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ABSTRACT
Objectives Lay consultation is the process of discussing
a symptom or an illness with lay social network members.
This can have positive or negative consequences
on health-seeking behaviours. Understanding how
consultation with lay social networks works in informal
urban settlements of low-income and middle-income
countries (LMICs) is important to enable health and policy-
makers to maximise its potential to aid healthcare delivery
and minimise its negative impacts. This study explored the
composition, content and consequences of lay consultation
in informal urban settlements of LMICs.
Design Mixed-method systematic review.
Data sources Six key public health and social science
databases, Google Scholar and reference lists of included
studies were searched for potential articles.
Eligibility criteria Papers that described discussions with
lay informal social network members during symptoms or
illness experiences.
Data analysis and synthesis Quality assessment was
done using the Mixed Methods Appraisal Tool. Data were
analysed and synthesised using a stepwise thematic
synthesis approach involving two steps: identifying themes
within individual studies and synthesising themes across
studies.
Results 13 studies were included in the synthesis. Across
the studies, three main categories of networks consulted
during illness: kin, non-kin associates and significant
community groups. Of these, kin networks were the most
commonly consulted. The content of lay consultations
were: asking for suggestions, negotiating care-seeking
decisions, seeking resources and non-disclosure due to
personal or social reasons. Lay consultations positively
and negatively impacted access to formal healthcare and
adherence to medical advice.
Conclusion Lay consultation is mainly sought from social
networks in immediate environments in informal urban
settlements of LMICs. Policy-makers and practitioners
need to utilise these networks as mediators of healthcare-
seeking behaviours.
PROSPERO registration number CRD42020205196.

BACKGROUND
Lay consultation refers to the process of
discussing a symptom or an illness with
informal social networks, such as family and

Strengths and limitations of this study
► This is the first study to synthesise evidence on

the composition, content and consequences of lay
consultation in informal urban settlements of low-
income and middle-income countries.
► The review adopted a mixed-
method design and
synthesised evidence from studies with various
study designs using a thematic synthesis approach.
► This review’s main limitation is that only studies on
lay consultation during illness were included; this
excludes studies on other healthcare aspects such
as prevention and health maintenance.

friends. Informal social networks are an
individual’s personal ties outside the formal
medical system.1 Lay consultation theory
was introduced by Freidson (1970), and its
proponents use a combination of functionalist and interactionist perspectives to explain
that informal social networks tend to act as
‘lay consultants’ to persons experiencing
illness or health concerns.2 In acting as lay
consultants, the networks might contribute to
the process of sense-making for a health situation and offer various forms of social support
including, information (eg, lay advice),
appraisal (eg, lay evaluation of symptoms),
instrumental support (eg, financial assistance) or emotional support (eg, showing
sympathy).3
Lay consultation differs from other
informal health interactions, as it occurs in
the context of a symptom or illness experience.3 Such experiences are often characterised by a heightened need for social support
and care, especially when severe and surpass
individuals’ coping capacity.4 Lay consultants contribute to health-seeking decisions,
and their roles are particularly important in
contexts where healthcare access is poor.5
Some studies have found that lay consultants
promote positive health-seeking behaviours,
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including encouraging prompt formal care-seeking and
providing referrals to care providers.6 7 However, other
studies have found that they discourage healthcare-
seeking through rumours or contribute to health-seeking
delay due to time used in the consultation.8 9
This review considers the use and impacts of lay consultation in informal urban settlements of low-
income
andmiddle-income countries (LMICs). We acknowledge
that ‘Informal urban settlements’ is used interchangeably
with ‘slums’ in the literature, but we adopt the former
as the latter may be defamatory.10 Informal urban settlements are make-shift low resource settings in cities of
LMICs, which houses more than 60% of the urban population.11 These settlements are densely populated and
lack basic social and physical amenities (including clean
water, proper housing, hygienic environment, security),
contributing to a high burden of diseases.12 Previous
studies have found difficulties in accessing comprehensive
formal medical care in informal urban settlements,12 13
and many rely on informal social support to cope with
illnesses.14 Understanding the use and roles of informal
social networks during illness in such contexts is therefore important.
Lay consultation may be different in informal settlements for four major reasons. First, informal social
networks are the main sources of support during illness.14
Second, while the demands are high, access to lay consultants can be challenging as the informal networks are
limited and transitory.15 16 Third, creation and sustenance of community social capitals (actual or potential
resources obtainable from social networks)17 are difficult,
as informal settlers tend to be detached from non-kin
community networks, and are often unable to provide
continuous support to others to protect their mental
and physical health.18 Fourth, informal settlers tend to
lack access to weak ties, which are the social connections
beyond an individual’s immediate environment that can
facilitate access to wider resources.19 Thus, given these
distinct challenges, it is important to understand the
access to, use and consequences of lay consultation in the
settlements.
There is an increasing call to engage social networks
in facilitating health interventions in informal settlements of LMICs,20 but this is hinged on understanding
how the networks work. This review synthesises available
evidence on the use and influence of lay consultants in
the settlements to help policy-makers and providers draw
on their benefits to maximise value from healthcare and
mitigate their negative effects. We aimed to answer three
questions: (a) which informal social networks provide lay
consultation? (b) what is the content of the lay consultation? (c) what are the consequences of lay consultation
on health-seeking behaviours?

and mixed-methods empirical studies in a single review.
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses guidelines were followed in reporting this
review.
Eligibility criteria
We included studies that (a) reported discussions with
informal social network members regarding a symptom
and illness experience; (b) collected primary data using
quantitative, qualitative or mixed methods. The discussions could be initiated by the person with symptoms or
illness conditions, a caregiver or someone within their
informal social network. The network members had to
be lay people, for example, family and friends. We also
included studies where people consulted community
health workers (CHWs) for advice only and not treatment. CHWs are lay community members, who receive
minimal health training to support formal healthcare
delivery in hard-to-reach areas in LMICs.22
We excluded (a) studies on prevention and general
health behaviours, as these are different from symptom
and illness situations, which implies the perceived presence of abnormal health condition and need for care.23
(b) Studies where the focus was on the management of a
long-term condition such as HIV or diabetes which had
become part of the routine daily life for the individual
and there were no new symptoms or illness experiences;
(c) lay consultation with informal healers such as traditional medicine practitioners or spiritualists, as they have
indigenous medical knowledge and are alternative health
providers in LMICs24 and (d) lay consultation in informal
settlements in high-income countries.
Search strategy
We searched for relevant articles using six electronic databases (Medline, CINAHL, PsycINFO, Web of Science,
Scopus and Applied social science index and abstracts)
up to September 2020. In each database, we combined
keywords and MESH terms associated with social networks,
lay consultation, illness behaviours and informal settlements and
a list of LMICs25 (see online supplemental file 1), using
Boolean and connectors to search for articles. There were
no language, document type or time barriers restrictions.
Supplementary searches were conducted using Google
Scholar and reference lists of retrieved articles.

METHODS
A mixed-methods systematic review design was adopted.21
The design allows for including qualitative, quantitative

Study selection and appraisal
We collated the identified records into Endnote for
deduplication.26 The deduplicated articles were then
transferred into Rayyan, a web-tool for systematic reviews
that allows collaborators to independently screen title
and abstracts and compare their decisions,27 for further
screening. Two researchers conducted the screening.
After an initial title and abstract screening, a full-text
appraisal of the identified articles was carried out against
the study inclusion criteria. At each stage, the two
researchers screened the papers independently and then
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met to compare their decisions. Any disagreements were
resolved by consulting a third reviewer.
Data extraction
A data extraction form was developed to extract the characteristics and findings of the included studies. A pilot
testing involving data extraction from three articles was
done by the primary reviewer and reviewed by two other
researchers. Data extracted were publication details,
country, study area, study design, objectives, sampling,
data collection, analysis techniques and relevant findings
from each study. The remaining data extraction was done
by the primary reviewer and checked by a second and
third reviewer.
Quality assessment
The Mixed Method Appraisal Tool (MMAT),28 which
contains criteria for assessing multiple study designs, was
used to assess the methodological quality of the included
papers. The MMAT assess each study design using five
criteria, and a score of 1 is given when a publication
meets each criterion. Each study’s overall quality score
ranged from 0/5 (no criterion is met) to 5/5 (all criteria
is met). We described the quality assessment scores of
included studies but did not exclude any study based on
the scores; this was to ensure that we gathered data from
all studies that have been done on the research topic.
However, where it was important for understanding study
results, we highlighted the methodological limitation of
a study when presenting its results. Two researchers independently assessed the papers’ quality, and all disagreements were discussed with a third researcher.
Data analysis and qualitative synthesis
We initially summarised the characteristics of all included
studies. We then used a stepwise thematic approach to
synthesise the qualitative, quantitative and mixed-methods
findings from the included studies.29 This approach
consisted of two stages: (i) identification of patterns and
themes within each study based on the research questions, and (ii) synthesising of themes across studies. In the
first stage, we used the research questions to provide an
overarching structure for the analysis. Three researchers
independently read each study’s extracted findings and
identified codes under each research question. We then
compared the identified codes and generated themes
under each research question. In the second stage of
synthesis, we compared the generated themes for each
research question across studies and developed a final list
of analytical themes.

for qualitative thematic synthesis. The information on the
screening and selection process is shown in figure 1.
The 13 included studies were conducted in five countries: six studies in India, three in Kenya, two in Bangladesh, one in Nicaragua, and one in the Philippines. The
timing of publication ranged from 1998 to 2019. The
seeking behaviours
studies focused on different care-
and reported findings beyond lay consultation; thus,
only findings relevant to our review were included. The
data presented on lay consultation in almost all papers
except30 were relatively little, and the phenomenon was
not discussed in great detail. Relevant qualitative data
were reported in 10 papers, and quantitative data were
reported in three papers. Information on the study characteristics is shown in table 1.
Using the MMAT to assess the methodological quality
of the included papers, we found almost all studies that
reported qualitative data met all the criteria, except one
study31 that scored 4/5 due to insufficient data to support
the results presented. Of the three quantitative descriptive studies, only one32 met all the criteria. The other two
papers33 34 scored 2/5 and 3/5, respectively, as information on the sample representativeness, low response rates
and analysis procedures were not adequately provided.
The detailed quality assessment of the included studies is
present in table 2.
In the following sections, we present the thematic analysis and synthesis of findings based on our three research
questions. The research questions were used as overarching themes, and descriptive themes were identified and
discussed under each one. An overview of the identified
themes and their associated references is presented in the
concept matrix in table 3.
Who provides lay consultation?
We identified three main categories of lay consultants: kin
networks, networks by association and significant others
in the community.
Kin networks
Kin networks comprising family members and relatives
were reported as lay consultants in all but one33 of the
included studies. Specifically, spouses, parents, in-
laws
and grandmothers were mentioned. Nuclear family
members were particularly identified as critical sources
of support and advice during illness. One study reported
that nuclear family members were usually the first point
of contact during illness and were more trusted with
information about stigmatising illnesses.30

RESULTS
Overview of included studies
The systematic search strategy yielded 5740 records.
Following deduplication and title and abstract screening,
86 articles were identified for full-text screening. Of these,
13 articles met the inclusion criteria and were included

Non-kin associates
These refer to persons connected to an individual through
friendship ties, engagement in similar activities or physical
proximity. We found three groups under this category:
friends,34 35 neighbours36–39 and colleagues.30 35 Neighbours in shared structures were sometimes consulted or
volunteered health advice when they noticed unusual
symptoms in others.38 While colleagues were common
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Figure 1 Summary of the literature search process following PRISMA reporting guidelines. PRISMA, Preferred Reporting Items
for Systematic Reviews and Meta-Analyses.

sources of advice, employers discouraged discussing
health problems in the workplace.30 As informal settlers
were mostly casual workers, extra caution was employed
in seeking health advice from others to avoid wasting time
or showing signs of poor health to their employers.30
Significant others in the community
These were influential community members consulted
for specific kinds of advice during illness. CHWs were
consulted for information about formal care services.33 38
Village heads and opinion leaders are consulted when
there was difficulty in making health-seeking decisions
within the home or during health emergencies.40 Persons
with similar illnesses served as mentors and sources of
encouragement to patients.30

about managing symptoms/illnesses, making and negotiating care-seeking decisions with household decision-
makers, seeking material and non-
material forms of
support and non-disclosure due to personal or social
circumstances. These themes denote how people participate or do not participate in lay consultation based on
their health needs, personal characteristics and social
circumstances.

What is the content of the lay consultation?
We identified four themes that describe the content of
social interactions with social networks during illness.
They include: Asking for suggestions and opinions

Asking/receiving suggestions and opinions about how to manage
symptoms/illnesses
In most studies, lay consultation was used to seek or
receive suggestions and opinions about managing
symptoms or illnesses.30–39 41 This kind of conversation involves an obvious search for, or offer of, information at different points within illness pathways. The
kinds of advice sought were about symptom evaluation,
medications, herbal treatments and healthcare facilities.30–37 39 41
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Table 1 Study characteristics

Paper

Main objective/research
question of the study

Method of data
Study design collection and
relevant to
analysis relevant to
the review
the review

Participants
relevant to the
review

Country

Study area

Nicaragua

A Barrio in
Managua

To examine the use of herbal
remedies in treating common
illnesses.

Qualitative

Open-ended
interviews; content
analysis

25 women and
2 men who
had been ill in
the 3 months
preceding the
survey.

Kenya
Amuyunzu-
Nyamongo and
Nyamongo37
2006

Kawangware,
Korogocho,
Viwandani and
Njiru, in Nairobi

What actions do mothers take
during childhood illnesses?

Qualitative

In-depth interviews;
thematic analysis

62 mothers of
under-5 children
who had been
sick in the
previous 3 months
preceding the
study.

Angeli et al39
2018

Slum areas of
Ahmedabad,
Gujarat

To understand the drivers of
choice among Bottom of the
Pyramid (BOP) patients by
employing grounded theory
methods; to ﬁnd out BOP
patients’ main concerns and
social processes in making
consumption choices.

Qualitative

Interview schedules/
content analysis

21 slum residents

Bhandari et al31 India
2002

Two slums in
Delhi

To obtain insights into the
Verbal
processes underlying infant
autopsies
deaths to help identify preventive
interventions which may bring
down infant mortality rates
further.

Semi-structured
questionnaire
developed and
validated by the WHO

Not clear

Das et al30 2018 India

Four urban
To uncover the many facets of
Qualitative
slums in Kolkota lay decision-making before future
and Banglore
action is taken and the reasons
underpinning illness-expressing
behaviour among Indian urban
slum dwellers.

Semi-structured in-
depth interviews;
thematic analysis

218 participants
(105 men and
113 women) that
experienced
illnesses in 1 year
preceding the
study.

de Zoysa et al36 India
1998

A dense slum
settlement in
New Delhi

To assess maternal recognition
and interpretation of illness
in young infants, and identify
constraints to the adequate
provision of care for the illness.

In-depth interviews
using narratives;
focused ethnography
approach to analysis

37 mothers of
young infants
(between 1 week
and 2 months
of age) who
complained of a
recent or current
illness in their
young infants.

Essendi et al40
2011

Viwandani and
Korogocho,
Nairobi

To investigate poor urban Kenyan Qualitative
men and women’s views on the
factors that hinder the uptake of
formal obstetric care services.

Focus group
discussions; thematic
analysis

16 focus groups;
Women who had
life-threatening
obstetric
complications
and failed to seek
healthcare in the
2 years preceding
the survey;
their partners,
opinion leaders,
Traditional Birth
Attendants and
older women in
the communities.

41

Ailinger et al
2004

India

Kenya

Focused
ethnographic
study

Continued
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Table 1 Continued

Paper

Main objective/research
question of the study

Method of data
Study design collection and
relevant to
analysis relevant to
the review
the review

Participants
relevant to the
review

Country

Study area

Ghosh et al
2010

India

Patpur slum,
Bankura, West
Bengal

To determine the prevalence of
chest symptomatics among the
study population, study their
healthcare seeking behaviour
and identify the underlying
sociodemographic correlates

Cross-
sectional,
descriptive
community-
based study

Semi-structured
questionnaire;
proportions

64 people with
cough for 3
weeks or more
with or without
haemoptysis,
fever, chest pain,
weight loss and/or
night sweating.

Hu et al38 2012

The
Philippines

Payatas slum in
Quezon city.

To characterise tuberculosis
care-seeking in Payatas and
identify facilitators and barriers
at the individual, household,
community and health-system
levels from the perspective of the
community.

Qualitative
study
design using
multimethods

Semi-structured
in-depth interviews
and focus group
discussions; thematic
analysis

13 female
patients receiving
treatments for
tuberculosis from
health centres

Taffa et al32
2005

Kenya

Kawangware,
To assess the healthcare
Korogocho, Njiru utilisation among slum residents
and Viwandani
in Nairobi City, Kenya.

A pilot
study by the
Nairobi Urban
Demographic
Surveillance
System
(NUDSS).

Child morbidity
interview
questionnaires adopted
from UNICEF multiple
indicator cluster survey
(MICS2) and the WHO
integrated management
of childhood illness/
percentages.

264 children in
whom morbidity
was reported
at least once
during a 9-month
observation
period.

Uzma et al42
1999

Bangladesh Slums in the
four wards of
Motijheel thana,
Dhaka city

To describe the circumstances
Qualitative
of women following childbirth by
exploring patterns of birth-related
illnesses, their healthcare seeking
behaviour and their beliefs and
attitudes relating to both their
illnesses and any services they
have received.

Semi-structured
interviews and focus
group discussion; not
reported

122 women with
recent childbirth
experience;
8 women in the
community below
50 years of age.

van der Heijden Bangladesh Kamrangirchar
et al35 2019

To document how people
perceive their health and care
options and seek healthcare
within the community.

Qualitative
descriptive
explanatory
design

In-depth interviews,
using a flexible
participant-led
approach based on a
topic guide; inductive
thematic analysis

13 women; 14
factory workers

Waghela et al33
2018

To understand the role of
Mitanins (community health
workers) in health seeking of their
slum population.

Descriptive
cross-
sectional
study

Prestructured
questionnaire/
descriptive statistical
analysis

500 slum
residents

34

India

Slums of Durg
and Bhilai

Making and negotiating care-seeking decisions with household
decision-makers
Two studies reported that people talked about their
illness with household decision-
makers in control of
decisions about the use of healthcare facilities.35 42 Both
studies found that this was common among women with
limited autonomy and financial power, who required
their husbands’ approval and support. In contrast, more
financially independent women and those living separately from their husbands reported more autonomy in
healthcare-seeking decisions.35

of support.30 36 38 The forms of support were cash loans or
child care support to enable access to formal healthcare
services, reassurance and emotional support to cope with
illness and companionship to healthcare facilities.30 36 38

Seeking material and non-material forms of support
Some people discussed their health conditions with others
in their networks to seek material and non-material forms

Non-disclosure due to personal or social circumstances
Four studies discussed how people avoided consulting
social network members for advice or support due to the
nature of the illness, sociocultural factors and perceived
lack of community support.30 35 38 40 In two studies, participants reported that they avoided discussing stigmatising
illnesses with neighbours to avoid being gossiped about,
isolated or discriminated.38 40
Stereotyped conditions, particularly sexual and reproductive health issues, were also less discussed with social
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de Zoysa et al

 

 

2005
Yes

Yes

Cannot tell

Yes

Cannot tell

Quantitative
(descriptive)
Yes

Is the sample
representative of the
target population?

Yes

Yes

Yes

Is the sampling
strategy relevant
to address
the research
question?

 

Ghosh34 2010

Yes
Yes

Yes

32

Taffa et al

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

No

Yes

Yes

Yes

Is the interpretation
of results sufficiently
substantiated by
data?

Yes

Yes

Yes

Cannot tell

Yes

Cannot tell

Are the measurements Is the risk of non-
appropriate?
response bias low?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Are the qualitative
data collection
methods adequate to Are the findings
address the research adequately derived
question?
from the data?

 

Waghela et al33 2018

Uzma et al42 1999

 

 

Hu et al38 2012

1998

 

Heijden et al35 2019

36

 

Essendi et al40 2010

Das et al

 

 

Bhandari et al31 2002

2018

 

Angeli et al39 2018

30

Yes

 
Yes

Yes

 

2004

Qualitative

Is the qualitative
approach
appropriate
to answer
the research
question?

Methodological quality criteria

Amuyunzu-Nyamongo and
Nyamongo37 2006

41

Study design

Quality assessment using mixed-methods appraisal tool

Allinger and Zamora

Studies

Table 2

Yes

Yes

Cannot tell

Is the statistical
analysis appropriate
to answer the
research question?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Is there coherence
between qualitative
data sources,
collection, analysis
and interpretation?

3

5

2

5

5

5

5

5

5

4

5

5

5

Overall score
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2004

*

*

*

Hu et al38 2012

Taffa et al32 2005

Uzma et al42 1999

van der Heijden et al

Waghela et al33 2018

*

*

Ghosh et al34 2010

2019

*

Essendi et al40 2011

35

*

de Zoysa et al36 1998

*

*

2002

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

*

Significant
others

Asking/
receiving
suggestions
or opinions

*

*

*

*

Making and
negotiating
health-seeking
decisions

*

*

*

Seeking
material and
non-material
forms of
support

What is the content of lay consultation?

*

Das et al30 2018

Bhandari et al

31

Angeli et al39 2018

Amuyunzu-Nyamongo and
Nyamongo37 2006

Kin

Non-kin
associates

Who provides lay consultation?

Themes

Concept matrix identifying main themes

41

Ailinger et al

Studies

Table 3

*

*

*

Non-participation
due to personal
or social
circumstances

*

*

Motivate
formal care-
seeking

Positive

*
*

Non-compliance
Influence
with medical
positive
advice due
attitudes
to contrary
towards
suggestions from
formal health social network
providers
members

Negative

*

Poorly-communicated
advice from social
network members
contribute to poor
health-seeking
behaviours

What are the consequences of lay consultation on health-seeking
behaviours?
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networks due to shyness,35 or because it was culturally
inappropriate to do so, especially with the opposite
sex.30
Gender norms also influenced non-disclosure to social
networks.30 A qualitative study exploring the illness disclosure patterns among a small sample of men and women
in an Indian settlement found that men were less likely
than women to seek health advice from their networks.30
While the men expressed that seeking advice was feminine, the women reported that they were expected to
report health concerns to others and seek advice. Consequently, men reportedly had fewer health discussion and
social support networks than women. However, while this
study points out differences in the composition and size
of men and women’s networks, this was a qualitative study
done among a small sample and there were no statistical
tests of differences in men and women’s lay consultation
networks.
Perceived lack of community social support and interdependence discouraged some people from disclosing
their conditions to others to seek their advice or support.30
One study reported that some people did not seek
support from others during illness because they believed
that community members faced several challenges that
weakened their capacity to help others.30 For instance, a
participant in the study explained: ‘Everyone here is busy
fixing their problems, so it is as though I neither have the
patience to discuss symptoms nor do people here have
the patience to listen’. Thus, the perceived lack of reciprocity and support in the community influenced people
to manage illness episodes independently or seek support
only from their household members.
What are the consequences of the lay consultation on healthseeking behaviours?
We identified four themes on the consequences of lay
consultation on health-
seeking behaviours. Two were
on the positive consequences (‘motivate formal care-
seeking’, ‘influence positive attitudes towards formal
health providers’) and two on the negative consequences
(‘non-compliance with medical advice due to contrary
suggestions from social network members, ‘poorly-
communicated advice from social network members
contribute to poor health-seeking behaviours).
Positive consequences
Motivate formal care-seeking
Two studies discussed how lay consultants influenced
people to seek formal care.33 34 In one of the studies,
64 persons with chest symptoms in an Indian informal
settlement were surveyed to understand their healthcare-
seeking behaviour.34 The study found that about 44%
of the respondents visited formal healthcare facilities
based on advice from their family and friends. Similarly,
another study found that advice CHWs influenced formal
care-seeking for chronic or acute illnesses in an informal
settlement in India.33
Onuegbu C, et al. BMJ Open 2021;11:e050766. doi:10.1136/bmjopen-2021-050766

Influence positive attitudes towards formal health providers
Social networks’ influence in encouraging positive attitudes towards formal health providers was discussed in
making
one study.39 The study explored the decision-
behaviours of bottom-of-the pyramid patients (individuals with comparatively weaker earnings) and found
that some patients chose and committed to healthcare
providers recommended by their family members and
neighbours as trustworthy. This was particularly useful as
there was a general attitude of mistrust and uncertainties
about formal healthcare services.
Negative consequences
Non-compliance with medical advice due to contrary suggestions
from social network members
This was reported in a study that explored the pathways
to infant mortality among parents of deceased infants
in a settlement in India.31 Among other reasons, advice
from family members encouraged non-compliance with
the prescribed medical advice on hospitalisation, contributing to infant mortalities. However, this study did not
provide enough information on the family members’
advice to understand the negative impacts further.
Poorly communicated advice from social network members
contribute to poor health-seeking behaviours
One study reported that intrusive and embarrassing
comments from informal social networks deterred people
with tuberculosis (TB) symptoms from seeking appropriate care.38 Some people felt ashamed when neighbours
commented on their TB symptoms and refused to disclose
their TB status or obtain formal medical diagnoses.

DISCUSSION AND CONCLUSION
This review found that illnesses were managed with
advice and support from lay social networks in informal
settlements of LMICs. Closely-knit networks and others
in the immediate environment dominated lay consultation, suggesting a lack of extensive lay consultation
networks. Lay consultation was mainly used to obtain
information and practical resources to aid healthcare-
seeking. However, factors such as perceived illness taboos,
gender norms or perceived lack of community support
discouraged some people from seeking advice or support
from others. The review also showed how lay consultants’
advice contributed positively and negatively to health-
seeking behaviours.
The finding that nuclear family members dominated
lay consultation raises two major issues. First, it reaffirms
the importance of the family as a critical source of health-
related social support in informal settlements of LMICs
and suggests that people who get cut-off from their families due to forceful eviction by city authorities may be
exposed to increased vulnerabilities stemming from loss
of primary means of social support, as highlighted by
other studies on displacement.43–45
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Second, it suggests that the informal settlers may
have lacked access to more extensive networks beyond
their immediate environment. Such networks, known as
weak ties, are important for linking individuals to wider
sources of support.46 On the contrary, reliance on strong
ties (persons who share similar characteristics and are
strongly bonded to each other such as family members)
limits individuals to resources within the network.46
Networks of weak ties, for example, friends from religious or economic groups are hard to create or maintain
in transient urban communities as they require commitments, however, they provide potential benefits.47
Furthermore, the review showed that lay consultation
was beyond the functions of lay consultants in illness
pathways as emphasised by lay consultation theorists,
but it was also a tool for control and discrimination.
Women could not make health-seeking decisions without
consulting their husbands because they were considered
to have lesser financial and decision-making power. This
relates to a broader problem of ‘feminisation of poverty’
in low-income environments, which implies that women
in low resource contexts are overburdened with production and reproduction activities but occupy weaker power
positions in the household.48 49
In addition, some of the included studies reported that
network members used lay consultations to stigmatise
and discriminate against persons with negatively labelled
conditions. Other studies have noted that gossiping in
informal urban settlements is common,50 51 and it is used
as a tool for punishing social deviants.52

with lay social networks. Asking about this can help practitioners understand why a patient seeks their help and
their expectations.
CONCLUSION
Lay consultation is an integral process in the pathways to
healthcare in informal settlements of LMICs. Yet, there
are relatively few studies that have examined its use and
impacts on health-seeking behaviours. Future research
is needed to understand the structural characteristics of
lay consultation networks (such as network size, density,
composition) in informal settlements. This would provide
insights into how lay social networks that provide health-
related support are structured and utilised.
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Acknowledgements Chinwe Onuegbu’s PhD is sponsored by the Chancellors
International Scholarship, University of Warwick, UK.
Contributors CO conducted the search, screening, quality assessment and
wrote the entire review. CO is reponsible for the overall content as guarantor. ML
conducted the second screening of the articles and provided input on the data
collection process. JH and FG were involved in the design of the research and
research protocol, provided input at all stages of the review, reviewed and revised
the papers. All authors approved the final version of the paper.
Funding This research was funded by the National Institute for Health Research
(NIHR) Global Health Research Unit on Improving Health in Slums using UK aid from
the UK Government to support global health research. The views expressed in this
publication are those of the author(s) and not necessarily those of the NIHR or the
UK Department of Health and Social Care.Grant reference number 16/136/87.
Competing interests None declared.
Patient consent for publication Not required.

Strengths and limitations
By focusing specifically on lay consultations for symptom
or illness experiences, our analysis gave insights on its use,
multidimensional functions and health-
related consequences in informal settlements of LMICs. However, we
identified only a small number of papers directly relevant
to our research questions, and within these papers, lay
consultation was often not the main focus. We excluded
studies on consultations with social network members
to obtain support for prevention, health maintenance
and chronic illnesses, so our review’s findings may not
be exhaustive of people’s health-related social support
networks. Our review identified some reasons people
did not access advice or support during illness from their
social network members. However, we did not set out to
find this evidence; a different approach to searching may
reveal more literature on this topic.

Ethics approval Since this was a systematic review of publicly available data, and
no primary data were collected, ethics approval was not applicable.

Implications for policy, practice and research
Lay consultation networks should be recognised as potential mediators for healthcare seeking in policy-making for
informal settlements of LMICs. Accessible and credible
health information resources are important for individuals to obtain formal advice about their conditions and
to check the information obtained from their social
networks. Healthcare practitioners need to recognise that
many conversations about illness and symptoms occur

ORCID iDs
Chinwe Onuegbu http://orcid.org/0000-0001-6372-9390
Frances Griffiths http://orcid.org/0000-0002-4173-1438

10

Provenance and peer review Not commissioned; externally peer reviewed.
Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information.
Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.
Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

REFERENCES

1 Perry BL, Pullen E, Pescosolido BA. At the intersection of lay and
professional social networks: how community ties shape perceptions
of mental health treatment providers. Glob Ment Health 2016;3:e3.
2 Hiscock J. Informal interactions about health: connectedness,
surveillance and the construction of a moral identity: the University

Onuegbu C, et al. BMJ Open 2021;11:e050766. doi:10.1136/bmjopen-2021-050766

BMJ Open: first published as 10.1136/bmjopen-2021-050766 on 21 December 2021. Downloaded from http://bmjopen.bmj.com/ on February 7, 2022 by guest. Protected by copyright.

Open access

of Manchester (United Kingdom); 2013. 10030806. ProQuest
Dissertations Publishing, 2013.
Reeder KM, Sims JL, Shetty SS. Lay consultations in symptom self-
care: a concept analysis for theoretical expansion in research and
practice. Heart Lung 2015;44:548.
Perry BL, Pescosolido BA. Social network activation: the role of
health discussion partners in recovery from mental illness. Soc Sci
Med 2015;125:116–28.
Amoah PA, Edusei J, Amuzu D. Social networks and health:
understanding the nuances of healthcare access between urban and
rural populations. Int J Environ Res Public Health 2018;15:973.
Mwaka AD, Okello ES, Wabinga H, et al. Symptomatic presentation
with cervical cancer in Uganda: a qualitative study assessing the
pathways to diagnosis in a low-income country. BMC women’s
health 2015;15:15.
Arabiat D, Whitehead L, Al Jabery M, et al. Beliefs about illness and
treatment decision modelling during ill-health in Arabic families. J
Multidiscip Healthc 2021;14:14.
Shaw B, Amouzou A, Miller NP, et al. A qualitative exploration of
care-seeking pathways for sick children in the rural Oromia region of
Ethiopia. BMC Health Serv Res 2017;17:184.
Amoah PA. Local patterns of social capital and sustenance of
the community-based health planning services (CHPS) policy: a
qualitative comparative study in Ghana. BMJ Open 2019;9:e023376.
Zerbo A, Delgado RC, González PA. Vulnerability and everyday
health risks of urban informal settlements in sub-Saharan Africa.
Glob Health J 2020;4:46–50.
UN Habitat Global Activities Report 2017 Strengthening
Partnerships in Support of the New Urban Agenda and the
Sustainable Development Goals [press release]. Kenia: United
Nations Human Settlements Programme (UN-Habitat), 2017.
Available: https://unhabitat.org/world-cities-report [Accessed Jun
2020].
Ezeh A, Oyebode O, Satterthwaite D, et al. The history, geography,
and sociology of slums and the health problems of people who live in
slums. Lancet 2017;389:547–58.
Corburn J, Vlahov D, Mberu B, et al. Slum health: arresting
COVID-19 and improving well-being in urban informal settlements. J
Urban Health 2020;97:348–57.
Mpanje D, Gibbons P, McDermott R. Social capital in vulnerable
urban settings: an analytical framework. Journal of International
Humanitarian Action 2018;3:4.
Gundewar A, Chin NP, capital S. Social capital, gender, and health:
an ethnographic analysis of women in a Mumbai slum. Glob Health
Promot 2020;27:42–9.
Adams AM, Nababan HY, Hanifi SMMA. Building social networks for
maternal and newborn health in poor urban settlements: a cross-
sectional study in Bangladesh. PLoS One 2015;10:e0123817.
Bourdieu P. The forms of capital. In: The sociology of economic life.
Routledge, 2019: 78–92.
Greif MJ, Nii-Amoo Dodoo F, Dodoo FN-A. How community physical,
structural, and social stressors relate to mental health in the urban
slums of Accra, Ghana. Health Place 2015;33:57–66.
Morgner C, Ambole A, Anditi C, et al. Correction to: exploring the
dynamics of social networks in urban informal settlements: the case
of Mathare Valley, Kenya. Urban Forum 2020;31:513–4.
parikh priti, Karim YB, Paulose J, et al. COVID-19 and informal
settlements – implications for water, sanitation and health in India
and Indonesia. UCL Open Environ 2020;2:08.
Pluye P, Hong QN. Combining the power of stories and the power of
numbers: mixed methods research and mixed studies reviews. Annu
Rev Public Health 2014;35:29–45.
Nkonki L, Cliff J, Sanders D. Lay health worker attrition: important
but often ignored. Bulletin of the world Health organization, 2011.
Available: https://www.scielosp.org/article/bwho/2011.v89n12/919-
923/ [Accessed jun 2020].
Khoso PA, Yew VW, Mutalib MHA. Comparing and contrasting health
behaviour with illness behaviour. e-Bangi 2016;11:578–89.
Street R, Falkenberg T, Sundberg T. Participation of traditional,
complementary and alternative health practitioners in conventional
health systems in low‐and middle‐income countries. The Cochrane
Database of Systematic Reviews 2019;2019.
The World Bank. Low and middle income 2020 data, 2020. Available: 
worldbank.org/country/X0
Bramer WM, Giustini D, de Jonge GB, et al. De-duplication of
database search results for systematic reviews in endnote. J Med
Libr Assoc 2016;104:240.

27 Ouzzani M, Hammady H, Fedorowicz Z, et al. Rayyan-a web and
mobile APP for systematic reviews. Syst Rev 2016;5:210.
28 Hong QN, Pluye P, bregues S F, et al. Mixed methods appraisal tool
(MMAT), version 2018. Industry Canada: IC Canadian Intellectual
Property Office, 2018.
29 Lucas PJ, Baird J, Arai L, et al. Worked examples of alternative
methods for the synthesis of qualitative and quantitative research in
systematic reviews. BMC Med Res Methodol 2007;7:1–7.
30 Das M, Angeli F, Krumeich AJSM, et al. Patterns of illness disclosure
among Indian slum dwellers: a qualitative study. BMC Int Health Hum
Rights 2018;18:3.
31 Bhandari N, Bahl R, Taneja S, et al. Pathways to infant mortality in
urban slums of Delhi, India: implications for improving the quality of
community- and hospital-based programmes. J Health Popul Nutr
2002;20:148.
32 Taffa N, Chepngeno G, Amuyunzu-Nyamongo M. Child morbidity and
healthcare utilization in the slums of Nairobi, Kenya. J Trop Pediatr
2005;51:279–84.
33 Waghela K, Shah NN, Saha S. Morbidity pattern and role of
community health workers in urban slums of Durg and Bhilai city of
Chhattisgarh. Indian J Community Med 2018;43:229–32.
34 Ghosh S, Sinhababu A, Taraphdar P, et al. A study on care seeking
behavior of chest symptomatics in a slum of Bankura, West Bengal.
Indian J Public Health 2010;54:42.
35 van der Heijden J, Gray N, Stringer B, et al. 'Working to stay
healthy', health-seeking behaviour in Bangladesh's urban slums: a
qualitative study. BMC Public Health 2019;19:600.
36 de Zoysa I, Bhandari N, Akhtari N, et al. Careseeking for
illness in young infants in an urban slum in India. Soc Sci Med
1998;47:2101–11.
37 Amuyunzu-Nyamongo M, Nyamongo IK. Health seeking behaviour of
mothers of under-five-year-old children in the slum communities of
Nairobi, Kenya. Anthropol Med 2006;13:25–40.
38 Hu A, Loo E, Winch PJ, et al. Filipino women's tuberculosis care
seeking experience in an urban poor setting: a socioecological
perspective. Health Care Women Int 2012;33:29–44.
39 Angeli F, Ishwardat ST, Jaiswal AK, et al. Socio-cultural sustainability
of private healthcare providers in an Indian slum setting: a bottom-of-
the-pyramid perspective. Sustainability 2018;10:4702.
40 Essendi H, Mills S, Fotso J-C. Barriers to Formal Emergency
Obstetric Care Services’ Utilization. J Urban Health 2011;88:356–69.
41 Ailinger RL, Molloy S, Zamora L, et al. Herbal remedies in a
Nicaraguan barrio. J Transcult Nurs 2004;15:278–82.
42 Uzma A, Underwood P, Atkinson D, et al. Postpartum health in a
Dhaka slum. Soc Sci Med 1999;48:313–20.
43 Wizor CH, Emerueh CA. Perceived Impact of Urban Waterfront
Dwellers’ Forced Eviction on Housing, Security and Social Support
System in Njemanze and Otodo-Gbame Informal Settlements,
Nigeria. ARJASS 2020:43–56.
44 Sim A, Fazel M, Bowes L, et al. Pathways linking war and
displacement to parenting and child adjustment: a qualitative study
with Syrian refugees in Lebanon. Soc Sci Med 2018;200:19–26.
45 Kaiser BN, Ticao C, Boglosa J, et al. Mental health and psychosocial
support needs among people displaced by boko haram in Nigeria.
Glob Public Health 2020;15:358–71.
46 Granovetter MS. The strength of weak ties. Am J Sociol
1973;78:1360–80.
47 Landau LB. Friendship fears and communities of convenience in
Africa’s urban estuaries: Connection as measure of urban condition.
Urban Stud 2018;55:505–21.
48 Shah NA, Nadeemullah M, Women ZMF. Work, and poverty: gender-
based factors strengthening feminisation of poverty in Pakistan.
Pakistan Journal of Women’s Studies= Alam-e-Niswan= Alam-i
Nisvan 2013;20:87.
49 Collins L, Al-Dajani H, Bika Z. Exploring the “feminisation of
poverty” in relation to women’s work and home-based enterprise
in slums of the Global South. International Journal of Gender and
Entrepreneurship 2014;6:296–316.
50 Wahid SS, Sarker M, Arafat ASME, et al. Tension and other Idioms
of distress among slum Dwelling young men: a qualitative study of
depression in urban Bangladesh. Cult Med Psychiatry 2021:1–33.
51 Cislaghi B, Bankar S, Verma RK, et al. Widening cracks in patriarchy:
mothers and daughters navigating gender norms in a Mumbai slum.
Cult Health Sex 2020;22:166–83.
52 Zietz S, Das M. 'Nobody teases good girls': a qualitative study on
perceptions of sexual harassment among young men in a slum of
Mumbai. Glob Public Health 2018;13:1229–40.

Onuegbu C, et al. BMJ Open 2021;11:e050766. doi:10.1136/bmjopen-2021-050766

11

3
4
5
6

7
8
9
10
11

12
13
14
15
16
17
18
19
20
21
22

23
24

25
26

BMJ Open: first published as 10.1136/bmjopen-2021-050766 on 21 December 2021. Downloaded from http://bmjopen.bmj.com/ on February 7, 2022 by guest. Protected by copyright.

Open access

