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Abstract: Background: Fever is a common complain from patients globally. Self medication for acute febrile illness is also a
common practice but often with severe consequences. The family influences the health of the individuals and hence the
community in several ways. Family function has major influence on decisons made at home including health seeking
behaviour. Objectives: This study set out to determine the relationship between family function and self medication for acute
febrile illness in a primary care setting in Jos, in order to proffer solutions to irresponsible and dangerous practices. Methods: It
was a cross-sectional study at the GOPD of Bingham University Teaching Hospital (BHUTH), Jos from October 2012 to
February 2013. The study population comprised all patients who presented at the study site with fever or history of fever of not
more than two weeks duration and who met the inclusion criteria. Data was collected with interviewer-administered structured
questionaire and analysed with the Statistical Program for Social Science (SPSS), version 21. Results: The study revealed a
high level of self medication (85.0%) in the study population. Most (92.5%) of the participants were from highly functional
families. There was a statistically significant relationship between family dysfunction and self medication for acute febrile
illness. Conclusion: There is a high level of self medication among the study population. Although highly functional families
were in the majority, family dysfunction was significantly related to self medication.
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members, [10] and is often the primary source of health
beliefs and health-related behaviors.

Family practice focuses on the patient in the context of the
family. By understanding how the family influences health,
the family physician has the opportunity to anticipate and
reduce the adverse effects of family stress, and use the family
as a resource in patient care. [11] A family-oriented approach
to health care is based on the biopsychosocial model that
emphasizes the relationship between biologic, interpersonal
and social factors in health. [12]

A better understanding of health-seeking behavior of
people especially when suffering from acute fever, a common
symptom of malaria, is important for effective management
and control of malaria. [13] It is documented that self-
treatment at home is the major action taken to manage
malaria, a common cause of acute febrile illness. [14]
Chukwuocha and Chukwuocha in a review of the continued
relevance of home management of malaria strategy in the

1. Introduction

Self-medication has been a feature of healthcare for many
years. [1] Self-care, including appropriate self-medication, can
promote early and judicious response to diseases. [1, 2] Self-
medication commonly utilizes over the counter medications
(OTC), but where drug distribution controls are weak, patients
may buy classified medications from numerous outlets. [3]

Fever is a common feature of many diseases and is a
symptom that is particularly linked to self-medication prior to
health facility visits. [4-6] This reveals a decision-making
process among caregivers [7, 8] that can provide a foundation
for health education on safe and effective home-treatment
practices.

The family remains the most basic relational unit and
intimate social environment in society. [9] The family also
has a major influence on the physical and mental health of its
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effective and sustainable control of malaria in endemic areas
noted that a mother’s/caregiver’s knowledge and ability to
recognize fever in their child, as well as, induce management
at home is very important. [15] Also, the direct and
especially indirect costs of seeking health care from formal
facilities may be substantial, providing a major barrier for
many households. Many episodes of malaria are currently
treated outside the formal health system, often with
inappropriate or incorrectly used drugs. [15]

The family is the basic unit of the society and harmonious,
functional families contribute to the same attributes in the
larger society. A dysfunctional family on the other hand is
associated with crises, strife, addictions and other health
related and social vices in one or more members of such a
family. This sort of family also contributes these negative
attributes to the larger society.

In acute febrile illness, medication is a major intervention.
Access to this important intervention is often haphazard and
fraught with unintended complications. The decision to self-
medicate is often made at family level at home. [13] Even when
it is self-made, it is either funded by a parent, encouraged by a
spouse, aided by a child who may run the errand to purchase it,
or supported by a neighbor who may generously donate the
drug. Therefore, a better understanding of the self-medicating
individual against the background of the family is very
important in managing this problem in the larger society.

A dysfunctional family is one in which conflict,
misbehaviors and often abuse on the part of individual
members occur continually and regularly, leading other
members to accommodate such actions. [16] Dysfunctional
families are primarily a result of co-dependent adults who by
accommodating each other’s misbehaviours, promote and
depend on each other to perpetuate them. [16] Each finds
what he or she does quite objectionable in the larger society
but they are left with learning to live with each other and the
abuses. Dysfunctional families may also be affected by
addiction such as substance abuse (alcohol, drugs, etc.).
Children from such families suffer from addiction to
smoking, alcohol and/or drugs, especially if the parents or
friends have done same. [16]

The family APGAR questionnaire is used to assess family
function. The scores and interpretation are as follows:

7-10: Highly functional family.

4-6: Moderately dysfunctional family.

0-3: Severely dysfunctional family.

This study aims to highlight family dynamics in
relationship to self-medication for acute febrile illness with a
view to discouraging dangerous practices and streamline
responsible self-medication.

2. Methodology

STUDY AREA

This study was conducted at the Bingham University
Teaching Hospital (BHUTH) Jos. Jos is the capital of Plateau
state, North central Nigeria. It was a correlational cross
sectional study of all patients presenting with fever or history

of fever at the general out-patient clinic of Bingham
University Teaching Hospital (BHUTH) Jos between October
2012 and February 2013.

Approval to conduct the study was obtained from the Health
Research Ethics Committee of Bingham University Teaching
Hospital, Jos. All participants gave informed consent.

We included all consenting patients presenting with a
temperature of 37.5°C or more on presentation, or a history of
fever not more than two weeks’ duration. Patients needing
urgent surgical intervention, or who were unable to
communicate in English language, or any of the eight languages
for which there were available interpreters were excluded.

Sample size was calculated using the formula: [17]

n = Z*pq/d*

2
n:(1.96) (0.50) (0'50):384
(0.05)2

To provide for possible non-response, 5% of n was added

i.e. 384 + 19 =403.

Sample size = 403.

After correction for a population less than 10,000, [17] the
desired sample size,

nf=——=308.
1

(n)

(N)

Consenting participants were recruited by systematic
random sampling technique until the sample size was
attained. For patients who were less than 18 years of age,
their caregivers constituted the respondents.

Data for the research was obtained from the respondents
using an interviewer-administered, semi  structured
questionaire. Data collected was entered into a prepared data
sheet in SPSS version 21, for analysis.

3. Results

Out of 3620 patients who presented at the GOPD, 1506
(41.6%) had fever for less than two weeks. Of these, 1420
(94.3%) met the inclusion criteria and were given the
opening statement. 1232 (86.8%) gave consent for the study,
and from this group, a sample of 308 was taken.

Respondents were mostly patients (51.6%), and 60% were
in the age group 21-40 years. They were for the most part
females (53.2%), had tertiary education (48.4%), and married
(79.2%). Almost 80% of the families of the respondents were
in the two lowest income groups earning less than 350,000 a
month. Other details are in Table 1

Table 1. Demographic characteristics of respondents.

Demographic characteristics (Fl;e;]l;gg;y Percentage (%)
Status of Patient 159 51.6
respondent Caregiver 149 48.4
<20 38 12.3
21-30 90 29.2
Agegrowp 3 4 88 28.6

41-50 51 16.6
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Table 3. Relationship between family function and self-medication in acute
febrile illness.

Family function Self-medication

Yes No P
Highly functional 239(83.9) 46(16.1) 0.037
*Dysfunctional 23(100.0) 0(0.0)
Total 262(85.1) 46(14.9)

Test statistics is Chi square (x%).
*dysfunctional= moderately dysfunctional + severely dysfunctional by
family Apgar.

Relationship between family size and self medication.
Those respondents from smaller family sizes were generally
more likely to engage in self medication but the differences

Demographic characteristics gse;lggg;y Percentage (%)
>50 41 13.3
Male 144 46.8
Gender
Female 164 53.2
None 25 8.1
. Primary 38 12.3
Education Secondary 96 31.2
Tertiary 149 48.4
Religion Christianity 273 88.6
Islam 35 11.4
Marital status Single 64 208
Married 244 79.2
Civil servant 90 39.0
Trader 72 31.2
Occupation House wife 44 19.0
Unemployed 16 6.9
Professional 9 39
<25,000 116 37.7
Income per 25,001-50,000 122 39.6
Month () 50,001-75,000 29 9.6
75,001-100,000 18 5.8
>100,000 23 7.5

were not statistically significant (P=0.227).

Table 4. Relationship between family size and self medication.

The commonest Stevenson family stages were I (emerging family, 35.4%)
and IV (actualizing family, 31.2%).

Family size Self medication P
Yes No

1-5 124(86.7) 19(13.3) 0.227

6-10 112(86.2) 18(13.6)

11-15 11(68.8) 5(31.3)

>15 15(78.9) 4(21.1)

Total 262(85.1) 46(14.9)

Test statistics is Chi square (x%).

120 Multiple logistic regression of family factors related to
100 self-medication. Dysfunctional families were more likely to
engage in self-medication than highly functional families
80 (P=0.037. OR 1.0).
2 60 [ 354% . . i ) - o
o (109) 3(192)/6 Table 5. Multiple logistic regression of factors predicting self medication.
40
20.5% .
2 (63) 13.0% Variables P OR (95% CI)
(40) I 0.1(0.0-0.5)
0 — . I 0.2(0.0-1.1)
Family st 0.185
| i " v RTRRES 1 0.4(0.1-2.8)
Fami v 1.0
amily stage
1-5 1.7(0.5-5.8)
L 6-10 1.6(0.4-5.6)
Figure 1. Bar chart of Stevenson s family stage distribution of respondents. Family size 11-15 0.227 0.6(0.1-2.7)
Based on the Family APGAR jority of th e 1
ased on the Family ; scores, majority of the <25.000 02(0.0-1.4)
families (92.5%) were highly functional and only two 95.001-50.000 0.3(0.0-2.6)
families representing 0.6% were severely dysfunctional. Income 50,001-75,000 0.239 0.4(0.0-4.1)
75,001-100,000 0.2(0.0-2.4)
Table 2. Family function category based on APGAR scores. >100,000 1.0
. . Highly functional 0.9(0.8-1.0)
Family function Frequency (N) Percentage (%) Family function *Dysfunctional 0.037 1.0
Highly functional 285 92.5 *(Severely + Moderately dysfunctional)
Moderately dysfunctional 21 6.8
Severely dysfunctional 2 0.6 4' DISCUSSIOH
Total 308 100.0 This was a cross sectional study of family factors affecting

Relationship between family function and self-medication
in acute febrile illness. All respondents who were from
dysfunctional families self medicated, in contrast to those
from highly functional families. The difference was
statistically significant (P=0.037).

self medication in acute febrile illness in patients presenting
in a family medicine practice in Jos, Nigeria. The main
research question was: “does family function affect patient
self medication for acute febrile illness at the General Out
Patient Department of Bingham University Teaching
Hospital?”
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Patients constituted 51.6% of respondent and care givers,
48.4%. The care givers responded on behalf of patients who
were less than 18 years of age. These care givers were senior
family members. It has been reported that the family has a
major influence on decisions about the health of an
individual. [10, 15, 18] Family influence goes beyond the
actual time of the visit, and include decisions taken before
and after hospital encounter. In the Indian state of Haryana,
Paine et al found 73.6% patient respondents and 26.4% care
givers. [19] These care givers were messengers who often ran
errands to procure the drug for self medication. The high
proportion of patient respondents in the Haryana study was
probably due to the fact that respondents were primarily
recruited in the community pharmacies where they accessed
drugs for self medication.

5. Family and Self Medication Practice

Majority (66.6%) of the respondents were in Stevenson’s
stage I, (35.4%) and IV (31.2%) families. These were the
emerging and actualising families. This could be a reflection
of the predominant age group of 20 to 40 years on one hand
and the 48.4% respondents who were caregivers, likely
elderly parents or grand parents on the other hand.

The results also showed that 92.5% of the families were
highly functional, 6.8% were moderately dysfunctional while
two families representing 0.6% were severely dysfunctional.
The high level of highly functional families could reflect the
well known traditional African family set up where everyone is
his brother’s keeper and support even if modest, can be readily
obtained. [20] Even in misery, Africans are known to be
generous in their traditional hospitality. Usually, the community
takes over from where the extended family care ends, in
providing succor to the less fortunate members of society under
the age-old parlance of being "your brother's keeper. [20] It
could also be that culturally, Africans tend to cover-up family
challenges and present the picture that all is well to an on-looker.

The study showed that of 262 (85.0%) respondents that
engaged in self medication for acute febrile illness, 239
(91.2%) were from highly functional families and 23 (8.8%)
from dysfunctional families. Of the 46 respondents who did
not engage in self medication, all were from highly
functional families and none from dysfunctional families
(Table 4). The difference was statistically significant
(p=0.037, OR=1). The tendency was that dysfunctional
families were more likely to engage in self medication for
acute febrile illness.

The result showed that majority of the families had
between 1 and 10 members. About 8.4% of the families had
11 or more members. There was no significant association
between family size and self medication. This is in contrast
to a study from South West Ethiopia which revealed that
families with five or less members were less likely to engage
in self medication compared to families with more members.
[21] In the Ethiopian study, poverty and illiteracy were
prominent amongst the participants. Also, the poorer families
tended to have more members. Self medication by poor large

families could have been a self help strategy to enable them
meet their medication needs at less cost.

This study is limited by the fact that it is a hospital based
rather than community based study hence caution should be
exercised when applying findings to the community. Data
collected was also based on self reported information or
recall by the patient and so could be open to bias.

6. Conclusion

This study revealed a high (85%) prevalence of self
medication for acute febrile illness among the respondents.
The study also revealed relatively low level of family
dysfunction (7.5%) and a statistically significant association
between family function and self medication for acute febrile
illness (P=0.037, OR=1). It can therefore be inferred that
dysfunctional families were more likely to engage in self
medication for acute febrile illness.

This implies that physicians ought to be aware of the high
prevalence of self-medication for acute febrile illnesses as
patients present in their outpatient departments and emergency
rooms. The link between family dysfunction and self-medication
ought to make physicians to screen for self medication use when
faced with dysfunctional families. The reverse is also true:
screen for dysfunctional family issues when faced with self
medicating patients. Future researchers should consider looking
into the contribution of core family factors (for instance divorce,
bereavement etc) in self medication.
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