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Abstract

In the northern areas of Cote d’Ivoire most affected by the
2010/2011 post-electoral armed conflict, the functioning
and use of health services were negatively influenced. This
study seeks to describe the nature of the social capital of
Korhogo households and to analyze its influence on their
choices in terms of therapeutic practices. The study, both
quantitative and qualitative, was carried out in the North
of the country, more precisely in Korhogo, a city located
in the Poro region. The questionnaire was administered
to 588 heads of households in 49 enumeration areas.
In these EAs, 38 semi-structured interviews and 6
focus groups were also organized with health workers,
traditional healers and local leaders. Overall, households
perceive two forms of social capital: individual social
capital and collective social capital. On the basis of this
more or less clear knowledge of social capital, almost
all households (92.8%) say they rely on the “human
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resources” dimensions compared to just over two-thirds
(69.2%) for those relating to financial resources. Modern
medicine (36.1%) and traditional medicine (32.8%)
are the most dominant in the region. The majority of
households (83.0%) are led to opt for a therapeutic practice
following discussions with the members of their networks.
However, the human, material and financial dimensions
of social capital have little influence on the choice of
therapeutic practices for households. All initiatives aimed
at strengthening solidarity are likely to contribute to
promoting the health and well-being of disadvantaged
households in situations of socio-political crises.
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INTRODUCTION

The importance placed on friendship plays a role in
building health, well-being and happiness for 323,200
people from 99 different countries around the world (Lu
et al., 2021). In this sense, the concept of social capital
becomes a considerable factor in ensuring the quality of
compliance with therapeutic practices in less advanced
societies (Story, 2013). This confirms the dependence
between the activation of social networks - in particular
relatives and friends - and the improvement of therapeutic
practices in sub-saharan Africa (Amoah et al., 2018 ;
Kouassi, 2008 ; Bossart, 2003).

But in West Africa, different cultural and religious
practices continue to influence on the people’s attitude
and understanding to their health matters (Chukwuneke et
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al., 2012). This situational reality suggests that the success
of participatory policy approaches rests to a large extent
on taking into account these social and cultural factors
of health, thus helping to facilitate the reconciliation of
health care services to communities (Lu et al., 2021 ;
Amazigo et al., 2007). However, when it comes to making
decisions about how to deliver health services, there is a
lack of community inclusion (44%) in the West African
sub-region (Lu et al., 2021).

In Coéte d’Ivoire, the economic crisis of 1980, then
the successive political crises from 1999, had an impact
on various sectors, in particular that of health. Indeed,
the use of modern medicine represented only 35% of
cases of illness (Kouassi et al., 2008). This situation has
had a negative impact on the operation of public health
projects and programs. For example, studies on updating
the current state of control of neglected tropical diseases
revealed that the interruption of the effective distribution
of ivermectin between 2003 and 2008, resulted in an
increase in the prevalence and the density of microfilarial
onchocerciasis in most endemic districts (Koudou et al.,
2018). The post-electoral armed conflict of 2011, led
by the decade of crisis experienced by Cote d’Ivoire,
fragmented the social fabric with the deterioration of
trust between communities. In fact, during this period
of crisis, mistrust was the majority factor (64%) which
had a negative impact on social relations, in particular
those maintained between friends (Sylla et al., 2018).
The process of community building and taking into
consideration the own set of vulnerability conditions
of their network members can so positively affect the
resilience and quality of social capital (Burke et al., 2016 ;
Moser, 1998). In short, the question is to know how
social capital contributes positively or negatively to the
behavioral process of seeking health care among members
of households in rural and urban areas in the north of the
Republic of Cote d’Ivoire. The objective of this study
was to understand the role played by social capital on
the therapeutic practices of households in northern Cote
d’Ivoire. More specifically, the aim was to describe the
nature of the social capital of Korhogo households and to
analyze its influence on the choice of therapeutic practices
in this locality of the country.

1. METHODOLOGICAL FRAMEWORK

1.1 Location of the Site, Study Population and
Sampling

The department of Korhogo is located in the north of the
country (635 km from Abidjan); it is the capital of the
Savannah District and the Poro Region. Korhogo is the
largest and most important city in this part of the country.
Like all the cities of the former Center-North-West
zone (territories under the control of the former Ivorian
rebellion), this department suffered from the cessation
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of state investments with the withdrawal of the public
administration, from the onset of the crisis in September
2002. He was therefore chosen to collect the data relating
to this study. In this department, the sites chosen have
been grouped into two categories which follow:

sites with at least one health center (the town of Korhogo and
the villages of Balékaha and Nakaha);

sites that do not have a health center (the villages of Moroviné
and Nagounzinkaha).

The study covered both urban and rural areas of the
town of Korhogo. The twenty-three districts of the town
of Korhogo obtained after processing the sampling frame
provided by the Regional Directorate of the National
Institute of Statistics (INS) were concerned by the study
as well as the surrounding villages.

The quantitative survey used a two-stage stratified
survey. At the first stage, the enumeration areas (EAs)
were drawn by unequal probabilities. At the second stage,
the households to be interviewed in the enumeration
areas were drawn at random. In each household, the
questionnaire was administered to the head of the
household or to his representative considered capable of
responding to the collection tool.

The minimum size of the sample was understood by
the formula:

n = required sample size

t=95% confidence level (typical value of 1.96)

p = prevalence of the percentage of IEC activities in
the study areca

e = 5% margin of error (typical value of 0.05)

To take into account the effect of the sampling plan,
the size was multiplied by the sampling coefficient D
= 1.5 which gave us a minimum size of 576 individual
households to be interviewed. In practice, 588 households
were interviewed in 49 ZD.

For individual interviews and focus groups,
discussions were conducted with the administrative and
prefectural authorities so that the choice of neighborhoods
and villages to be surveyed is based on their knowledge
of the realities of the study site. In the 23 districts of
the city and the four (4) villages of Korhogo, 23 semi-
structured individual interviews were organized, of
which 13 concerned health workers (practitioners of
modern medicine) and 10 with traditional healers and
local leaders. For the focus groups, 16 focus groups
were carried out with young people and elderly people
throughout the study area. The realization of each focus
group required the presence of 10 people. A total of 160
people were counted with this survey technique.

1.2 Data Collection Techniques and Methods of
Analysis

The questionnaire included sections on (i) therapeutic
practices, (ii) dimensions of social capital and (iii)
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influence of social capital on therapeutic choices
of households. After data verification, the data was
transferred to the SPSS statistical analysis software for
tabulation and analysis. The analysis focused on the 588
households that responded to the collection tool. It was
univariate and bivariate. The significance of the statistical
relationships was measured by the Chi-square test or the
linear correlation test. The degree of significance of the
associations was indicated by the value of Pearson’s p and
the appreciation of the relationships between qualitative
variables required the calculation of the V of cramer. In
the same period, 183 socially competent people were
interviewed across the entire Korhogo Department. The
interview guides were administered to included open-
ended questions on (i) perceptions of social capital and
(i1) perceived links between social capital and therapeutic
practices. They aimed to understand in depth the concrete
actions taken by the network vis-a-vis sick people. The
factual accounts prompted by the questions enabled
populations to reveal the benefits or harm of their social
capital, as well as their participation and contributions
in the care of populations for their survival. The focus
groups, on the other hand, were intended to spark debates
around the morbid experience and therapeutic practices of
populations, the therapeutic aid network and social capital
and therapeutic practices. The data from the interviews
were recorded using a dictaphone, transcribed into Word.
For the analysis of these data from the qualitative study,
the cross-sectional synthesis of the interviews is obtained
by the content method following a process of thematic
analysis of verbatims (Bryman, 1984 ; Braun and Clarke,
2000).

2. ANALYSIS AND DISCUSSION OF THE
RESULTS

2.1 Importance of Sociability in Household Health
Demand

In Africa, populations have a therapeutic pluralism
which could be explained by the multiplicity of factors
determining the demand for health care. Notably, it is
possible to modify changes in the use of therapeutic care
depending on the socio-demographic characteristics,
environmental factors and the severity of the disease
of the target individual (Jean et al., 2012 ; Sackou et
al., 2019 ; Yoro, 2012). But, these economic and social
factors influence the health of populations differently
depending on the conditions and inequalities specific to
each African country (Eshetu and Woldesenbet, 2011).
It follows that the high cost and the remoteness of health
services can explain the alternation in therapeutic acts
which remain very frequent in Céte d’Ivoire (Cisse,
2011). Regarding the types of therapeutic practices of
household members in Korhogo, the social network
occupies a prominent place in their decision-making.

93

Canadian Social Science, 17(1), 91-97

In contemporary black Africa, this alternation is made
possible thanks to a wide range of therapeutic remedies,
ranging from modern medicine to traditional medicines,
through the healing cults of Judeo-Christian or prophetic
religions or even maraboutic practices (Yoro, 2012).
Analysis of the situation in Korhogo revealed that modern
medicine (36.1%) and traditional medicine (32.8%)
constitute the orientations of the majority of household
members. It also emerges that Chinese medicine (19.4%)
and self-medication (11.6%) are practiced by less than
one in five people in the household social network. But
for various reasons, the propensity to resort to modern
medicine seems globally low in korhogo, compared to
the four (4) types of therapeutic practices offered by
the household network. In general in Cote d’Ivoire, the
rate of use of modern medicine represents only 35% of
cases of illness in disadvantaged households (Kouassi et
al., 2008). Indeed, it has been proven that the perceived
geographical inaccessibility due to the distance to basic
health services is associated with inappropriate care
practices and therefore with the high risk of depression for
patients (Eshetu and Woldesenbet, 2011 ; Tomita et al.,
2017). How should we explain this state of affairs? In this
vein, the social resources available by the populations in
the north of the country may constitute a factor explaining
therapeutic practices in social networks. Indeed,
discussions between network members on health issues
have contributed to influencing therapeutic practices for
the majority of households (86.2%) in the districts of
the town of Korhogo. For 83% of residents, the optional
choice of a therapeutic practice was encouraged by
discussions with other members of their social network.
From the analysis of the assessment of social relations,
it emerges that exchanges and advice with members of
the network on issues of illness or health can generate
social capital in terms of the use of therapeutic care
by households. In the following sections, highlight the
dimensions of household social capital that may influence
therapeutic practices.

2.2 Human and Financial Resources Perceived
as Dimensions of the Mobilized Individual and
Collective Social Capital

From a sociological perspective, two constitutive forms
of social capital are often mentioned, both in field theory
and in the structural analysis of social networks. Burt’s
theory of structural holes generally states that an actor
benefits from having contacts that do not have a direct
connection between them (Burt, 1995). Because, in the
absence of a relationship between two people, a third
party can act as an intermediary and derive information
and material benefits (social capital). For households in
the north of Céte d’Ivoire, it is clear that individual social
capital is to be distinguished from collective social capital.
Subsequently, the theory places particular emphasis on
the social capital of actors, in its both individual and
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collective dimension. In the understanding of the holders
of this theory, individual social capital, which has a
mediating effect on the relationship of trust, determines
its collective dimension, especially in China (Wu, 2018).
In the Ivorian context in Korhogo, households describe
individual social capital as arising from the activities
and personal relationships that an individual has linked
without the help of a third person. Thus, they believe
that the «actual or potential resources» which belong
to the individual, may come from his own activities or
from those of the people with whom he has personally
developed a relationship. However, individual social
capital can serve the individual himself and also be made
available to other people or members of the network to
which the individual belongs.

“What we sweat in the face, through the network or personal
friends, belongs to us. But you can benefit other people when
you want to at one point or when you think they need them to
solve a number of problems.” (Focus group, 33-year-old adult,
urban environment)

As for collective social capital, households consider
it to be that which an individual acquires through other
people. Indeed, this capital is that which is generated,
individually or collectively, for individuals belonging to
partner organizations. This conception of social capital
covers the individual relationships that individuals in
a family may have with other people who are not part
of their siblings, to the extent that their relationships
can generate resources for all of its members. So even
if these remain unique to a few, that does not prevent
others from benefiting from them. But collective social
capital implies collaboration with other families or other
organizations. In this case, the social capital generated
by the families or related organizations is collective
social capital.

“Here among the Sénoufos, there are collective goods that
belong to the whole family. Land, for example, is a common
good of the maternal family or the paternal family, depending on
the area. So you cannot as an individual make the commitment
to give some part of the land to someone without the input
of all other family members.” (Community leader, urban
environment).

“l am a member of an NGO working in the health field.
We often have the support of other large NGOs or certain
organizations that provide us with care kits. As the leader of
the NGO, you cannot afford to do anything with the resources
or donations of the NGO, because those resources are not for
you. They belong to the NGO which will have to make them
available to vulnerable personnel» (Member of an NGO in the
Ahoussabougou district).

Insofar as social capital is considered to be a factor of
interpersonal trust in the social network (Kuenzi, 2008), it
can be decomposed into “actual or potential resources” of
an informational, financial, material and human nature, as
well as into relationships of trust or moral support. These
resources can therefore be mobilized to solve a certain
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number of problems in the social network. Regarding
the social resources mobilized, almost all households in
Korhogo (92.8%) declared that the human component
remains the preponderant to meet the basic needs of
the community in general and thus improve their living
conditions over a certain period of time. number of
resources. Overall, we note that just over two-thirds
(69.2%) and less than a third (30.1%) said they rely on
financial resources and material, respectively. However,
the information resource on which the social capital held
by the actors and the structure of their relationships in
a network would depend (Burt, 1995), is no longer a
commonly available social resource because it represents
only 29.0% of households met in Korhogo. Table 1
shows the proportion of households according to the
type of resources available. In reality, the amount of
social capital held by an individual is more so when he
has information than others do not, which puts him in a
position of strength. Consequently, the empirical results
reveal that social actors find themselves in competition
within this framework and no longer in cooperation
(Coleman, 1998).

Table 1
Arranged social resources types

Resource type Effective %
Yes 518 92.8
Human ressources
No 40 7.2
Yes 386 69.2
Financial ressources
No 172 30.8
Yes 168 30.1
Material resources
No 390 69.9
Yes 162 29.0
Know how
No 396 71.0

Source: Field survey data, GNT-CI Project of CODESRIA, 2015

2.3 Social Capital and Therapeutic Practices: A
Relationship Based on Solidarity in the Event of
lliness

For the question of the existence of a relationship
between the dimensions of social capital and
therapeutic practices, aspects of social capital have
been apprehended under four (4) variables which are:
Consulting or Information resources, Human resources,
Financial resources and Material resources. These
dimensions of social capital can more or less influence
the choice of practices relating to modern medicine,
traditional medicine, Chinese medicine and self-
medication. The Therapeutic Practices variable has been
dichotomized into two modalities including Modern
Medicine (including Chinese) and Other Types of Care
which includes traditional medicine and self-medication.
Chi-square tests help to establish the relationship
between social capital and therapeutic practices. Table 2
provides information on this subject.
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Table 2
Relationship between dimensions of social capital and
therapeutic practices

Therapeutic practices

Chi-square value Significance from Bond
p Cramer strength
Information No
Consulting 4.609 0.330 link
or Resources
Social Human =, 004 0006 0161  Low
capltal ressources
dimensions  Financial =10 o5 0002 0473 Low
ressources : : :
Material 10322 0.035  0.136  Low
resources

Source: Field survey data, CODESRIA GNT-CI Project, 2015

The analyzes carried out show the information or
advice received by households has no statistical link with
their treatment choices (Chi-square = 4.609 and p = 0.091).
In the light of the literature, this result seems to be in
contradiction with other empirical work postulating that
social relations can generate social capital of a symbolic
nature, or even affection, which promotes healing via a
curative function. In this regard, it has been shown that
problems as well as deviant behaviors in physical and
psychological health increase sharply in socially isolated
people, and especially the youngest (Himmig, 2019).
However, this does not mean that many households
in Korhogo take into account the advice given by the
members of the network. Indeed, if some ignore these
informational resources from their social network, others
take into account the opinions of their relatives, friends or
colleagues in the choice of therapeutic practices because
they are aware of the plurality of knowledge, especially in
the field of health.

“We live in a society where you cannot know everything
regardless of your age; It is therefore clear that in some cases,
especially at the level of health care, one can ask for and take
into account the advice of other people» (Comment from the
president of the village youth).

In addition, sociability relationships can arise from
political social capital, the mobilization of which requires
considering the risks of social inequalities (Eriksson,
2011). For example in Ghana, the self-assessed health of
populations is significantly impacted by the support and
encouragement of voluntary community organizations,
unlike social participation (Avogo, 2013 ; Amoah,
2018). Moreover, housecholds in Korhogo recognize that
community relations are mainly founded only if one takes
into account the advice of the social network.

“Sometimes when I have health issues, in addition to being able
to go straight to the hospital, I refer to some members of the
religious community for guidance. As a leader of a religious
community, I also provide support in terms of counseling some
members of the community.»

However, apart from the «Advice or Information
Resources» dimension, we note that there are links
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between human, financial and material resources, on the
one hand, and the choice of therapeutic practices, on the
other. Indeed, we have for the relation between:

“human resources” and the choice of therapeutic practices (Chi-
square = 14.474, p = 0.006; Cramer’s V =0.161),

«financial resources» and the choice of therapeutic practices
(chi-square = 16.695; p = 0.002; Cramer’s V =0.173),

“material resources” and the choice of therapeutic practices
(Chi-square = 10.322; p = 0.035, Cramer’s V = 0.136).

However, these links between capital and the choice
of therapeutic practices are very weak. From a theoretical
point of view, the existence of links between human,
financial and material resources and the choice of
therapeutic practices can be based on solidarity, a kind of
social capital of an economic nature, called for operational
purposes «aid”. Thus, financial assistance from social
networks remains the basis of a redistribution of resources
in the sense that it intervenes to cover the occasional
expenses of individuals or their communities in modern
health care (Aye et al., 2002 ; Rocco and Suhrcke, 2012).
These economic resources of an individual’s social
network define their chances of access to work income,
happiness and therefore mental health (Rahayu and
Harmadi, 2016 : Majeed and Ajaz, 2018). This conception
of solidarity which also includes the help of associations,
is highlighted in all the communities in Korhogo where
the majority of household heads borrow money from their
friends and acquaintances to meet health needs in the
absence of financial availability.

From the above analysis, it emerges that the therapeutic
practices of the households studied are influenced by the
social capital generated from three sources (Akcomak et
al., 2008), namely personalized trust, community support
and financialized solidarity.

CONCLUSION

In Africa, economic and cultural resources undoubtedly
constitute considerable social capital in the choice
of therapeutic remedy. In this research, we seek to
understand how social capital influences the therapeutic
practices of households in Korhogo. However, in this
region belonging to the northern part of the Ivory Coast,
the economic crisis of 1980, then the successive political
crises from 1999, had a negative impact on various social
sectors, in particular health. These crises also fragmented
the social fabric with the deterioration of trust between
friends from different communities. This is the problem
developed in this research. The mixed approach adopted
for data collection combined questionnaires, semi-
structured interviews and focus groups. Analyzes of the
quantitative and qualitative data collected, it emerges that
the informational and material benefits drawn from the
relational networks of the inhabitants of the north of the
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Ivory Coast tend more to guide their therapeutic choices.
Indeed, even if our study is limited by the absence of an
approach to analyze the links between the dimensions
of social capital and the types of therapeutic recourse,
it suggests, however, that modern medicine and the
traditional therapeutic medicine for households, are more
significantly linked to the mobilization of human and
financial resources drawn from legal and physical persons.
The latter who happen to be individuals belonging
to the local network and to organizations comprising
relatives who participate in a more or less subtle way in
the construction of the support process. The reciprocal
relations generating social resources of an emotional or
economic nature lead to opting for modern or traditional
care in the event of illness of populations made vulnerable
by the successive crises in the country. Thus, members
of the household network seem more present in the event
of illness and therefore remain more ready to take more
action in terms of material and financial assistance.
This state of affairs is part of the legendary «African
solidarity» operating under the logic of risk sharing by
all members of a community. However, our analysis from
socioeconomic perspectives is that household members in
the north of the country would benefit from strengthening
the mobilization of resources from distant relationships
that could improve their treatment and treatment practices.
Therefore, all initiatives aimed at maintaining or renewing
the network of socio-economic activities shared by all
household members will help promote their health and
well-being.
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