreted to 

suggest that when mosquitoes touch water they become infected with malaria rather than 

understanding that mosquitoes reproduce in stagnant water, and therefore reducing 

possible breeding grounds can help reduce mosquitoes. The misunderstanding of this 

information is seemingly logical when taking into account that as found through the 

researcher’s observations, some of the graphics in the flip charts used by volunteers 

simply depict a photo of a mosquito in water juxtaposed with a photo of an ill child.  In 

this way, the techniques used to disseminate information can send confusing messages. 

 

Furthermore, health recommendations about a number of different health problems are all 

given at the same time and individuals do not have the time to ask questions or sort the 

information to make sense of it. An interviewee working in the field of disseminating 

information mentioned that the simple fact that information about cholera and diarrhea is 

often emphasized in the rainy season, because the risk peaks during that time of the year, 

can also be confused with the emphasis on malaria which also peaks in this season. 

Highlighting the risk of both diseases during rainy season was furthermore misinterpreted 

by some interviewees who were under the impression they only had to take preventive 

measures during that specific time of the year. 

 

Potable water is also an issue where the information was not thoroughly explained, or in 

which the way it was explained lead to misunderstandings. As the researchers observed 

through a number of interview with local peasants, one key example is the different 

understandings of the term ‘dirty’ water. Local peasants usually understood ‘dirty’ water 

as water that has visible impurities in it. This logically led them to understand that water 

was contaminated if it had dirt, sand, leaves or bugs in it. Moreover, the reasoning that 
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water was dirtier during the rainy season was logical because the rain stirred the water up, 

so that the water was visibly murkier. Following this line of thinking it was not 

uncommon for people to believe that filtering dirty water through a clean cloth would 

render it clean as all the visible impurities would be removed and the water would look 

clean. In this context it was not explained more precisely why the water is not potable 

even if it looks clean. Many individuals were aware of the notion that there were living 

contaminants in the water, which they referred to as ‘bijous’ - translated to ‘bugs’ – but it 

was not widely understood that these microbes and bacteria were not visible to the naked 

eye. Therefore many people would boil their water or use Certeza when it was distributed 

and recommended during the rainy season, but they would often stop doing so when the 

water no longer looked dirty. Interestingly, it was discovered in a group interview with 

adolescent girls that even some of those that had learned about microbes in school still 

believed that these could be caught by filtering water through a cloth. This was not a 

result of misinformation from the school, but because these youth had been given 

contradictory information by their mothers.  

 

Similarities between the words ‘chlorine’ and ‘cholera’ commonly led to significant 

misunderstandings. The belief that cholera was spread by members of organizations like 

the Red Cross, who were suspected to contaminate the wells when in fact they were using 

chlorine to purify the water, was widely spread among the population. Some interviewees 

explained that this rumour was spread and misused by certain political forces in earlier 

times.
15

 What is important to note here, is that these rumours not only negatively 

impacted the work and reputation of volunteers trying to disseminate information about 

health issues, but also contributed to certain difficulties in the population’s understanding 

of chlorine as a means to purify water.  The usage of the brand name ‘Certeza’, in an 

attempt to avoid the term chlorine, is just one example that illustrates that the issue is still 

                                                        
15

 Many interviewees stated that the ultimate cause of these misunderstandings were misinformation 

campaigns executed by the political party Resistência Nacional Moçambicana (RENAMO, Mozambican 

National Resistance), in an attempt to undermine the government’s endeavours. The party was suspected to 

actively stir up the rumour that the government tried to kill poor people by poisoning the wells with 

cholera. In Nampula province, these political tensions ultimately led to social uprisings and violent 

incidents against persons that were perceived to be part of the government’s conspiracy, as for instance 

members of the Red Cross, who were attacked while carrying out their task to purify public water sources 

with chlorine. 
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present in contemporary Mozambique. However, interviewees acknowledged that the 

problem is slowly becoming less prominent. 

 

A final issue with lacking information deals with the details surrounding the proper 

execution of the recommendations. While many people were aware of the need of having 

a latrine, information regarding the proper treatment, the need for a lid and basic 

information about how to clean it was at times missing. For example, it was explained by 

an NGO workers that some individuals understood that they needed a latrine and what the 

latrine was used for, but did not understand that they were supposed to defecate in the 

hole. In more extreme (and rare) cases, some people misunderstood the purpose of a 

latrine, and after constructing one or paying for a lid, they used it for other purposes such 

as food storage or laundry. Likewise, the necessity to not only have clean drinking water 

but also store it properly is equally important. However, unlike the additional information 

surrounding latrines, the proper storage of water was more frequently understood and 

practiced. 

 

Cognitive Process 

Making the linkages between cause and effect is important for an individual’s 

understanding of the information they receive. As one group of interviewees pointed out, 

from a broader point of view it is necessary to understand the link that without good 

sanitation families can contract diseases that will ultimately impact their incomes. Even if 

local farmers do not understand this particular link, it is essential for them to understand 

some of the basic links between water and health, sanitation and health, as well as the 

causes and effects of malaria and diarrhea. 

 

The link between water and illnesses seemed to be one of the easiest to grasp, likely due 

to the fact that the effects are immediate – the effect is experienced not long after the 

cause has taken place. Moreover, the results of changing one’s drinking-water practices 

can not only be understood from personal experience, but also from seeing the link 

through observation. This trend is fairly common since the change in behaviour is often a 

result of obtaining a public water pump, and therefore the entire community benefits and 
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sees the link simultaneously.  As pointed out above, the one issue surrounding the cause 

and effect relation with water that is difficult to understand is when the water looks clean.   

 

During interviews it became clear that making the link between sanitation or hygiene and 

health is not as easy as understanding the connection between potable water and health. 

There is not the same immediacy between cause and effect as there is with water, which 

makes the link more abstract and thus more difficult to understand. Some organizations 

reported that people were eventually able to see the advantages of having a latrine when 

they saw that their children had not been ill as often or had not gone to the hospital in a 

year, but making these linkages took time. One of the newer approaches that various 

organizations have taken to demonstrate the link between sanitation and health is to hold 

a meeting with locals, where they go out and find feces as a result of open defecation in 

the community, bring the feces to a table laid out with food and explain this connection. 

They typically use an example of a fly that is attracted to and lands on the feces (or 

uncovered waste), and then flies over and lands on food, thus using visual examples to 

explain how diseases are transmitted. This drastic teaching by showing approach is 

potentially more effective in understanding the link between sanitation and health. 

 

This explanation, although simple, can however also cause misunderstanding as a number 

of interviewees expressed uncertainty with the link between flies and sanitation, which 

they confused with the link between mosquitoes and malaria.  Understanding the link 

between mosquitoes and malaria varied from person to person. One family understood 

that they had more malaria problems because they lived closer to the river and therefore 

also knew to use mosquito nets, while other families did not make the link between the 

two.  

 

The issue of health and hygiene is similar to the difficulty that people have with 

understanding that something can be dirty even if it looks clean. One interviewee stated 

that hand-washing is not an uncommon practice in Nampula province and many farmers 

will follow the practice of hand-washing before they eat. They are able to make the 

linkage between visibly dirty hands – as a result of working in their fields all day – but 
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are often unable to make the link between bacteria that may be on their hands and illness. 

Consequently, the link between hand-washing and diseases is widely unknown.  

 

Being able to make links between cause and effect also depends on the complexity or 

simplicity of the information. Hygiene issues such as bathing and hand-washing, but also 

cleaning the house and dishes were generally perceived as being less complex and 

therefore easier to follow. The more complex or abstract the information became 

however, the more difficult it was to understand and the less likely people were to 

implement the recommendations.  Differentiating water from a pump and water from a 

river was more difficult because in rural areas the perception of many people was that 

water is water regardless of the source, and the abstract notion that the quality of water 

can vary was more difficult to understand. Moreover, because the idea of water quality is 

complex, the explanation that insects can get in the water and reproduce, which causes 

diarrhea, was used to try to explain this problem. However, in the process of doing so, the 

oversimplification can make the information illogical or even lead to misinterpretation.  

Once again there is also the example of understanding by seeing, which is one reason 

why potable water is easier to understand than sanitation. For example, as one woman 

explained, if the community asks for a public water pump and one is installed, then the 

infrastructure is visible, but with sanitation it is largely based on behavioural changes and 

is more difficult to see and therefore more difficult to understand.  A final point that was 

reiterated by most interviewees working on the dissemination side was the fact that 

understanding – particularly of information that was more complex – did not usually 

occur the first time the individual received the information, but it is an eventual process. 

Information therefore must be explained and re-explained on a number of different 

occasions before it is fully comprehended.  

 

Another important factor that determines an individual’s ability to understand 

information is education. There is a critical link between health and education, wherein 

the quality of education is fundamental for health changes to take place. Literacy levels 

are critical, but education can also contribute to an individual’s ability to have open 

discussions as well as their capacity to comprehend the links discussed in the section 

above. Moreover, a number of people expressed that in communities with lower levels or 
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no formal education, people were more conservative, less open to innovation, and more 

likely to follow traditional practices. Furthermore, high rates of illiteracy made it easier 

for rumours and misinformation to spread such as with the cholera/chlorine issue. 

Another prevailing problem linked to education is related to a poverty trap in which poor 

families cannot afford to send (all of) their children to school. Furthermore, children that 

are undernourished do not have the capacity to learn and therefore lose their opportunity 

to gain an education that would contribute to a better understanding of health information 

in the future.  

 

Understanding the Importance 

Understanding the importance of the information is the final necessary step in 

understanding and is closely related to the next section, evaluation of information. 

Assessing whether or not an individual understands the importance of the information can 

usually be seen in their behaviour. Some behaviour such as asking questions about health 

issues or seeking additional information as well as continuing to make efforts and put 

resources and time into following health recommendations all demonstrate an 

understanding of the importance of the information given. Those that have a tendency for 

giving excuses (although these reasons are more often than not well-founded and 

legitimate) or demonstrate feelings that they should be compensated for their efforts 

could be said to lack an understanding of the importance of the information.  

 

As previously mentioned, it is not necessarily easy for people to feel comfortable asking 

further questions. Because of this fact, it is relevant to note that it is clear some 

individuals understood the importance of health information when they made an effort to 

ask questions as demonstrated for example, by the number of individuals that would call 

into the radio station to ask questions following a program about health. Moreover, it was 

mentioned by an employee of the local radio station that listeners were particularly 

interested in hearing more about diseases caused by water during the rainy season thus 

demonstrating their ability to understand the heightened importance of this information at 

the time. 
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Implementing health recommendations is not necessarily a simple task and therefore, 

efforts made toward implementation especially when met with complications and 

difficulties demonstrate an understanding of the importance. The most important example 

of this is with latrines which are not only costly to build, but are more often than not 

destroyed during the rainy season and require frequent up keep or even rebuilding. 

Nonetheless, many people made great efforts to continue to rebuild their latrines and 

some had even found innovative ways to improve the structures such as using termite 

holes, which were sturdier and less likely to collapse. Another example of individuals 

going one step further to implement health recommendations are the people that 

continued to search for Certeza at the market until they could convince a trader of the 

importance and demand of the product so that he would get it from Nampula city and sell 

it on the local market.  

 

In some cases people made an effort to follow recommendations and demonstrated an 

understanding of the importance of doing so, but simply lacked complete information. 

For example, some families in a more remote community explained how they would 

empty out all of the water from their hand-dug wells and wait for the water to refill again 

as a measure of gaining access to cleaner water. Although this procedure is not effective 

as a way of obtaining potable water, it demonstrates a certain degree of understanding the 

importance of clean water. Understanding the importance of information is also linked to 

education as revealed by educators at the local primary school who attested to the fact 

that many children do not understand the importance of clean water when they first come 

to school, but that only after the first semester most students come to understand it.  

 

Behaviour can also illustrate the way in which individuals do not understand the 

importance of health information. In the same way that paying contributions to the local 

water pump demonstrates an understanding of the importance of clean water, not paying 

the contribution or not paying it during the rainy seasons because water is available in the 

rivers shows that there is still a lack of understanding the importance of clean water. 

Another example of the lack of understanding of importance is with people that do not 

change behaviour for the sake of improving health, but only change as a way to gain 

access to something else. Certain organizations stated that they were confronted with this 
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problem when some individuals demanded payment or free merchandise before they 

would agree to implement the recommendations.  

 

Despite the fact that poverty and basic conditions can make it extremely difficult to 

implement some of the health recommendations, one health professional pointed out that 

in some cases excuses were given as reasons for not making an effort such as not having 

enough money for soap, not having the type of house that can reach the required 

standards of cleanliness, or the defence that they were simply too poor. The health 

professional pointed out that while in some cases this was in fact true, in many cases the 

families could use alternatives such as ash instead of soap, or that their mobile units had 

seen some significantly poorer households that managed to keep their house and 

environment cleaner than those using the excuses.  

 

Evaluating Information 

In order to better understand how a person evaluates health information it is possible to 

look at three different types of evaluation criteria: the perceived legitimacy of the source, 

a cost-benefit analysis, and an assessment based on the results of the implementation. 

These three criteria can also provide some insight in the underlying reasons why 

individuals do not implement health recommendations.  

 

Perceived Legitimacy of Source 

The perceived legitimacy of the source can determine the extent to which a person will 

value the information. Regardless of the content, information can be accepted or rejected 

based on a person’s attitude or opinion of the source. In some cases it is as simple as an 

organization not gaining the community’s confidence because they do not speak the local 

languages, in other cases the organization’s general mentality and approach toward 

disseminating information gives the locals a negative perception such as arriving with a 

solution without investing the time it takes to contextualize and localize the solution.  
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An increasingly common way to gain legitimacy is by working with the local leaders. 

Local leaders are listened to extremely closely and therefore the information that they 

transmit is almost always accepted. Everyone from local health authorities to NGOs to 

local water committees work with local leaders to gain legitimacy either by presenting 

themselves at the beginning and asking permission to have a meeting and discussion with 

the local population, or through collaboration with these leaders wherein information is 

given to the local leaders for them to disseminate. Depending on the specific community, 

these local authorities can include local leaders, the administrative secretary, traditional 

doctors and midwives, or even religious leaders.  

 

In the same way a legitimate source can be used to spread more health information, some 

sources are met with confrontation and a lack of will to even listen to the information 

based on a bad reputation or distrust of the source. Examples of this include issues that 

the Red Cross has confronted with local communities that had heard rumours about the 

cholera/chlorine issue, which made it extremely difficult for the Red Cross to gain the 

community’s confidence. In other cases, public service workers were met with distrust 

because people believed that the government was trying to cheat them. There was also 

some resistance to accepting information from anyone that is compensated for their work. 

Whether it is professionals that are paid for their work or volunteers receiving free t-shirts 

and bags from the organizations they represent, there is distrust because locals perceive 

that the motive for the volunteers and workers to be doing their job is personal gain. 

 

The issue of accepting or not accepting information based on the perception of the source 

is not necessarily as black and white as described above. Evaluating the source of 

information can also be a process that takes place over time where scepticism and 

triangulation play their roles. An excellent and common example of this is information 

received by children at school who then pass the information to their parents. Initially, as 

an administrator at a local school pointed out, this information is often met with 

uncertainty by parents since the typical flow of information is usually from each 

generation down instead of the reverse. However, when parents go to the hospital and 

attend lectures before they (or their children) receive treatment, much of the information 

given by the child from school is reaffirmed. In this way, parents use triangulation to 
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evaluate the source before deciding to accept the information. This can be argued to be a 

rational process of evaluating the source of information.    

 

Cost-Benefit Analysis 

The cost-benefit analysis is a common way of evaluating information and one of the key 

reasons that one could argue that people are rational. On a fundamental level, the cost-

benefit analysis can determine whether or not an individual will change their behaviour 

based on their own assessment of the risks of change against the potential benefits of 

improving their situation.   

 

When it comes to treating water, there are a number of ways in which different people 

will assess the situation. For some, Certeza and other chemical products are worth using 

despite the costs or obstacles. Others believe these products are worth trying if they are 

distributed for free, but find it too costly and difficult to obtain them on their own, and 

they instead choose to boil water because it is free and easy to do. The reasons for which 

some individuals chose to neither use chemical products nor boil their water can also be 

attributed to a cost-benefit analysis. Some of the reasons cited by interviewees for not 

wanting to boil water included the fact that it was too time consuming and took too long 

to cool down before it was drinkable. Some felt that water lost its taste once it was boiled. 

For these people, having more time and not losing the taste of the water were deemed of 

higher importance than following the recommendation to treat or boil drinking water. In 

some instances, traditions were used as reason for not boiling or treating water, because it 

was pointed out that some people claim they do not want to use the water pump but use 

handmade wells as their ancestors did. However, taboos such as this can also be used to 

hide behind when in fact people simply do not want to pay the monetary contribution to 

use the water pump – and thus it is a simple matter of assessing the cost being too high 

for the benefit.  

 

Latrines and sanitation are the issue for which the cost-benefit analysis is most 

prominent. For many people, not having a latrine comes down to the fact that they are 

difficult, time-consuming and costly to build and maintain, and therefore many decide 
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that the benefits of having a latrine do not outweigh the cost and hassle of them. Thus, the 

benefits of defecating in the bush are seen as a more convenient alternative especially for 

farmers that view their time in their fields as more important. Moreover, the fact that 

using a latrine means that an entire household’s waste is in the same spot is in itself 

perceived as a cost as some families complained about the smell of a latrine near the 

house. Furthermore, a number of local farmers indicated that when latrines are destroyed 

in the rainy season it often causes more sanitation problems since the waste is then spread 

around by the heavy rains. For some, sitting in a latrine without a roof in the extremely 

hot sun is too much of a cost. Despite all of the large costs that come with having a 

latrine, those that have one usually understand the importance of it because they can see 

that their children are healthier and do not have to go to the hospital as often, and 

therefore for these individuals the health of the household is deemed worth more than the 

many costs of a latrine.  

 

The cost-benefit analysis is less of an issue for the topic of malaria, because the costs to 

purchase a mosquito net mainly come down to monetary factors. Only in some cases do 

people not want to use mosquito nets because they feel buried under them and cannot 

sleep – which demonstrates that the risks of malaria are worth taking for the sake of being 

comfortable to sleep. Malaria prevention is largely less of a problem when it comes to 

making cost-benefit analyses.  

 

Assessment and Results 

A trial basis is seemingly one of the most logical ways to evaluate information. It is also 

likely one of the main reasons why households will follow health recommendations for a 

certain period of time before returning to their previous practices. Many of the local 

families attested to the fact that they had tried boiling water, using Certeza, and filtering 

water with a cloth for a certain period of time and then assessed whether or not they 

noticed any changes in their own or their children’s health before deciding if they would 

continue the practice or not. For some, there had not been noticeable changes in the 

household’s health so they saw no point in continuing to make these extra efforts. When 

one woman had heard about using a cloth to filter water she decided that she would try it, 
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and when she saw that the water looked cleaner she decided to continue this practice. One 

household interviewed explained how they had started using Certeza some time ago, but 

that they had recently stopped because they wanted to compare the difference between 

before and after – a logical and basic scientific experiment. By this logic, some families 

had noticed that after boiling water and hand-washing with soap there was a reduction in 

the cases of diarrhea, which they attributed to their new practices, and thus decided to 

continue to do them. 

 

Since conducting experiments on one’s self and family is not a practice done by 

everyone, seeing changes and results in others is another way that people can evaluate 

information. Because of the open style of living in Ribáuè – with the exception of 

sleeping most daily activities take place outside in the open – it is easy to be aware of 

what other families in the community are doing. Therefore, it is common that if one 

household starts boiling their water for instance, and there is a noticeable reduction in 

illness and diarrhea, neighbouring families will also see the benefits of these changes and 

will follow suit. For this reason, some organizations stated that they have tried to take the 

approach of teaching through demonstrations or by using model families. With more 

delicate issues such as the cholera/chlorine issue this tactic of teaching by showing has 

proven to be somewhat of a success. In this case, the day that chlorine is put into the 

public water source the community is called to be present to see the chemical going into 

the water and then the local leader, an organization representative, or water committee 

member is then the first to drink the water in front of the community to demonstrate that 

it is safe.  

 

Using basic assessments to evaluate information and practices can lead to positive 

changes in behaviour, but also to resistance. According to those who disseminate 

information it is common that many people do not change their behaviour even once they 

have obtained and understood information because they are allegedly lazy or it is simply 

their habit. It is arguable however, that this is in fact only due to a rational evaluation of 

the information. In the same way that a family will see that their neighbours have 

changed their behaviour and are healthier as a result, a family can also see that their 

neighbours do not treat their water and are not sick. Another common line of thinking is 
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the idea that these peasants had been using the same water source for generations, and 

since they perceived that their health had not been negatively affected by drinking water 

from that particular source in that entire period of time, they saw no necessity to change 

their behaviour. Therefore, simple reflections are an important part of evaluating 

information.  

 

Findings Summary 

Three steps can be identified as important for a person to implement health 

recommendations and change their health practices. Firstly, information must be 

obtained. As argued above, a person’s socio-economic background, level of education, 

gender, the location of the household, and thus its access to sources of information are 

influential for the obtainment of information. Furthermore, the number of sources from 

which the same information is confirmed also has a prominent role. Once obtained, it is 

important that the messages are also understood. It is thus important that the information 

received is complete and its content is understood correctly. Lastly, it is crucial that the 

individual evaluates the importance of the information for their own life. Only if the 

perceived benefit exceeds the perceived costs or if the recommendation proves beneficial 

in a trial will the individual start and continue to implement the health recommendation. 

 

The context in which a person lives can have huge influences on each phase of the 

process. Due to dispersed housing and insufficient infrastructural conditions, information 

might not reach a household in the first place. A lack of financial means may decrease a 

person’s attendance to schools and thus their capacity to understand information. It can 

be crucial for the evaluation process that a person recognizes benefits of a certain health 

practice through observation of neighbours following that practice – an opportunity 

which is highly dependent on the location of one’s house. Difficulties can thus arise in 

every phase of the process.  

 

As argued in this study, an individual must pass through all three steps in order to change 

their health behaviours. Exceptions may exist, for instance when a person implements 

new practices due to outside pressure without having a full understanding of the 
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importance to change behaviour. However, passing through the three phases increases the 

likelihood that health recommendations are not only implemented, but continuously 

practiced. 

 

 

5. Analysis 

 

Health Literacy as an Institution 

The basis of NIT focuses on the concept of institutions. Therefore, it is important to 

clarify what is referred to when using the term institution in the context of this analysis. 

As Scott describes, “institutions are multifaceted, durable social structures made up of 

symbolic elements, social activities, and material resources.” (Scott, 2008:48). Moreover, 

they “are relatively resistant to change” (Jepperson, 1991 cited in Scott, 2008:48) and 

“tend to be transmitted across generations to be maintained and reproduced” (Zucker, 

1977 cited in Scott, 2008:49). Health literacy can thus be considered the institution that is 

described and analyzed in the following chapter. Health literacy as an institution can be 

viewed as the health knowledge and to some extent the behaviour of all those within 

Ribáuè. One could argue that this fits in with Scott’s description above since the 

institution of health literacy depends heavily on social activities – for example the 

hospital’s interaction with patients, NGOs disseminating information or neighbours 

copying each other’s practices – and has also shown evidence of being transmitted down 

to each new generation.  

 

The following chapter will explain and give examples of how the three pillars of NIT 

influence health literacy – how different aspects of an individual’s knowledge, as well as 

behaviour, can be shaped by different regulative, normative and cultural-cognitive forces. 

Health literacy however, can be seen as more than a singular block or solid entity. In this 

understanding of health literacy as an institution it should be seen to be composed of a 

number of different components or aspects. Instead of seeing health literacy as one entity 
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that the three pillars shape and form, health literacy should be seen as something made up 

by multiple smaller components: such as knowledge about potable water, knowledge 

about sanitation, behaviour regarding malaria, and so on. The same overarching pillars 

that make up the larger institution influence all the different components within health 

literacy, but the individual components themselves can be more or less linked to certain 

pillars and in different ways. In addition to explaining how the different pillars generate 

this specific health literacy, it will go on to demonstrate how a change in health literacy is 

beginning to take place, but also what factors resist this change or shift in the institution. 

Using NIT as the point of departure, it is possible to form a distinct understanding of the 

reasoning behind why individuals in Ribáuè, Mozambique behave the way they do in 

relation to health information. It is possible to attempt to explain why some people will 

follow health recommendations, while others will seemingly disregard them, and 

continue to behave as they did before.  

 

Rationality 

As rationality is a notion continuously referred to in the sense that individuals in Ribáuè 

are argued to be ‘rational’ and ‘logical’, the meaning and context of the term should be 

first defined. Unlike the extremely confining rational-choice theory definition where 

actors make well informed choices based on “complete knowledge of the possible 

alternatives and their consequences” (Scott, 2008: 67), the definition used here is one that 

takes on a common theme of the study and emphasizes the importance of contextualizing 

behaviour. Otherwise stated, rational action includes behaviour based on incomplete 

knowledge, and most importantly incorporates social context and social action as a major 

factor in an individual’s behaviour in that rule-following behaviour – including social 

rules or norms as guidelines – fall into the definition of reasonable, situation-dependent 

action or behaviour. (ibd:69).   

 

Regulative Pillar 

The three pillars, regulative, normative, and cultural-cognitive form the foundation of 

institutions and can help to explain behaviour of the actors that live within the institution. 
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People can be simultaneously constrained and empowered by institutions as they behave 

according to the regulative, normative and cultural-cognitive systems in place. These 

pillars “form a continuum moving ‘from the conscious to the unconscious, from the 

legally enforced to the taken for granted’ (Hoffmann, 1997 cited in Scott, 2008:50).” 

(Scott, 2008:50).  

 

The regulative pillar is most easily identified by its characteristics of rules, expedient 

behaviour, coercive means and effect of feelings of guilt or innocence (Scott, 2008:51). 

In Ribáuè, the regulative pillar has taken on several forms. Governance in the region is 

multi-leveled: the national government is at the highest level, followed by the provincial 

level, then municipal level, and finally the local level which is governed by local leaders. 

The hierarchy between the first three governing bodies is straightforward in that each 

level must report to the one above it. The local leadership is slightly different because its 

importance is relative to the individual’s perception of the leader’s legitimacy. Therefore, 

in the hierarchy of different governing bodies, local leaders can have large amounts of 

power, or relatively less, depending on the specific situation.  Nonetheless, the regulative 

pillar is present in the way that the dissemination of information follows a strict top-down 

approach. Information coming from public sector - schools, hospitals – as well as NGOs 

and the local radio station is either a part of a national health information plan or must 

pass through a certain appraisal of the Mozambican government to ensure that 

information being passed to the local level falls in line with the national strategy.  

 

Another example of the presence of the regulative pillar is through the enforcement of 

health recommendations. The certification of open defecation free communities is a state 

plan that aims to improve sanitation in Ribáuè (as well as other areas). Certification was 

meant to be the incentive to encourage locals to build latrines, but when this failed, there 

were accounts of local authorities going personally to individual households and 

pressuring them to build latrines. Behaviour was thus a result of regulative pressure and 

under the particular circumstances it was fear or guilt based, but arguably rational. 

 

It is not however, as simple as maintaining that there is one single authoritative body or 

actor in this particular institution. Health authorities are important actors in the context of 
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looking strictly at health behaviour and understanding why people in Ribáuè will follow 

health recommendations from certain actors but not others. The regulative role – or in 

this case, health authorities as a role – is not performed by a single type of actor. In 

Ribáuè’s case health authorities can mean local, state-run hospitals, but can also mean 

traditional doctors and healers. The lack of clear definition of this role is a source of 

confusion for many of the local population. As the many actors fight to maintain 

legitimacy and work to co-exist with shared power in re-defined roles, this co-existence 

creates instability in the regulative pillar.  

 

Normative Pillar 

The normative pillar plays an important role in Ribáuè. Values, norms, and roles are a 

significant influence in the everyday life and the social context of the people in Ribáuè, 

and to a large extent determine their health practices.  

 

The reasoning behind not boiling water or open defecation is often attributed to habit, 

custom, or even tradition. Whether the explanation is based on the argument of doing as 

past generations had done, or simply a matter of doing something because the people 

themselves had always done it this way and saw no need for change are in line with 

normative explanations. In Ribáuè, there appear to be a number of social expectations 

that encourage people to follow what ancestors have done in the past. Following social 

norms however, can lead to problems of gaining more information or fully understanding 

health information as is demonstrated in the example of the common social norm of not 

asking questions to an authority because it demonstrates – in this social context – a 

questioning of that authority’s knowledge on a topic which they are superior, and is 

therefore disrespectful and thus a norm that is closely followed.  

 

The normative pillar also gives rise to an extremely significant social construct, roles. As 

Scott asserts, “some values and norms are applicable to all members of the collectivity, 

whereas others apply only to selected types of actors or positions. The latter give rise to 

roles: conceptions of appropriate goals and activities for particular individuals or 

specified social positions.” (2008:55).  
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In Ribáuè, gender roles play a particularly important part in health and sanitation. For the 

most part, water and health (based on the norm that women care for children) are issues 

that fall under the realm of women’s responsibilities. In this way it could be argued that it 

is therefore more important that women receive more health information since the 

implementation is a part of their tasks. There are however, a number of issues 

surrounding this gendered division of roles and responsibilities. Some of the most 

frequent examples include the fact that women generally have less access to education 

than men – and therefore have less access to health information through formal 

schooling. The gender hierarchy also does not allow women to speak as freely in groups 

that include men, and therefore women have a more difficult time asking questions to 

increase or help in the understanding of health information. Another issue regarding 

gender roles is that the responsibility of household finances and the task of building (in 

this case latrines) are the duty of men. The problem that arises from this is that health 

information – which is often geared toward women since it is in their set of 

responsibilities – is either not given, or is disregarded by men. As a result, women 

become aware of the necessity to have a latrine or buy a mosquito net, but because of the 

constraints of the gender roles, they are bound by the decision of the man who makes the 

choice whether to buy a net or build a latrine, or not. 

 

Cultural-Cognitive Pillar 

The cultural-cognitive pillar is highly interlinked with the concept of health literacy in the 

sense that it focuses on the cognitive process of a “full range of information-processing 

activities, from determining what information will receive attention, how it will be 

encoded, how it will be retained, retrieved, and organized into memory, to how it will be 

interpreted, thus affecting evaluations, judgments, predictions and interferences.” (Scott, 

2008:57). This pillar deals with knowledge and understandings that are simply taken for 

granted, it is a matter of certainty for the individual and shared logics of action for the 

institution as a whole. In this way, a number of the people in Ribáuè could not conceive 

of the concept of ‘dirty’ that did not involve a visual evaluation. Whether it was with the 

issue of potable water or hand-washing (as described in the findings chapter) the 
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possibility that there was an alternative, or more complex, definition of dirty, was not 

something that was possible to fathom within their basic understanding of facts about 

their own surroundings. This notion falls in line with Scott’s assessment of truth and 

reality, and he argues that certain epistemological assumptions must be clarified in this 

regard. It can be argued that facts in the so-called real world, although treated as 

“epistemologically objective” (Searle, 1995 cited in Scott, 2008:64) are “facts only by 

human agreement” (ibd:64) and therefore, facts are “observer-relative” (ibd:64). Thus, 

within the mindset of those interviewed in Ribáuè for whom ‘dirty’ meant only ‘with 

visible contaminants’, this was a fact. Researchers, or anyone not within this particular 

institution who do not share these ideas or beliefs obviously do not see this meaning as 

fact. This is because “a cultural-cognitive conception of institutions stresses the central 

role played by the socially mediated construction of a common framework of meaning” 

(Scott, 2008:59).  

 

An issue that can be raised in relation to this point is the difficulties that the subjective 

nature of truth and reality can have on intervention strategies. In Ribáuè, the 

disseminators of information are not necessarily influenced by the same institution of 

health literacy that the local population is, and therefore the NGO and public sector 

workers have an understanding of truth and reality that does not correspond to that of the 

people they are trying to give health recommendations to. The differences in what is 

understood as fact can thus have immediate consequences – as demonstrated in the 

example of how the disseminators of information will inform the locals that they must not 

drink ‘dirty’ water (using the meaning of dirty which includes knowledge about microbes 

and bacteria) while the local population will take that information and incorrectly 

implement the recommendation because they do not have the same understanding of 

‘dirty’. Therefore, it is crucial that the disseminators of information should be aware of 

the institution that exists in the area that they are working, or – more ideally – they should 

come from the context from that specific institution of health literacy to already be 

equipped with the same understandings of truth and reality as the people they are giving 

information to.   
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Taboos are an interesting example of the influence the cultural-cognitive pillar can have 

on an individual’s understanding of health information. For example, for some people in 

Ribáuè, the idea of defecating in a latrine contradicts their understanding of logical health 

practices based on a taboo that mixing the feces of different family members can lead to 

health problems within the family – such as the belief that the father of the family will 

have sexual health problems if this practice takes place. In the same way as the example 

with dirty water, to them, this idea is a fact. Interestingly, this fact – or as someone within 

a different institution would understand it, this taboo – is more complex than the previous 

example because it much more clearly exemplifies the cultural component of the cultural-

cognitive pillar. This understanding, that exists as a result of cultural formulation and 

social propagation, has led to a taboo that for some is an undisputable fact. Therefore, 

within this context it becomes clearer as to why the idea of using a latrine conflicts with a 

basic ‘fact’ according to these people’s understanding of reality. This helps to gain a 

better understanding of why some people in Ribáuè do not want to use a latrine.  With 

this new understanding behind the reasons for which some people do not want to use 

latrines, it is possible for intervention strategies to approach the problem differently or to 

tackle the issue in a way that would make change more possible.  

 

Shifting Institutions 

As Scott points out, the stability of an institution is largely dependent on the reinforcing 

nature of pillars on each other. Although it is not uncommon for one pillar to be more 

dominant in an institution, stability depends on the alignment of the pillars – for practices 

to be “reinforced because they are taken for granted, normatively endorsed, and backed 

by authorized powers.” (Scott, 2008:62). Given the importance of the alignment of the 

three pillars, their misalignment can be equally as important as a catalyst for institutional 

change. Change, however, is not a rapid or immediate process and different elements can 

greatly affect whether an institution will resist change or push for change. Interestingly, 

this slow shift can arguably be seen in the case of Ribáuè. There is evidence that while 

many components of what can be referred to as the ‘past’ institution remain unmoving 

and stable, in the context of health knowledge and practices there is also a shift toward 
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change wherein elements from all three pillars are being challenged and altered. Multiple 

examples of this can be seen such as the way in which many more people from Ribáuè 

will nowadays go to a hospital first instead of a traditional doctor. Another example of 

this shift is the increasingly more common practice of fetching drinking water from 

public water pumps (which users must pay for) instead of the river. This issue will be 

elaborated on shortly, but what is key to mention at this point is the time it takes for 

change to take place. Not only is it theoretically claimed that changes in institutions can 

often take a lot of time, this case in point can be clearly seen in practice. This is shown by 

the way in which many interviewees working with disseminating information to the local 

population attested to the fact that people will not necessarily change their health 

practices after having information explained to them the first time, but instead it takes 

many times and multiple explanations for people to begin to change – otherwise stated, 

for the institution to shift.  

 

The current institution in Ribáuè is in a state of flux – it is in limbo between what was 

once a strong institution focused on tradition, and shifting to become a less stable 

institution that is making increasing headway toward change. In an effort to explain this 

shift, it is necessary to break this phenomenon into three sections: (1) the components and 

reasons why the institution is resisting change, (2) the aspects that influence change, and 

finally (3) the elements that work in both directions.     

 

Resisting Change 

Constitutive rules are the basic principles that determine the frame or the context in 

which the institution operates. They construct basic regulations of what is and what is not 

possible within a given frame, and they also construct roles and the capacity that each 

actor has within this given frame (Scott, 2008: 65) – or in this case the institution of 

health literacy. Constitutive rules can therefore be used to explain not only why change is 

not an easy task in an institution, but also how and why certain elements of the cultural-

cognitive pillar are a force in resisting change. Constitutive rules “take the general form: 

X counts as Y in context C” (ibd:64). To put this in the context of Ribáuè an example 
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would be: ‘dirty’ (X) means ‘with visible contaminants’ (Y) for many people in Ribáuè 

(C).   

 

Referring back to the discussion about facts being observer-relative, constitutive rules 

also follow this line of thinking – “Institutional facts exist only within systems of 

constitutive rules” (Searle, 1995 cited in Scott, 2008:64). In this way, the health taboos 

that exist in Ribáuè are – within that particular system of constitutive rules – fact. Apart 

from reality construction, what is significant in arguing that constitutive rules are 

important as a resistance against change is that this form of cultural-cognitive 

understanding is, to put it very simply, difficult to change. In simplistic terms, if someone 

understands A as fact, convincing them that B is actually the truth goes against basic 

rationality. To use the example of understanding ‘dirty’ to mean ‘with visible 

contaminants’, attempting to alter that understanding necessarily means having to 

convince that person that the term dirty in their understanding is not a fact. Of course, this 

is not usually done in such a way, rather than disproving a fact, it is much more likely 

that a new fact is introduced (eg. Instead of proving ‘dirty’ does not mean with visible 

contaminants, disseminators of information will try to explain that the term dirty should 

also incorporate the understanding of the existence of microbes and non-visible 

contaminants). Nonetheless, constitutive rules and the role they play in the cultural-

cognitive pillar contributes to the understanding of why institutions resist change, and 

more importantly why individuals in Ribáuè do not accept some health recommendations.  

 

Influencing Change 

Agency is a concept that can be used to further understand how institutions can shift 

towards change. The work of Anthony Giddens reminds us that social structures are not 

only systems that constrain behaviour, but that they are also a “platform of social action” 

(Scott, 2008:77). His work on the concept of structuration has helped new institutional 

theorists to understand that within institutions actors will continue to perpetuate the 

institution in which they live by “creating and following rules and utilizing resources” 

(ibd:77). However, in this view “actors are viewed as knowledgeable and reflexive, 

capable of understanding and taking account of everyday situations and routinely 
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monitoring the results of their own and other’s actions.” (ibd:77). This concept, known as 

agency, “refers to an actor’s ability to have some effect on the social world – altering the 

rules, relational ties, or distribution of resources.” (ibd:77).  

 

The idea that actors reflect on their surrounding environment and particularly the 

suggestion that they monitor results is highly applicable to the population of Ribáuè. A 

large part of the process of implementing health recommendations depends on this 

procedure of assessment and understanding. For example, when a number of households 

tried Certeza for the first time, they waited to see if this new practice would have any 

effects on the household. In the cases where boiling water or using products to purify 

water was perceived to be beneficial these individuals would continue to follow the 

recommendations. Therefore, these people can be said to have a certain degree of agency 

as they broke past the constraints of the institution that reproduced particular habits and 

not only influenced change in their household, but also influenced their surrounding 

environment and most importantly, started to cause a shift in the existing institution. In 

line with the concept of health literacy, Scott argues that, “agency resides in ‘the 

interpretive process whereby choices are imagined, evaluated, and contingently 

reconstructed by actors in ongoing dialogue with unfolding situations’ (Emirbayer and 

Mische, 1998 cited in Scott, 2008:78)” (Scott, 2008:78). The argument is therefore 

straightforward in suggesting it is entirely possible for people in Ribáuè to not continue to 

follow old health practices, but instead demonstrates that their rationality can develop 

into agency and guide them toward change. Moreover, individual change can in turn 

influence a change in community health practices because agency allows for neighbours 

to be influenced by one another – as seen clearly in the case of some of the communities 

in Ribáuè. In fact, one could even go as far as to argue that this may be an underlying 

reason for why new health recommendations tend to be easier to implement in semi-rural 

areas of the district than in the areas where individual households are a fair distance from 

their neighbours. In this way, it is possible to see that agency is not only present in 

Ribáuè, but that it is contributing to a slow shift in the institution.     
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Mix of Resistance and Influence on Change 

Two other concepts that are important in understanding institutions, as well as to gain 

some perspective on why the institution in Ribáuè is slowly changing – but with 

resistance – are the ideas of legitimacy and carriers.  

 

Carriers 

Carriers “point to a set of fundamental mechanisms that allow us to account for how 

ideas move through space and time, and who or what is transporting them” (Scott, 

2008:79). As they move through space and time, carriers become the mechanism that 

transport and perpetuate the institution. In this sense, the institution maintains its strength 

as it continues to influence new generations. However, in the same way that carriers can 

perpetuate the same messages – and reinforce the existing institution – they can also 

transport new ideas and thus be an agent of change in an institution. Carriers will vary 

depending on the pillar they are in, and therefore what is key to note is that “carriers are 

never neutral modes of transmission, but affect the nature of the message and the way in 

which it is received.” (ibd:80).  

 

The first stage of health literacy, obtain, is closely linked with this concept as it suggests 

that information coming from different sources will be regarded differently. Relational 

system carriers depend on role systems and the reliance on “patterned interactions 

connected to networks or social positions” (ibd:81).  For the people in Ribáuè, this type 

of carrier could be in the form of a carrier pushing towards change, but also a carrier 

causing resistance to change. Local hospitals and schools as well as NGOs in the district 

would be categorized as the type of carrier pushing for change – they bring new health 

practices and provide conflicting arguments to the old institution, or previous 

understanding of health literacy. On the other hand, relational carriers can also take the 

form of traditional leaders who, based on testament from different interviewees, can both 

encourage following new health practices, but can also resist change and use normative 

pressure to maintain the old institution.  
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On a cultural-cognitive level we find the more complex carrier: routines as carriers. 

Institutions can also be carried by routines and “deeply ingrained habits and procedures 

based on unarticulated knowledge and beliefs.” (ibd:82). The difficulty in introducing the 

use of latrines in Ribáuè can be attributed in part to this type of carrier. Whether the 

reasoning is based on a taboo, or if it is a matter of routine and habit of open defecation, 

it is clear that a resistance to change is present and a result of routine carriers.  

 

Legitimacy 

Legitimacy, like carriers, can account for both the resistance and the force for change in 

an institution. Legitimacy takes different forms in different pillars, and depending on the 

pillar, the more entrenched legitimacy can often be. Moreover, legitimacy in different 

pillars can also reinforce each other making the legitimacy extremely difficult to change.  

Such an example would include the authority held by many of the local leaders in Ribáuè. 

Not only do these leaders have regulative power as formal, legal leaders, but then they 

also have normative power, and to some degree authority on the cultural-cognitive level. 

Therefore, depending on the individual leader, their legitimacy is a powerful force behind 

their influence on resistance or change.  

 

Legitimacy, however, does not necessarily have to take the form of authority or be in 

connection to people. Instead, legitimacy can be in regards to the components of an 

institution such as the power of ideas. Therefore, it is not only a question of the source of 

information holding legitimacy, but the ideas (or in this case information) can also be 

legitimate or not. The ease or difficulty of changing traditions, taboos, and observer-

relative facts can vary in terms of legitimacy depending on how entrenched they are in 

the institution, as well as how much each of the pillars reinforce each other. Nonetheless, 

despite the strength of these taboos and traditions, there is evidence that they are being 

outweighed by health recommendations coming from schools, hospitals and NGOs. As 

Scott would argue, this is because “entrenched power is, in the long run, hapless against 

the onslaught of opposing power allied with more persuasive ideas or stronger 

commitments” (2008:61) – which precisely seems to be the present case in the district 

and the reason for the shift in the institution. 
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The Three Pillars and Change 

The question that can be posed at this point then, is whether or not some pillars are more 

likely to support change or resist change. The jerk reaction answer to that question would 

likely point to a simple black and white answer: the regulative pillar supports change, 

meanwhile the normative and cultural-cognitive pillars resist it. This answer is based 

loosely on the fact that in Ribáuè the regulative pillar largely represents the state and 

local authorities, and therefore in the context of health practices this is the main body 

pushing for change. Furthermore, the examples used in this analysis to describe areas of 

resistance, including traditions, taboos and observer-related facts have, for the most part, 

belonged to the normative and cultural-cognitive pillars.  

 

It can however, be argued that these strict delineations are inaccurate, and that all three 

pillars actually have aspects that manage to both push for change as well as resist it. Take 

for example the fact that an important reason for households in Ribáuè to decide to build 

a latrine is not because of a law or a fundamental understanding of the importance of 

having one. Instead they may build one out of pride or fear of shame. These feelings, 

embedded deep in the normative system, have become a major catalyst for change and a 

shift in the institution.  

 

Behaviour regarding health practices can thus be summed up as being heavily influenced 

by the institution that exists in Ribáuè. Social pressure, observer-relative facts, taboos and 

habits can be picked out as some of the contributing factors for resistance to change 

found in the normative and the cultural-cognitive pillars. However, these two pillars also 

account for a shift toward change with a newfound legitimacy as they realign themselves 

with the regulative pillar – traditional leaders being given more legal powers, while 

public officials gain more normative legitimacy. As pointed out above, the regulative 

pillar demonstrates a certain duality as a force for change, but also a source of resistance.  

 

The most significant point that should be taken from this analysis however is the clear 

manipulative power that institutions have on behaviour and health practices. Therefore, 

any efforts made toward changing health practices must absolutely take these influences 
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into consideration, and not only avoid working against them, but also find ways to use 

them to work toward a positive outcome.   

 

6. Conclusion 

Taking the findings, the concept of health literacy, and the analysis using NIT together, a 

number of conclusions can be drawn from this study. The four research questions outline 

what this study aims to understand, and therefore it is necessary to connect the findings 

and analysis back to this initial point of departure.  

 

The first question looks into health knowledge and the way in which people obtain, 

understand and evaluate information. The concept of health literacy helped to point out 

that multiple steps are necessary in order for an individual to behave according to health 

recommendations. It also goes on to demonstrate that these steps are not in themselves 

sufficient and that the context in which people live has an important influence on 

behaviour as well. The overwhelming number of factors involved in between the process 

of receiving health information and not only implementing the recommendations, but 

doing so in a long-term way, can demonstrate much of the difficulty that both 

disseminators of information, and the local people themselves face, when it comes to 

improving health practices. Facilitating through the steps of obtaining, understanding and 

evaluating information in order to change behaviour according to the recommendations 

can be approached in different ways. Improved and increased access to education, for 

example, is of utmost importance as it increases the chances that households will obtain 

the important health information they need, and it also develops an individual’s cognitive 

process and increases their ability to understand the information they receive. As a result, 

as more people become educated and consequently become healthier, they will increase 

their labour capacity and production, which will positively influence a plethora of 

improvements in a number of different areas in their lives.  

 

The second and third questions are highly interlinked, to the extent that they are arguably 

more answerable together. As pointed out above, going through the steps of health 
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literacy is essential for an individual to not only have, but also to be able to use the 

knowledge they have acquired, in order to implement health recommendations. Without 

access to complete and accurate information, it is not possible for an individual to make 

the necessary changes to their health behaviour to improve the health of the household. 

The important point to note here, is that there is evidence that improvements in the way 

information is disseminated – including the legitimacy of the disseminators, the attention 

to the local level, and an attempt to unify and coordinate so that the information given out 

is not contradictory – are beginning to make headway in Ribáuè. These efforts have 

begun to break old habits, clarify taboos and influence new practices. Therefore, simply 

having health knowledge in the first place is absolutely necessary for changes in health 

practices to take place.  

 

On the other hand, context is just as important as knowledge for an individual to 

implement health recommendations. Not only is context in terms of social, cultural, 

economic, political, historical, and gender issues important, but the context including the 

institutional influences that constantly manipulate the people, is also vital to 

understanding why people do or do not implement health recommendations. The pressure 

from the regulative, normative and cultural-cognitive pillars adds a new dynamic to the 

context in which people live. Therefore, it is argued that regardless of an individual’s 

health knowledge, context can have such a powerful influence that it alone can determine 

whether or not an individual implements health recommendations. 

 

The final question looks in more depth into possible factors for resisting or accepting 

change in health practices. What can ultimately be taken from this study in this regard are 

two things; the first is that the factors resisting change and inhibiting changes of health 

behaviour are numerous, daunting, and extremely complex – constitutive rules and 

observer-relative facts are good examples of this fact. The other point however, is that 

despite these challenges, there is evidence of a shift in the institution of health literacy in 

Ribáuè, and although institutions take great deals of effort and agency to change, their 

resistance can only be so strong. Consequently, change has occurred in Ribáuè and has 

the potential to continue to take place, and perhaps these health improvements can 
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positively affect the development cycle so that these people can continue to work to 

improve their lives.   

 

Another point that is fundamentally important to be understood by those aiming to help 

guide Ribáuè toward further development and improved health is to understand that 

people are ultimately rational – people do things that make sense. As this study pointed 

out, it is only possible to see many of these behaviours as rational if we first and foremost 

understand the context and institution in which they exist.  

 

Reducing the occurrence of malaria and diarrhea is such an important step in improving 

the overall conditions in Ribáuè that making sure people obtain complete information, 

fully understand that information including its importance, and evaluate it in such a way 

as to actually implement it cannot be downplayed. Making these steps possible however, 

requires rigorous attention to the context the people live in for development interventions 

to be successful.    

 

In short, this study has set out to understand how knowledge and context can determine 

behaviour. It has demonstrated that knowledge is fundamentally important for people to 

adopt healthier practices, but that the context is such a powerful influence on both 

knowledge and behaviour that changing behaviour is no small task.  
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List of Interviewees 

Cunle 

 

Interviewee Title Date 

   
Group of men and women Farmers association 10.04.2013 

   

Group of women Farmers association 10.04.2013 

   

Water committee Water committee  15.04.2013 

   

Andre Alfredo 

Daniel Rossario 

Rossario Monocoa 

Stephane Earnesto 

Juan Alberto 

Ramito Ramos 

Group of Farmers 15.04.2013 

   

Alsera Roucheque Family interview 15.04.2013 

   

Local leader Family Interview 15.04.2013 

   

Marcelina Antonio Mother of the village 16.04.2013 

   

Fernando Enrice and his wife Family interview 16.04.2013 

   

Iapala 

 

Interviewee Title Date 

   
Somar Jose Chefe do Posto administrativo 18.04.2013 

   

Calitos Jackson 

Elias Moises Chireque 

Primary school: Manager of administrative issues 

Pedagogical director 

18.04.2013 

   

Luisa Francisco 

Lucinda da Graca 

Carlos Eduardo 

Amis Abilio 

School council of primary school  18.04.2013 

   

Jose Hamal 

Augusto Ernesto 

Fatim Alfredo Manuel 

Dortina Jose 

Lucia Averna 

Fastudu Jamel 

Oraz Hamel 

Fish breeders 18.04.2013 



IV 

 

   

Joaquim Wilson 

Benidate Arthur 

Chine Auguste 

Lucia Emillia 

Fish breeders 18.04.2013 

   

Dino João Pedro Rural hospital: General Medical technician 19.04.2013 

   

Helena T.A. Guitata Rural hospital: Nutrition nurse 19.04.2013 

   

Arestide Alberto 

Vigilio Quioel 

Tobacco Farmers 19.04.2013 

   

Maputo 

 
Interviewee Title Date 

   

Felismino Ernesto Tocoli   Ex-governor of Nampula Province 02.05.2013 

   

Ulla Andrén 

Anders Kreitz 

Annlouise Olofsson 

Swedish Embassy: Ambassador  

Counsellor Infrastructure 

First Secretary Rural Development 

02.05.2013 

   

Kerry Selvester ANSA- Nutrition and Food Security Association 02.05.2013 

   

Sandy McGunegill Ministry of Health, Community Work Health Programs 03.05.2013 

   

Nina Blidh AMODER – Association for Rural Development in 

Mozambique 

03.05.2013 

   

Matharya 

 

Interviewee Title Date 

   

Group of men and women 

(10 female, 15 male) 

Committee of local leaders, SCIP volunteers, SCIP 

supervisor,  SCIP organizers 

25.04.2013 

   

Namiconha 

 

Interviewee Title Date 

   

Nova Vida de Namiconha Farmer’s association 13.04.2013 

   

Consultative council Consultative council  13.04.2013 

   

Group of Youth SCIP Youth Club  25.04.2013 



V 

 

Nampula 

 

Interviewee Title Date 

   
Joaquim Tomas 

Lucas Moindingue 

Direcção Provincial de Agricultura –  

Provincial Agriculture Department 

04.04.2013 

 

   

Angelo Ramos AIAS – Infrastructure Administration water supply and 

sanitation 

04.04.2013 

   

Vincente Paulo Direccao Provincial do Plano e Financas 

Planificacao para o Desenvolvimento 

04.04.2013 

   

Matilde de Melo 

Momade Bin 

Ernestina De Aurora Fernando 

Lino Garcia André 

Francisco da Silva 

FACILIDADE: Programme Officer 

Director / Manager 

Ass. Capacity building 

Information officer 

Development of capacity building 

05.04.2013 

   

Augusto Razulo SNV – Netherlands Developments Organization 05.04.2013 

   

Inácio Chilengue Millenium Challenge Account, Social & Community 

Development Specialist 

05.04.2013 

   

Felicidade Auxilio Muiocha UCODIN – Coordination Unit of Integrated 

Development in Nampula 

29.04.2013 

   

Angelo Ramos AIAS – Infrastructure Administration water supply and 

sanitation 

29.04.2013 

   

Carlos Lihubo CARE 29.04.2013 

   

Selma Sheshe 

Siro de Pieade 

Francisco Andre Manda 

Sr.Sevene 

Provincial Health Authority  30.04.2013 

   

Julia Duarta Uaerelia Social field technician for Millenium Challenge 

Account (MCA) 

30.04.2013 

   

Ribáuè center 

 

Interviewee Title Date 

   
Group of women Community church group 07.04.2013 

   

Group of boys Community church group 07.04.2013 

   

Constantino Lino dos Santos   Farmer, mechanic, volunteer for community work 08.04.2013 
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Bruno Antonio Viera Ambrique 

Alfane Manuel Chiporo  

UNICEF Namwash 

Technician at municipality in urbanization, water and 

sanitation and infrastructure 

09.04.2013 

   

Inacio Mochequito 

Teresa Elisa Lassarue 

Calisto Alfredo Eschqueva 

Ribáuè Water network 09.04.2013 

   

Juberta Mamudo Extensionist at the district department 11.04.2013 

   

Tomé Martiz Matao Extensionist at the district department 11.04.2013 

   

Joaquim Nampape Continuo Coordinator of activities of Infrastructure, 

Construction, Urbanization and Environment 

11.04.2013 

   

Group of  extensionists  Extionsionists at the district department 11.04.2013 

   

Junete Guillerne 

Rafael Chico Impanque 

Governo do Distrito de Ribáuè, Servico Distrital de 

Educacao, Juventude e Tecnologia 

12.04.2013 

 

   

Dimache Guita Garouche 

Marcina Nita Zebraca 

Juan Mario Antradi 

Red Cross Volunteers 12.04.2013 

 

   

Family   Family in suburb of Ribáuè 12.04.2013 

   

Family   Family in suburb of Ribáuè 12.04.2013 

   

Water committee Water committee of water pump, Muhiliane A 13.04.2013 

   

Aniane Chaviere 

Adacia Bentout 

Benildo Albane 

Albertina Carlos 

SCIP – Strengthening Communities to Integrated 

Programming 

17.04.2013 

   

Cidonia Barote 

Filomena Oualie 

Emannuel Julia 

ORAM 

 

17.04.2013 

   

Benildo Albane SCIP coordinator youth clubs 17.04.2013 

   

Senior Chipange Local trader 20.04.2013 

   

Nun Catholic boarding school 21.04.2013 

   

Group of 9 female students Students at catholic boarding school, grade 7-12 21.04.2013 

   

Nicodemus Mahachi 

Abilio C. Alfredo 

Rural hospital Ribáuè: General medicine nurse 

Prevention medicine technician 

22.04.2013 

   



VII 

 

Ernesto Jaime Lópes Director of Economic Activities at the District 

Department  

22.04.2013 

   

Rui Manica 

Dias Capula 

Bofilio de Abortnest 

 

Agrarian Institute: Director of pedagogical issues 

Chef of Secretariat 

 

23.04.2013 

Group of  29 students 

(3 female, 24 male) 

Agrarian Institute: Students, different grades 23.04.2013 

   

Sr. Lino OLIPA – ODES: Organization For Sustainable 

Development 

23.04.2013 

   

Inacio Jose Rede Rural Ribáuè, Local Radio 24.04.2013 

   

Ibrahimo Abud District Department of Infrastructure: water, roads 

and sanitation – Technician 

24.04.2013 

   

Ricardo Limua District Department of Education,  

Specialist on local traditions 

24.04.2013 

   

Francisco Mualevele 

Lucienne Nicacaja 

Manuel Huela Herciene 

Louisa Muirika Holonge 

Margarida Marcesa 

Lisa Manuela Amis 

Juliette Hoeira 

AMETRAMO, traditional doctors 25.04.2013 

   

Pia-muene Pia-muene 25.04.2013 

   

Antonio Jowa Hale   Permanent Secretary 26.04.2013 
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