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Abstract 

The mobilization of affordable measures and
treatments has brought health services and
health care tools closer to the poor. This is par-
ticularly the case in the context of malaria con-
trol and elimination efforts. Still, the other side
of delivery is use: the targeted populations have
to access and accept these resources. Although
the need to better align the delivery and user
sides is increasingly recognised, there still is a
gap between this awareness and researchers’
response to adequately address the community
side in a way that actionable results can be
achieved. In order to avoid actions based on pre-
conceptions, practical applications should draw
from theoretical knowledge. Furthermore, in
order to get a total view, such applications
should consider the full array of potential fac-
tors relevant for access to care or health-seek-
ing behavior (HSB). We believe that one of the
reasons why theoretically-based, holistic
approaches to HSB and access to care still are
scarce is the lack of a hands-on and easy-to-use
model that allows the researcher to ask the right
questions and to interpret the results. In this
article, we present such a model, the PASS-
model for HSB and access to care. Founded on
theory, the model facilitates the formulation of
questions to cover the broad array of elements
that guide HSB and access to care. It is adapt-
able to different contexts and research ques-
tions. The goal is that any researcher interested
in situating health behavior in a given social,
political, and economic landscape can use this
tool for any health condition, in low income as
well as high income countries.

Introduction

Communities are fundamental for the suc-
cess of implementation of new and already
well-established interventions. For malaria,

there have been so many innovations commu-
nity responses and uptake of new tools in the
past decades, that this topic is now at the fore-
front of interest. People have to use the avail-
able health services and tools, i.e. they have to
access and accept the resources. For a long
time, implementers of interventions have rec-
ognized that there is a need to investigate
health-seeking behavior (HSB) and access to
care in order to adapt programs to local con-
texts. The Steering Committee on Strategic
Social, Economic, and Behavioural Research
(SEB) working for the UNICEF/UNDP/World
Bank/WHO Special Programme for Research
and Training in Tropical Diseases (TDR) has
been fostering research and training. Their
aim is to gain to a better understanding of how
socio-behavioral and economic factors affect
malaria and other diseases.1,2 With regard to
this, an extensive body of literature deals with
behavioral aspects of malaria prevention and
treatment.2,3

To get a holistic picture, we need to know
what questions to ask and how to interpret the
results. These are conceptual as much as
methodological challenges and require over-
coming disciplinary boundaries. The use of
research models facilitates the study of HSB
and access to care in relation to current tools
and measures like the use of mosquito-nets,
access and acceptability of intermittent preven-
tive treatments, adherence to treatment, the
use of diagnostic tools, etc. However, the mostly
quantitative HSB and access to care approaches
tend to focus on a reduced number of factors,
often without preparatory exploratory in-depth
research. This kind of research is exemplified
by knowledge, attitudes, behavior, and practices
(KABP) surveys that have been criticized for
their reductionist approach.4-6

Health and HSB models from social psycholo-
gy,7,8 public health (e.g. the Three Delays
Model),9 and social sciences (e.g. the Health
Care Utilization Model),10 and the Ethnographic
Decision Tree Modeling11 allow for a consider-
able extension of the determinant factors of
KABP and similar studies. The major enhance-
ment is that all these models contain associa-
tions of variables that are considered relevant
for explaining or predicting HSB. Moreover,
they provide conceptual definitions for these
variables that are derived from the social and
behavioral theory. Of particular interest is the
ACCESS model for vulnerable populations,
which combines health services, health-seeking
and sustainable livelihood approaches.12 Such
models permit a view of the full array of poten-
tial factors relevant for access to care or HSB.
The PASS-model – developed within the

PASS International organization (www.pass-
international.org) – presents a comprehensive
framework for health planners and researchers
who are interested in studying HSB and access
to care, applicable to malaria and other dis-

eases. The origins of the PASS-model go back to
a Disease Control Priority Project (DCPP) work-
ing paper on health-seeking behavior and the
health system response4 which provided an
overview of HSB and access to care models
applicable to malaria and a reflection on its
advantages and shortcomings. The idea behind
the PASS-model is to thoughtfully select ele-
ments from different access and HSB models,
and merge them together on theoretical founda-
tions. This model is conceived of as an easy-to-
use and hands-on tool to develop theory-based
hypotheses that cover as many aspects as possi-
ble without losing sight of the real aim, i.e. to
identify the principal reasons determining HSB
and access to care and to produce actionable
results. 

The PASS-model, an overview
of factors and categories

The PASS-model is built on the backbone of
a pathway model, i.e. a model describing the
steps of the path that people follow when seek-
ing care. It focuses on the factors involved in
each step that hinder or facilitate a prompt
treatment and access to care.
The PASS-model (Figure 1) organizes its

factors into four main categories: i) illness
perception and explanatory models; ii) deci-
sion making and social values; iii) access to
care and resource seeking; and iv) medical
pluralism. Behind the model are worldviews,
social structures and values, and medical
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organizations that build the context of health-
seeking processes and furnish the different
factors at play with specific meaning. In what
follows, we will provide an overview of the dif-
ferent categories of the model. 

Illness interpretation

Knowledge of causality
According to Kleinman,13 explanatory mod-

els (EMs) represent the notions people hold
about an episode of sickness. These models
offer explanations for their experience of sick-
ness and treatment and explain people’s choic-
es among available therapies and therapists.
EMs also explain how people understand the
illness etiology, mode of transmission, symp-
toms, pathophysiology, course of sickness,
treatment, side effects of medicines and ways
of preventing disease. One of the key elements
that guide behavior in HSB studies is knowl-
edge. Usually, knowledge is assessed to estab-
lish how far community knowledge exists
and/or overlaps with biomedical concepts. 
In malaria research, for example, several

authors have reported that malaria transmis-
sion or the malaria-mosquito link was not clear
to a considerable number of people in the com-
munities studied.14,15 In other areas, a high
percentage of respondents were aware of the
way malaria is transmitted,16,17 but unclear
about other aspects that determine HSB, such
as the adverse effects of the medication.18

However, the reasons guiding health seeking
behavior for malaria tend to be multi-causal
rather than mono-causal. Besides mosquito-
bites, the perceived etiology often includes hot
sun, changes in the weather, cold, rains, drink-
ing dirty water and hard work.2,19,20

Different perceived causes may simply coex-
ist or interrelate within an EM. Janzen,21 for
example, showed how viruses and bacteria
interact with witchcraft. One of his informants
explained how in a healthy body contaminated
food would pass through without provoking
negative effects, whereas in a bewitched body,
the ill-causing agents of the same food would
be retained and eventually penetrate into the
blood. The merging of different concepts is
also made explicit in the local understanding
of malaria in south-eastern Tanzania where
malaria and witchcraft can be interrelated in
illness interpretations.22 Among the popula-
tion, it is common to believe that witchcraft
can impede biomedical treatment from work-
ing or malaria parasites from being detected in
the blood – it is said that witchcraft hides the
parasites by putting a veil between the body
and the outside. 
Two concepts help to understand local illness

interpretations: i) the double level of causality,
and ii) the existence of folk illnesses.

The double level of causality
The double level of causality23 refers to nat-

ural and mystical etiologies that are often
interchangeable or linked. It explains much of
normative treatment-seeking behavior, as is
clear in the case of malaria and witchcraft. For
example, a bewitched person who suffers from
malaria must seek treatment from a tradition-
al healer who can remove the witchcraft prior
to attending the hospital for malaria treat-
ment. Typically, observed treatment sequences
with alternating use of traditional and biomed-
ical resources follow a logic of interpreting and
re-interpreting illness, using merged concepts
from biomedicine and local beliefs in witch-
craft.22,24

Folk illnesses
Health-seeking behavior studies have been

devoting particular attention to folk illnesses
and their role in treatment-seeking.25 Rubel et
al.26 defined folk illnesses as syndromes from
which members of a particular group claim to
suffer and for which their culture provides an
etiology, a diagnosis, preventive measures, and
regimens of healing, but that do not correspond
to existing biomedical diseases. In HSB
research for malaria, the best-known examples
of folk illnesses are those characterized by con-
vulsions, a sign of cerebral malaria, which in
Africa is commonly attributed to a spirit
attack.27-29 In Tanzania this feared folk illness is
called degedege.16,19 Because severe manifesta-
tions of malaria are often interpreted as other
diseases (e.g., degedege), treatment with is not
perceived to be appropriate nor efficacious.2

Although, in principle, for folk illnesses peo-
ple tend to seek traditional treatment, EMs are
a complex melting pot of different kinds of
knowledge. In southeastern Tanzania, for
example, degedege for the same people is very
commonly both severe malaria and a folk ill-
ness attributed to mystical attacks of a big

moth. The treatment pattern follows a process
of cooling down the body with traditional reme-
dies at home, until the patient can be treated
for malaria at the hospital.24,30

Knowledge of symptoms
People can usually mention one or even sev-

eral symptoms of a disease they are familiar
with. However, knowledge of symptoms is not
the same as symptom recognition. Even if
respondents are able to identify pale skin as a
symptom of malaria-related anemia, recogniz-
ing it under real life conditions requires some
training.31 Moreover, illness symptoms (includ-
ing those of malaria) are often diffuse or
unspecific and difficult to interpret (i.e. nau-
sea and headache for pregnant women in
malaria endemic areas), and illness courses or
treatment outcomes are sometimes unexpect-
ed. Facing this uncertainty, people can follow a
trial and error search for relief and mean-
ing.32,33 Under these circumstances, even good
biomedical knowledge of cause, symptoms and
treatment would not affect behavior. 

Knowledge on preventive measures
and treatment 
People use a broad array of measures to pre-

vent certain illnesses. They also use different
types of medicine to treat illness, from tradition-
al home remedies to sophisticated biomedical
products. These medicines are understood and
used (or not used) according to local percep-
tions.34 Knowledge about medical products
comes from multiple sources, including health
promotion campaigns and media advertise-
ments, booklets, and dyadic communication
with family members, friends, knowledgeable
persons, shop keepers, traditional and biomed-
ical health practitioners, etc. Research on knowl-
edge about preventive measures and medication
can be approached by looking at: i) what people
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Figure 1. The PASS-model for health-seeking behavior and access to care research.
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do to prevent or treat a specific health problem
and why, and ii) what people know (and what
they do not know) about a pharmaceutical, a
medicinal plant or any other remedy. 
At this point, it is important to distinguish

between declarative knowledge, i.e. local
knowledge about the name, composition, uses,
side-effects, the risks of not completing or
interrupting the prescribed dosage, etc., and
practical knowledge, i.e. when and how to use
medical products, dosage, etc. Although some-
times neglected, practical knowledge is a key
topic for health promotion. It includes, for
example, knowledge on how to collect and pre-
pare medicinal plants, take unpleasant medi-
cines in a safe way (e.g. bitter malaria pills for
children), on proper dosages, properly hang a
mosquito net, etc.
Like illness interpretations, local percep-

tions of medication are deeply rooted in cul-
ture and may hinder adequate treatment if
people are convinced that a certain drug, the
way of administration, or the dosage, is too
strong or too weak for a particular age or bodi-
ly state. For example, injections are often per-
ceived to be stronger than pills (e.g. in
Cambodia, personal communication), and peo-
ple may fear that injections are too strong for
small children (as is the case in the Peruvian
Amazon, personal communication). A neglect-
ed topic in HSB studies is the role of perceived
side effects of medication in adherence to
treatment. For example, around Iquitos, in the
Peruvian Amazon, 70% of P.vivax malaria
patients mentioned that anti-malarial treat-
ment shocked them and produced side-effects.
The underlying logic is that the prescribed
drugs are hot, which on top of a hot disease
(malaria) provoke excessive heat that is bad
for the patient’s health.18

Perceived severity and perceived
susceptibility 
Health-seeking behavior is further guided,

among other factors, by beliefs or perceptions
about the consequences of the disease,
depending on: i) the perceived severity of a
disease or health problem and its conse-
quences, and ii) perceived susceptibility, or
how vulnerable a person considers him/herself
to actually contract a certain illness or health
problem (see the Health Belief Model)35. 

Perceived severity 
The perceived severity of disease and beliefs

about the aggravation of symptoms are deter-
minants for treatment-seeking behavior. In the
case of malaria, Sauerborn36 showed how the
perception of illness severity changed with
seasonality, related both to climatic conditions
and workload. Weller and colleagues37 found
that the perceived severity of an illness,
together with economic resources and prior
experiences with this illness were the main

criteria guiding treatment choice in a
Guatemalan community. Similarly, Garro,38

working in Pichátaro, Mexico, described per-
ceived severity of the illness as the most rele-
vant criterion determining treatment choice.
According to Garro, for illnesses considered
serious, treatment costs are of secondary
importance, unlike non-severe illnesses where
treatment selection primarily depends on the
probability of cure and not on costs. 
Relevant questions for assessing perceived

severity include: i) whether a disease is per-
ceived to be mild or severe; ii) whether people
are aware that the disease has severe compli-
cations; iii) which symptoms are associated
with severity and aggravation of a health prob-
lem; iv) and, whether the severe complications
of the disease are understood as the same ill-
ness or not. For instance, in an endemic area
in Kenya, Mwenesi39 found that malaria was
considered a mild disease. The same applied to
diarrhea in Pakistan, which was locally under-
stood as a way of cleansing the body.25 In the
case of severe malaria, vomiting is often per-
ceived to be a sign of relief rather than of
aggravation of the disease24,40 (Iquitos, Peru,
personal communication). 

Perceived susceptibility
While perceived severity is a key factor for

understanding treatment-seeking behavior and
delay, perceived susceptibility (whether people
perceive themselves to be at risk/susceptible) is
especially relevant for prevention and has
important implications for preventive HSB.
Commonly, risk perception of malaria tends

to be linked to perceived mosquito density,
which often manifests in a decrease of preven-
tive measures when they are still necessary.41-43

Relevant questions for assessing perceived
susceptibility are: i) who is perceived to be
more susceptible to contract a disease; ii) who
is perceived to be more susceptible to die or to
have complications from a disease; iii) where
do people perceive they are more likely to con-
tract a disease; iv) when (time of the day, peri-
od of the year) do they perceive this; v) and,
under what conditions (e.g. when it rains, in
cold weather, due to collective sin, during war)
do people perceive themselves to be more sus-
ceptible to contract a disease.

Knowledge and practice
One of the most debated questions in health

promotion is how far knowledge actually deter-
mines practice. It is common to assume,
implicitly or explicitly, that changing knowl-
edge entails behavior change. Hence, a vast
body of literature concludes with recommend-
ing the education of people about causes,
symptoms and treatment. However, it is also
widely recognized that improving knowledge
with well-designed IEC campaigns, for exam-
ple, does not necessarily lead to improved

health behavior.44

This is because apart from the complexities
of knowledge, there are a range of other factors
relevant for HSB, such as the unavailability of
health facilities, the lack of drugs, the lack of
money to pay for preventive or treatment costs
etc.

Decision-making and social values
Mistakenly, certain health-care seeking

models are based solely on the individual. Yet,
as people are part of households, families and
communities,45,46 illness is a social matter. 
Therefore, health-seeking itineraries

should be seen in the context of culture and
social organization, including ideologies of
gender, kinship, class and so on. While a
detailed examination of all the factors involved
in decision-making is not possible here, we
devote some attention to the most important
structural ones: social networks, social values
and stigma, social pressure and previous expe-
riences. 

Social networks and the Therapy
Management Group
Decisions on health and treatment can be a

complex kinship issue47 and the set of individ-
uals who take charge of therapy management
with or on behalf of the sufferer, called the
therapy management group (TMG),21,48 are key
to understanding HSB. 
According to Janzen21 the TMG exercises a

brokerage function between the sufferer and
the specialist as various maternal and/or pater-
nal kinsmen, and occasionally their friends
and associates, rally for the purpose of provid-
ing information, lending moral support, mak-
ing decisions, and arranging details of thera-
peutic consultation. 
In order to understand the relevance of the

TMG for health-care seeking in a given con-
text, we need to understand: i) the social struc-
ture of the group, i.e. who participates in the
TMG and in what social position; and ii) the
role of the individuals within this group, i.e.
who gives advice, who decides what, who pays,
who accompanies the patient, who seeks infor-
mation, who takes care of the patient, etc. 
Within the TMG structure and functioning

there are certain key factors such as gender
roles and relations, age and authority, social
position, etc. The most obvious example of the
importance of gender is found in caring, which
is widely understood as a woman’s role.
Paradoxically, while in many African commu-
nities mothers are the main caretakers and
therefore the ones who first notice their chil-
dren’s signs of illness, it is the father who usu-
ally controls economic resources and conse-
quently decides about treatment.39 According
to Mwenesi,39 health programs should there-
fore not only target mothers but also fathers in
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awareness rising for disease control. 
However, it is important to distinguish

between normative (in line with social norms)
and normal (actual) behavior: in Tanzania, for
example, decision making and cash control are
normatively in men’s hands, but for natural ill-
nesses like malaria it is normally the mother
who decides and pays for the treatment.49

Moreover, the TMG is a changing institu-
tion. The number of people involved, and the
weight, intensity and commitment of the TMG
depends on many factors, including age and
sex of the ill person; type of family (e.g. extend-
ed, nuclear, single parents); social position
and social capital; and severity, length and
costs of the illness. For example, the TMG is
usually bigger, more active and committed for
mystical diseases, i.e. ancestors’ punishment
or witchcraft, that afflict the family as a whole,
than for natural (or simple) illnesses, which
affect just the ill person.50

Social values and stigma
Like any kind of behavior, health-seeking is

founded on social values. Social values tacitly
define what particular behavior is expected
from a woman or a man, being rich or poor,
when young or later in life, and in any given sit-
uation. Social prestige, shame, social discredit
or stigma are related to whether one’s actions
have abided by expectations or violated them.
The question is how and to what extent social
values hinder or facilitate health seeking.
For example, owning a mosquito net can be a

sign of wealth or responsibility; and caring for
the family a source of prestige for men (the
responsible father). On the contrary, fear of
being labeled as a bad mother and shame
because one’s child looks dirty or ill, too thin, etc.
can act as an obstacle for health-care seeking,51

relevant, for example, for the use of intermittent
preventive malaria treatments in infants
(Gabon, communication of the authors).
Similarly, since health centers are public spaces
where some socially discrediting52 and stigma-
tizing conditions can be aired, fear of losing face
and social exclusion are often powerful barriers
for accessing care.53,54 This is an important prob-
lem for public health, affecting, for example,
access to antenatal care for pregnant teenagers
and use of intermittent preventive malaria treat-
ments in pregnant women.52

A neglected question in HSB studies is: when
resources are scarce, who has priority for using
preventive measures or receiving treatment in
the household? Social values related to gender
and age are, again, relevant. Priorities are estab-
lished according to these social values and prag-
matic reasoning. For example, among the Luo in
Kenya, parents sleep on a bed with a mattress
and have priority access to the only bed net in the
house, if one exists. The rest of the family sleeps
on the floor on shared papyrus reed mats. When
asked to explain this custom, several mothers

said that there is no money to buy extra bed nets,
and children can endure lack of sleep due to mos-
quito nuisance. It is the adults who have to strug-
gle to provide for them and therefore need to
sleep well.55 In this example, project priorities for
disease control (children under five and preg-
nant women) clash with Luo’s criteria for the use
of preventive measures (i.e. bed nets).

Social pressure and social support 
Social pressure is a powerful tool to main-

tain people’s behavior within the norms and
values of social groups and subgroups. It is
important to distinguish between social pres-
sure (i.e. the one exercised by neighbors, fam-
ily members or peers) and official pressure
(i.e. legal and other forms of pressure exer-
cised by authorities). For example, for vac-
cines, official pressure can be high while
social pressure may be low or non-existent.
The strength of social pressure depends on a
variety of factors, for instance whether the
problem or health activity is perceived to be a
community matter or a private issue, or the
degree of social cohesion. 
However, the mere perception of social pres-

sure may influence behavior56 as referred to in
social psychology as the subjective norm, i.e. the
belief whether other relevant persons will
approve one’s behavior, plus the personal moti-
vation to fulfill the expectations of others.57

For instance, unlike with HIV/AIDS, tubercu-
losis or witchcraft-related health problems,
malaria is a socially acceptable disease, with low
social pressure to seek treatment or to pay for
treatment.3 In southeastern Tanzania, for exam-
ple, although a good father is the one who cares
for his children – and paying for his child’s treat-
ment is a father’s responsibility – social pres-
sure to observe this obligation is very low.49,58

Previous experience
Previous experience with health resources

makes people develop ideas on how a product
or a system works, and they acquire a sense of
familiarity with these resources. Moreover,
previous experience contributes to satisfac-
tion/dissatisfaction and influences perceived
quality of care, waiting time, costs, etc. It also
generates expectations and gives a frame of
reference for the comparison between differ-
ent preventive tools and/or health providers. In
addition, previous experience with a disease
helps build up cognitive schemas on disease
manifestations, which are essential for symp-
tom recognition. According to Weller,37 in a
Guatemalan community prior experiences
with a disease were one of the three key fac-
tors for treatment choice.

Access to care and resource
seeking
It has become popular among researchers to

use different categories grouping key factors
for HSB. The best known examples are known
as the five As: availability, accessibility, accept-
ability, accommodation and affordability of
health resources.59 The advantage of this cate-
gorization is the easy identification of key
potential barriers for adequate treatment.
Research on the access determinants requires
an understanding of both the provider and the
demand sides. 

Availability, accessibility and
accommodation
Availability of health resources within a

political region and/or geographical area, and
accessibility to these resources by the popula-
tion, and accommodation between the health
services and people’s needs are the basic
determinants for access to health care.
Availability is mainly a health policy issue, at
local, national and international level, while
accessibility is mainly socio-structural. 
Research on availability and accessibility

focuses on topics such as: i) geographical loca-
tion of health resources, including hospitals of
different levels, health centers and pharma-
cies; ii) availability of diagnostic tools; ii)
availability of health personnel, including
Village Health Workers and other community
workers; iv) availability of pharmaceutical and
other treatment resources; v) availability of
preventive measures, e.g. mosquito nets; vi)
availability of traditional and informal health
care providers; vii) distance from home to
health resources; viii) distance from fields,
forest or working place to health resources; ix)
mobility factors, e.g. state of the roads, safety,
transport options (i.e. bus, car, bicycle, etc.
from the demand side; and the presence of an
emergency system – radio, ambulance and
other vehicles – from the health sector); x)
health facilities opening hours; and xi) wait-
ing time at the health center and people’s work
load.

Acceptability 
Acceptability is related to the social and cul-

tural distance between the provider and the
demand sides. Research on acceptability of
health care resources is frequently reduced to
satisfaction studies. Although people’s satisfac-
tion is pivotal for acceptability, there are other
factors at play: i) clear communication and
respect; ii) confidentiality and privacy; iii) per-
ceived quality of care; iv) perceived benefits, v)
perceived inconveniences and, vi) perceived
risks of preventive measures and treatment.
The health personnel-client dynamic can be

in itself a barrier for health care. Major com-
plaints concerning health personnel behavior
include poor explanations on dosage and treat-
ment regimens; rudeness on the part of health
personnel; and a blaming-the-victim mentali-
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ty.60,61 However, such health personnel respons-
es should be contenxtualized and one must
first look at the low salaries, and poor working
conditions, of health personnel and more
broadly at institutional cultures that tend to
reproduce inequitable power relations and
related abuse. 
Acceptability of health services and products

is a complex issue. Health resources generally
have direct perceived benefits and inconven-
iences; however complementary or secondary
perceived benefits (i.e. not related to the main
health issue, such as attending an expensive
clinic which confers prestige), and risks
(expected problems or difficulties), are also
influential in health services acceptability. An
example of these acceptability categories with
regard to bed nets as a malaria control meas-
ure41 is shown in Table 1.

Affordability
Disease related costs cannot only hinder

prompt treatment seeking but can also have a
serious negative impact on people’s economic
resources.62 To facilitate research, it is neces-
sary to distinguish between direct costs (med-
ical or non-medical), indirect costs and intan-
gible costs.
Direct costs are costs linked with seeking and

receiving treatment and preventive measures
and can either stem from medical treatment
(direct medical costs), i.e. hospital costs, health
centers’ and practitioners’ fees, medicine, etc.,
or from other expenses that are not medical
such as transportation costs, meals and accom-
modation (direct non-medical costs).62

Indirect costs refer to productivity loss or
earnings loss due to the morbidity time during
which the patient and caretaker(s) stop or
reduce productive activities while seeking or
receiving treatment. 
Incalculable or intangible costs are those

costs for certain consequences of illness that
cannot be expressed or directly converted into
monetary values. These include some of the ill-
nesses’ long-term consequences such as aban-
donment of schooling, disability and deformity,
social exclusion, and psychosocial factors. 

Resource seeking and coping
strategies
When patients or caretakers do not have cash

to cope with disease costs, they usually employ
a series of strategies to find the required
resources or to deal with the consequences of
the lack of those resources. Resource seeking is
often an itinerary, with different steps, which
includes asking relatives and neighbors for
cash, selling assets, borrowing, etc. This
process, sometimes described as a race, may be
shorter or longer depending on the social net-
works, on particular conjunctures, e.g. availabil-
ity of money or casual work, on the illness

course, etc. and is closely linked to social vul-
nerability.49 Resource seeking can be an impor-
tant source of delay and therefore requires
detailed scrutiny. 
A second structural category for research are

coping strategies, which are punctual strategies
activated in order to cope with disease. Coping
strategies usually include occasional work, child
labor, borrowing money, theft, sales of food
stores and productive assets, etc.63 When ana-
lyzing coping strategies, it is important to
include not only tangible costs but also the
capacity to activate relevant networks in asking
for support from other family members, other
households, patrons, the government, etc.64 To
avoid the risk of exhausting these resources,65

people may opt to delay or abandon treatment,
which can increase the patient’s physical vul-
nerability if delay or the lack of adherence leads
to further complications of the disease.52

Medical pluralism
Medical pluralism66 refers to the different

types of health provision that coexist in a terri-
tory and their relationships to one another.
Although throughout Africa, malaria is gener-
ally considered to be the disease best treated
by biomedicine,3 convulsions and chronic com-
plications such as severe anemia and
splenomegaly are treated by traditional heal-
ers, often in combination with biomedical
treatments.3,24,39 To start with self-treatment at
home with subsequent visits to health care
professionals, and switching between different
health care sectors, is common22,24,67

Kleinman13 developed the concept of Health
Care System and its three sectors: i) the pro-
fessional sector (e.g. biomedicine, Ayurveda,
homeopathy, etc.); the folk sector (e.g. tradi-
tional and neo-traditional medicine, churches,
etc.) and the popular sector (home treatment).
It is important to distinguish between public
and private sectors, as they can share medical
paradigm, though they can be different in
terms of resources, structure, praxis and insti-
tutional culture. In the PASS-model, we employ
the distinction between the main categories of
biomedical, traditional medicine and home
treatment. Depending on the context, other
categories might be preferred. 
A very useful concept for understanding

medical pluralism is the medical division of
labor,68 i.e. which medicines are considered
particularly competent for treating different
symptoms and diseases. For example, in
Tanzania spiritual healers are considered com-
petent for treating witchcraft, while normal
malaria, AIDS, tuberculosis, and so on, are the
domain of biomedicine. Likewise, stomach-
ache is the competence of herbalists. Some
diseases can be treated by both herbalists and
biomedical specialists and the actual choice
will depend on other factors such as costs, the
personality of the health provider, and dis-
tance.69

The role played by traditional healers cannot
be minimized. In rural Africa, medical doctors
are outnumbered by traditional healers.
Furthermore, the traditional healers are locat-
ed in places where the community has easy
access. This makes them popular and readily
relied on by communities.70 However, there is a
risk in assuming that traditional medicine is a
source of delay. Although in certain situations
this may be the case, it is necessary to
research and understand all therapy choices
made in peoples’ complete itineraries and not
just the first option.49,71 For example, in
Tanzania, for treating convulsions, enlarged
spleen and anemia, attending a local healer did
not cause delay, since the traditional treatment
served to cool down the disease before taking
the child to the hospital.30

Conclusions

In academic, policy and non-governmental
organizations (NGO) circles, it is widely
accepted that there is a compelling need to
study HSB and access to care.72 The PASS-
model, originally developed for malaria, pro-
poses an easy-to-use, hands-on tool that helps
researchers in the field to identify the right
variables within the broad spectrum of factors
that are potentially relevant for explaining
HSB and access to care. The purpose being
that any researcher interested in situating
health behavior in a given social, political, and
economic landscape can use this tool for any
health condition, in low income as well as high
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Table 1. Acceptability categories for bed nets.

Perceived benefits Perceived risks

Malaria prevention Insecticide is dangerous for children
Perceived complementary benefits Perceived inconveniences

Protects from insects and other animals Heat
Protects from dust and dirt Mounting is a bothersome activity
Provides intimacy Problems related with color symbolism
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income countries.
The PASS-model for HSB and access to care

research is a pathway model that integrates
elements from other models. Founded on theo-
ry, it facilitates the formulation of questions to
cover the broad array of elements that guide
HSB and access to care. It is adaptable to dif-
ferent contexts and research questions. The
PASS-model does not only list, but it also inter-
laces different factors and facilitates analysis
of the accumulation of elements and the vari-
ous logics behind HSB processes. 
In order to meaningfully use this tool, the

PASS-model has to be adapted to different con-
texts and research topics, since not all listed
factors are relevant in all contexts. Depending
on the intervention, disease and setting, some
factors deserve more in-depth analysis while
others need less emphasis. For example, adapt-
ed to malaria, the model emphasizes access to
treatment for childhood malaria58 and for
acceptance of intermittent preventive treatment
in pregnancy (IPTp).52 The model was further
adapted for prevention with insecticide-treated
bed net (ITN).73 In the study of Buruli ulcer dis-
ease,74 the focus was on the costs of treatment
as a major obstacle for access to care. And the
model applied to HIV/AIDS stressed the multiple
uses of health resources.69

Furthermore, the different factors included
in the model have to be situated within the
frame of specific cultures and societies. For
example, access to care and resource seeking
need to be understood in the context of gen-
der and class inequalities;75,76 decision mak-
ing and perceived etiology need to be consid-
ered in the wider context of worldview and
dominant ideologies. Most importantly, it
must be kept in mind that HSB or access to
care cannot be explained by individual or
detached factors.
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