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ABRSTRACT

This study aimed at investigating the knowledge, perceptions and atlitudes of both the
communily and traditional healers with regard to the diagnosis and treatment of malaria in
KwaZulu Natal with special reference o Ndumu in the magisterial district

of Ingwavuma. Ingwavuma is one of the two northern magisterial district of KwaZulu Natal

Province which 1s regarded as the highest malana risk district in South Afnca as a whole.

The area has a warm temperature, 27-32°C, which is favourable for the development of the
Annpheles mosquito. The factors predisposing the community to malara nfections were the
socio-economic status of the area which is characternised by poverty, unemployment. poor
housing and illiteracy, cross border migration, drug resistance, the agricultural development

and irrigation scheme.

F.fficient control measures like house spraying a residual insecticide to control malaria vector
mosquitoes, passive surveillance and active case detection with definitive diagnosis and

treatment in place to prevent and control the upsurge of the disease

The objectives of the study were to ascertain the knowledge, attitudes and perceptions of
traditional healers in regard to malaria diagnosis and treatment and that of the community in
relation to malaria treatment and diagnosis by traditional healers. The ultimate objective was
to identify possible forms of collaboration between the traditional and the modern health

services.



The study was conducted from sections 2 — 10 of Ndumu  where the population was 13 047
and 1300 househelds. A random sample of 173 respondents from the community and 70

traditional healers were selected for interview.

Quabtative and quantitaiive methodologics were used in order to collect numerical and
descriptive information. Data was collected using semi- structured questions and two sets

were made: for traditional healers and the community.

The study showed that the community was well aware of the signs of malana, but their
knowledge was not supported by definitive testing and diagnosis of the condition. It came out
that there are forms of health services available at grass root levels for example, self — help,
where an  (ndividual tried on his own (o combat he offending symptoms of the disease,
family support systems, where family members especially the elder member gave support and
assisted during the times of Ul-health, the use of traditional healers, the malaria contro) camp,
clinics and the hospital. The community supported the idea of coltaboration between healers
and the malaria control team and expressed their willingness (o attend the services of a
trained healer.

‘I'raditional healers confirmed the fact thal some community members utilize traditional
healers scrvices and also expressed their wish to see the two forms of health services working

together to control malara.



CHAPTER ONE

L1. INTRODUCTION

Malana is considered one of the most serious tropical diseases i1 many regions of the world.
Malaria occurs in many parts of the tropics and subtropics in the North, Central and South
America, Asia and Oceania (World Health Organization —WBO, 1996). Despite major control

campaigns, the malana situation is deteriorating.

Although malaria occurs in limited areas in South Afiica, it remains endemic in the low
altitudes areas (-1000 meters) of the Northem Province, Mpumalanga . as well as the North
Eastemn part of KwaZulu Natal (figure 1. 1). This latter region is the highest malana nisk region
in the country as a whole le Sueur, Ngxongo, Sharp et al, (1997). A ten year reslrospective
study of malana in KwaZulu Natal indicated 78.6% of the malaria cases in South Africa,
KwaZulu Natal Province. Though malana is found throughout the northem-eastern part of the
province, the highest risk malaria areas are Ingwavuma and Ubombo disiricts, respechively
accounhng for 62% and 13.9% of the malaria cases of the former KwaZulu areas (Ngxongo,
1993).

KwaZulu Natal is a subtropical region with a mean temperature of 27-32° C, an environment
suitable for the development of Aropheles mosquitoes (le Sueur, 1991). Some studies have shown
that malana is seasonal in KwaZulu Natal. It is considered that the disease has the highest
prevalence rate during the months of April, May and June, as a consequence of the January to
April rainfall (Ngxongo, 1993, Sharp et al, 1598).
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Historically, malana i1s endemic in the province, although the Malaria [nformation Systems
(MIS) of the Malaria Rescarch Programime shows that the malana control programme has pul
extensive control measures in place. the incidence of the disease has dramaticallv increased
since 1993 (MIS). Cross-border migration compounds the problem .In 1981 a malaria
bloodsmear was made {rom all people who came into the country through the Muz: Border

post. and 16.1% ol 'the total were malana infected (Sharp et al.. 1988)

Malaria control throughout the province is regarded as effective based on the fact that large areas
are now malaria free in comparison 10 the situation prtor to control (le Sueur et al . 1993). The

following control measures are directed at the parasite and mosquto veclor:

L. Prior to 1996. DDT was sprayed in all homes in the malaria area (o control the mosquito
vectors. ‘The residual effect of DDT continued for several months to kill indoor resting
mosquioes. reducing transmission of the parasite. In 1994, 74,1354 houses were treated
with DDT (Sharp and le Sueur. 1996). The synihetic pyrethroid Deltamethrin®’ replaced

the use of DDT for vector control in 1996,

2. Passive Surveillance: a comprehensive health service is provided by clinics and hospitals

and definiuve diagnosis and treatment of suspected malana palients done.

3. Activesurveillance: microscope based mass blood examination were done to identify the
presence of lhe parasites in  human blood and all dtagnosed cases are treated (Sharp and

le Sueur, 1996).

4. Prophylactic measures are recommended f[or tourists and high risk groups, i.e. children
and pregnant mothers, 10 (urther augment malarta prevention strategies (Sharp and le

Sueur, 1996, Department ol Health, 1998).

Despite all these measures to control malaria, the situation gets worse everv vear (MRC, 1993).
This is due to a number of constraints reducing the effectiveness of malaria control. The most

important exacerbating fact of all is the development of chloroquine resistance by PPlasmodium



Jalciparum. The latter is the main malaria parasite in the malaria areas of South Africa which
includes Ingwavuma and Ubombo (Sharp et al, 1988). Historically, chloroquine had been the
drug of choice against the four species of Plasmodium, but with the spread and the increase of
resistance (o first line treatment in KwaZuolu Natal, treatment was changed to Sulphadoxine

Pyrimethamine (Sharp et al. 1988).

The World Health Organisation Global Strategy (1993) called for collective efforts in regard to
malaria control. WHO emphasized earlv diagnosis and treatment of malaria using universally
accessible services. 1.e. Primary Health Care. The latter reaches out and begins where people
are and where problems arise (WHO, 1993). It encourages partnership between health providers
and the consumers of (he service. However. consumers participate when the service is accepted
and afTordable in terms of local culture. perceptions and technology. Where this partnership has
progressed in health care, it has been done wrth the support of, among others, traditional healers.
Modem medicine has penetrated the rural areas and proved 1o be effective but it is still regarded

as a last resont when traditional efforis lail (Abdool Karim et al., 1994).

Traditional healers are accessible to individuals and families in the community, because they live
where people ltve. and are often the main or the only source of health service. They are affordable
because they are generally within walking distance and their initial fee is minimal. The balance is
paid afler the patient has been cured. They use a coroprehensive approach in that they attend 10
the “whole™ person and the “whole” family. A mixture of medicine can be taken by the whole
familv. (or example “imbiza vempilo™ (Gumede. 1990). The absence of clear recognition by the
previous government of the role of traditional healers 1n Primary Health retarded progress towards
this parinership between communities, {radilional healers and western medicine. There were
restrictions by law to the (ree practice of traditional healing in KwaZulu, according to the
KwaZulu Act on the code of Zulu law 16, 1985, “lzinyanga zokwelapba”, those skilled in
healing, “izinyanga zemithi"”, herbalisls and “ababelethisi™ midwives could practice only if duly
licensed. They had 10 pay a six rand license fee to be able to practice in the approved dis(rct

(Gumede. 1990).

Generally, biomedical doctors had and still have negative attitudes in regard to traditional healing.



However. this has been changing. There have been formal discussions between the health
prolessionals and traditional healers. In KwaZulu Natal. formal discussions have been held on
such imporlant issues as Luberculosis, sexually transmitted diseases, mental illness, home
delivery. infertility. child care. and recenlly. AIDS. Such meetings should conlinue in order to
develop a sound referral system that enables traditional healers and clinic nurses to improve
communication and cooperation between traditional and modern health sectors in primary health
care. A lack of communjcation between the 1wo parlies creates a poor working environment and

tends 10 reinforce “secretive” practices (Nvamwava. 1992)

Success in achieving control of malaria depends on a commitment at all levels in government. In
other Afncan countries such as Swazland. Ghana Congo. linking nitiatives at national level have
been started (Abdool Karim et al. 1994). Included n their area of practice is promotion of
prevention and conltrol of locally endemic diseases, recognition of svmploms of diseases hke
tuberculosis and malaria, referral of affected individuals for treaiment and the use of readily

available allopathic medicines fike “antimalanat prophviaxis™ ( Hofl, 1992).

The present Government of national unsty, in its National Health Plan, supporis traditional
healing. the registration and development of traditional healers i anv geographical area (Health
System Trust, 1997). In the same vein, the KwaZulu-Natal Health Department accepis the WHO
strategv and has included traditional healers and traditional birth attendants in its operattonal

situciure of primary health care (Health Svstems Trust and KZN Department( of Health, 1996)

1.2 Problem statement

Despite these policv initiatives, there s still a conceived Jack of a system which clearly defines
roles related to malaria diagnosis, treatment and control by traditional healers in collaboration
with western trained health workers. It appears however, that if malaria control is 10 succeed.
the collaboration of four specific groups in society should be realized. These are “authorities
responsible for providing health services. westem-trained health care workers, traditional healers
and the clientele”™ (Van Rensburg, Fourie and Pretorius, 1992). Therefore, there is a need for

research work in order to determine first, possible sectors of collaboration and second, the best



way such an undertaking could be achieved. This study endeavours to make a contribution

towards this objective

1.3 The aim of the study

a) To identify the role of traditional healers with regards to the diagnosis and treatment of

malaria in KwaZulu-Natal with special reference 1o the Ndumu area at Ngwavuma.

1.4 Objectives of the study

a) To ascertain the knowledge, attitudes and perceptions of the community in relation to
malaria diagnosis and treatment;

b) To determine the level of knowledge, attitudes and perceptions of traditional healers in
regard to malaria diagnosis and treatment;

c) To identify possible forms of collaboration between traditional and modermn health

services regarding the diagnosis. (reatment and control of malaria.

1.5 Organization of the Thesis

This study is presented in five chapters Chapter two provides necessary background information
on the studv area. Chapler three is a review of relevant research work on the topic of traditional
and modem medical sysiems, past and present constraints and opportunities for collaboration.
Chapter four outlines and justifies the methods used in the study. Chapters five and six constitute
the core of the study. They present the findings from the community survev and from the
traditional healers survev respectively. Chapter seven includes conclusions and recommendations,
which emerged from the study. The final inclusions are the list of references used and the

appendices.

6



CHAPTER TWO
BACKGROUND INFORMATION ON THE STUDY

2.1. Introduction

This chapter provides basic information needed 1o set the context in which this study took place.
It covers the study area’s geographical location and ecological conditions: the population and ils

socio-economic status, factors contributing to malaria endemicity and existing control measures.

2.2. Geographical location and ecological conditions

The setting for this study was the Ndumu area (Sections 2-10) in the magisterial distnict of
Ingwavuma in the north east of the Province of KwaZulu Natal (figure 2.1). Ingwavurna district
borders Mozambique in the north, the Indian Ocean in the east, the magisterial district of Ubombo

in the south and the Lebombo mountain chain in the west (le Sueur e/ al., 1997).

Ecological pattems are those of a sub-tropical region, with a thermal amplitude of 27-37° C. This
is & warm climate characteristic of an environment suitable for the development of Anopheles
mosquitoes (le Sueur, 1991; le Sueur and Sharp, 1988). The area is watered by two main rivers,
the Ingwavuma and Usuthu. The highest rainfall (in the order 700-1000 mm per annum) occurs
between January and April and the lowest between July and December (Sharp er al., 1988,
Ngxongo, 1993). The area of Ndumu as such covers 186.21 km?,

2.3. Population data

Table 2.1 shows total population density and population density in sections 2-10 of Ndumu area
where the study was conducted. At the time of this study (1997), the community of the Ndumu
(Sections 2-10) area consisted of a total population of 13,047 people, distributed in £1300
households (MRC, 1997). The average population number per homestead was twelve. The area
covers 186.21 km? and the average population density is 70.06 inhabitants /km? (MRC, 1997).
The population is ZulwTonga/Swazs speaking. The communities live in a dispersed fashion, 1.e.

patnarchal homesteads as opposed to clustered villages (le Sueur at al, 1997).
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Table 2.1
Total population and population density per section, Ndumu, 1996

Section Area Section Pop* 96 Area in | Density**
Codes km? Inhab/km?*
4802 NDUMU 2 2,652 15.13 175.28
4803 NDUMU 3 2,769 19.44 142.43
4804 NDUMU 4 533 19.15 27.83

4805 NDUMU 5 1,452 22.33 65.02

4806 NDUMU 6 1,033 22.11 46.72

4807 NDUMU 7 1,573 26.33 59.74

4808 ND1 MU 8 642 11.57 55.48

4809 NDUMU 9 948 27.94 33.92

4820 NDUMU 10 907 22.21 40.83

Source: 1996 Population census, Statistics South Africa ; * Population assigned to sections
from Enumerator Areas, based on proportion of EA that falls within section; ** Calculated
by the author on the basis of data from the MRC, 1999.

2.4. Socio-economic and living conditions

2.4.1 The legacy of past policies

In socio-economic terms, the area of Ndumu, including the district of Ingwavuma as a whole, 1s
one of the least developed in the province. Ingwavuma was part of the former KwaZulu
homeland. Few resources were allocated to the social and economic development of homelands.
Homelands in general were problem populations faced with severe overpopulation,
unemployment, poverty, illiteracy, low wages, housing shortages, squatting, overcrowding,
inadequate sanitation, famine and all the resultant social ills (van Rensburg, Fourie, and Pretorius,
1992). All these conditions resulted into making homelands “lasting reservoirs of poor health and
disease - principally the typical disease of poverty and poor living conditions™. In terms of health,
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the central Government only pave the surplus of funds to homelands. In case of a lack of surplus.
simply no funds were allocated o the development o{ health services in homelands. Ingwas uma,
which was one of the remotest area of KwaZulu, remawned largely deprived of the basic services.

(van Rensburg et al. 1992).

2.4.2 Livelihood

The livelihood of people is derived mainly from subsistence agricultural farming and extensive
herding, pensions and remittances. Staple crops include maize (by far the most important crop).
sweet-potatoes and ground nuts. Other crops include cassava. sorghum. mullet. pigeon peas.
purnpkins, melons. gourds, beans, cow-peas, tomatoes, and cabbages. Generally however, the soll
is sandv and infertile and the crop yields are very low (Felgate, 1982). People are unable 10
support themselves on the food they grow. Consequently, they rely extensively on collecting and

to this end. they developed a wide knowledge of the flora in the area (Felgate. 1982).

2.4.3 Housing

Housing consists of mainly traditional reed and mud huts covered by grass roofs and
without windows. On average houses have a detachable doors that are removed during
the dav for ventilation and better lighting and replaced in the evening when it is time to

g0 to bed.

Plate 2.1 Shows a traditional healer resting on a detached door of a traditional hut
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The homesteads consist of a number of huts well secluded in the bush or forest out of the

sight of other neighbouring homesteads and strangers.

Plate 2.2 Shows a hut secluded in the bush out of sight of neighbouring bomesteads

and strangers

Felgate (1982). suggested that cultural reasons relate to this hiding, the most important of
all being to avoid witchcrafl. Homesteads house a man, his wife(s) and children and perhaps
some relatives. As a minimum, all housing must{ provide protection from weather, a durable
structure, storm-water drainage, electricity and access (o clean water (de Haan, 1991.)
None of the above exist al Ndumu. Because of lack of electricity, the source of energy for
cooking and warmth is generated from fire wood. Cooking is done mostly outside or in
one of the huts which is usually old and dilapidated.

It is important to describe their atlire in relation to their protection against mosquito bite.



The researcher noticed that women ofien have the upper trunk half naked and a small piece

of cloth barely covening breasts largely because of high temperature during the day.
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Plate 2.3 Shows traditional attire “isikapulana”

Children were either naked or half naked and men were fully covered. The Department of
Health. (1996) says, 10 prevent mosquito bites is the “most importan! and effective wav™ to
prevent malaria. It should be done by, if possible, remaining in doors between dusk and
dawn, wearing long sleeved clothing at night, stay in well consiructed and well maintained
buildings. It 1s impossible especially for women who have to wake up before dawn to go
and cultivate land “emadotsheni” riverbed or marshy area for the family’s meal and cook
in the open at night maybe with her children playing in the vicinity. Health risks from thus
tvpe of living condition appear Lo be heavy in terms of exposure to diseases and (o malaria
in particular. This seems to support Clarke's argument that cultural influences, especially
on the delinition of health and illness, determine whal kind of health problems are
considered worthy of attention and what conditions are likely to be disregarded (Clarke.
Appleton and Stamford, 1996). Thus a behaviour that might be considered by an outsider
as reflecting a lack of awareness Lo malaria exposure in terms of proper housing for
protection against malaria, might just suggest the way the group perceives mataria. This

disease seems as if 1t was part of what Conco (1972) terms as “common Or minor every



day’'s afMictions™, or “umkhuhlane syndromes’. not serious enough to create an

extraordinary awarencss or a change of behaviour in the community.

2.4 Transport, watey and sanitation

Transport infrastructure is inadequate. The district has onlv one tarred arterial road and the rest
are gravel roads which hinder the availabililv of such conveniences as buses or combis/taxis. The
members ol the community have 10 travel considerable distances to gel water from remote wells
or rivers. Polable water facilities such as taps are not available. Sanitation facilities are non-
existenl or verv rudimentarv. with potential risk of water contamination and subsequent

communicable diseases.

2.5 Education

Manv children at school age do not get the opportunity to go to school as indicated bv the latest
data on school enrolment in Ndumu. In 1996, around 65% of the population in Ndumu had no
level of schooling. Onlv 17.1% and 16.6% had educalion level between grade | and grade 5 and
grade 6 and 11 respectively. A slight 1.6% had a matric level. whereas. only close 10 0.2% had a

higher than matric level education. (Refer (o Table 2.2)
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Table 2.2 below shows the levels of education by Enumerator Areas (EAs), in Ndumu

EAs No schooling | Gradel- Grade6- Matric only | Higher than

Grades Gradel ] matric
5500035 535 139 151 14 0
5500043 480 199 214 52 5
5500042 382 155 170 26 17
5500041 391 98 140 12 2
5500009 471 70 70 I 0
5500032 574 138 84 12 0
5500029 657 88 109 0 0
5500192 485 92 99 13 3
5500210 440 42 48 2 0
5500033 439 216 76 11 0
5500167 239 162 69 ! 0
5500031 721 134 99 9 0
5500030 443 120 112 I 0
5500037 434 97 103 13 0
5500036 219 166 170 Il 3
5500034 334 50 67 S 0
Total 7444 1959 1781 193 30
% of total | 65.2 17.1 16.6 1.6 0.2
Population*

Source: Space-time Research Web page: www.str.com.au from Statistics South Afiica,
Census 96. Calculated by the author on the basis of available figures.
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Educational infrastructures such as schools are very few and they are generally out of reach of
the majorily of the children (Table 2.2). These children therefore. stay at home and get associated
with the activities of their parenls. Those who manage to obiain a certain level of education move
out of the area. to cities. for employment opportunities. This is an economic necessily since very
little income generating activities exist in the area. This is reflected by the high level of

unemplovment in ali the sections of Ndumu.

2.6 Employment and unemployment

The mos! recent available data on employment in Ndumu indicaled that compared Lo the whole
population in the area, only 4.4% were emploved (as calculated by the author on the basis of
available higures in Table 2 3). Those who were unemployed bul said they were looking for work
count for 9% of the population The rest were not working for different reasons. 1t is worthy to
note that almost 49% of non workers were still minors (under 15 vears old). Considering that the
majority of those minors were nol atl school, it 8 hard to imagine the level of unemployment
decreasing in the future. unless drastic measures are 1aken 10 reclifv the situation. In the

meanwhile. approximaltely 95% of the population in Ndumu remain unemployed (Table 2.3).

This means that the far greater majority do not count on any formal income, with obvious
consequences in terms of living conditions. To find employment. the local work force has to move
inlo cities. For the community, this conslitutes a “brain-drain” which deprives it ofils potental for
social and economic progress. Moreover, this “brain-drain” has very low returns as a source of
income. As Table 2.4 shows. in 1996, of those who worked. 1.57 % eamed less than R 200 per
vear. Those who eamed betwcen R 200 and R S00 per vear constifuted 6.88%, whereas 2.97%

earmed between R 500 and R 1500. Eamnings above R 1500 per year were almost non- exisient.

These low levels of income seem to suggest that wage eamers [rom Ndumu are engaged in low
standard activities. The fact that the majority are uneducated or have very low levels of education

might account for this situation,



Table 2.3 : Levels of employment and unemployment by Enumerator Areas (EA’s) in
Ndumu,1996

EA's A B C D E E G H I J K L Total
5500035 19 138 72 80 1321 41 1 4 55 6 483 0 1030
5500043 45 4] 0 2 186 51 0 0 212 ¢ 524 j 00 1101
5500042 55 146 45 4 113 35 2 0 76 0 428 0 904
5500041 46 64 36 94 102 2R 3 10 20 0 362 0 765
5500009 5 89 137 ) 82 PA] 0 3 17 9 269 0 743
5500032 35 75 9 162 87 41 4 8 40 1 567 0 1029
5500029 2 12 85 159 75 43 1 2 3% 0 530 0 1077
5500192 66 55 40 106 105 83 2 16 27 0 403 0 903
5500210 6 4 162 6 60 36 2 4 18 Q 336 0 634
5500033 38 52 15 156 88 52 t 9 35 Q 454 0 900
5500167 6 75 9 46 61 42 5 17 28 o 287 0 576
5500031 73 30 106 142 136 57 8 13 22 (6] 570 0 1157
5500030 20 T2 24 133 86 42 8 9 67 0 364 0 825
$500037 68 40 94 37 63 15 0 0 74 0 379 0 790
5500036 29 60 10 98 75 44 2 2 3 0 87 0 710
5500034 2 251 0 0 69 12 10 0 40 0 383 a 788
Total 626 1264 844 1234 1519 85 49 by 772 L6 6826 0 13932
% Total* 4.4 9.0 6.0 88 10.9 49 03 a7 &5 ol 48.9 0

Key:

A: Employed; B: Unemployed, looking for work; C: Not working - not looking for work; D: Not
working - housewife/home-maker; E: Not working - scholar/full time student; F: Not working -
pensioner/retired person; G: Not working - disabled person; H., Not working - not wishing to
work; I. Not working - none of the above; J: Unspecified: K: NA: Aged <15; L: NA: Institution.

Source: Space-Time Research Web page: www.str.com.au from Statistics South Africa,

Census 96. * Calculated by author on the basis of figures provide
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Table 2.4 : Income levels in Rands by Enumerator Areas in Ndumu,1996

EA's None 1-200 201-500 S01- 1001- 1501- 2501- J501- 4500-
1000 1500 2500 3500 4500 6000
5500035 365 0 53 15 13 | 0 0 0
5500043 032 15 57 16 23 13 3 7 4
5500042 R20 9 26 1¢ 11 18 3 0 4
S500041 632 1 50 14 S G 1 0 |
S500009 703 0 30 7 0 0 0 0 0
5500032 939 1 43 17 7 4 0 ! 2
5500029 838 66 103 28 38 4 () 0 0
SS00192 771 22 74 32 4 0 0 0 ¥ ]
5500210 592 3 15 3 0 0 0 0 0
3500033 811 8 53 6 12 9 | 0 R 0
:'a(n;m_ il ; o 2 39 10 2 0 0 } 0
5500031 1023 13 74 24 15 3 ) 3 0
500030 129 4 26 8 7 0 0 0 |
S500037 671 36 47 10 0 1 0 0 0
5500036 635 3 58 3 & 4 1 0 0
$500024 718 ! 37 0 3 0 0 0 0
Total 11700 184 805 203 146 63 10 11 12
% lTotal* 100 1.57 6.88 1.73 1.24 0.54 0.08 0.09 0.10

Source: Space Time Research Web page: www.str.com.au from Statistics of South Africa,

Census 96. * Calculated by autbor, on the basis of available data.

Yet cash must be found in order to buv clothing, supplement food supply during fean periods of
the vear (Felgate, 1982) and pay for health care related costs. In terms of health, this study

suggests that people opted for cost-effective solutions, namely self-help and traditional healing.



2.7 EfTects on people’s health status

These different aspects of socio-economic life in Ndumu certainly must have their effects on the
health status of the people. Such faclors as inadequate housing, lack of potable water facililies,
rudimental sanitation, natural pcographical isolation (Felgate, 1982). lack ol roads and transport.
and poverty in general seem to conslitute what Mellish (1982) terms as the “multiple causation”
of disease which involves the interaction of the hos( (man). agent (female Anophelcs mosquito)

and social environment composed of knowledge, attitudes and perception.

This mugh( not sound obvious in the case of malaria. since its cause is a parasite. Plasmodium.
(ransmitted bv a bite of an infected female Anopheles mosquito and a physical environment
favourable (o its development. However, 10 a certain extent, the socio-econonnc conditions
mentioned contribute 10 Ndumu communitv’s ill health and 1o malaria endemicityv in the area
Ignorance due Lo poor education also. as Mellish (1982) observes. makes poor communittes lag
behind those which are beller educated. They are made less aware of health problems and thus

less ready 10 seek timely aid.

3. Malaria status in Ndumu

3.1 Malaria causes and symptoms

“Umalaleveva™ is a borrowed name from the English word malana fever which Jliterary means
“vou sleep shaking™. The names used by the community when referring to mosquilos are
“Udlonzane, insuna and umndozolwane™ (Verbal discussion wath Professor S Ngubane

Department of African languages, University of Natal 09/2000).

It is considered that in sub-Saharan Africa. over 90% of human malaria infections are due 1o the
parasite Plasmodium falciparum. The rest of the infections are due 1o /. vivax, P. ovale and P.
malariae (Department of Health, 1996). Plasmodium falciparum infections might be severe and

complicated, depending on possible delays in diagnosis and treatment.



3.1.1 Uncomplicated malaria

a. Symptoms

Fever is common in most cases. However, it might be absen( in some cases. Other symptoms
might be: rigours. headache, sweating, tiredness, myalgia (muscular pain in back and limbs),
abdominal pain and diarrhoea, loss of appetite, orthostatic hvpertension, nausea, slight jaundice,

cough, enlarged liver and spleen (sonwkelines not palpable) (Department of Health. 1996).

b. Treatment

Hisloricallv chloroquine has been the favoured drug for treatment of malaria (WHO, 1983,
Depariment of Health, 1996). It is effective and well tolerated. However. the vse of chloroquine
alone is Limited. because of widespread resistance (WHO. 1993). First line treatment in KwaZulu-
Natal has as a resulf been the use of Sultadoxine-Pyrimethamine since 1988 with quinine reserved

as second line (reatment.

3.1.2 Complicated malaria
Severe malana is understood as a parasitaemua of higher than 5%, a haemoglobin of 6 g/dl.
spontaneous hypoglvcaemia, or major organ disfunction - parlicularly cerebral malaria

(Department of Health, 1996).

a. Symptoms

Complicated cases of malana might present impared consciousness (but rousable), exireme
weakness and jaundice. Other complications mught be: cerebral malaria, defined as unrousable
coma nol related to any other cause, generalised seizures, hyperpyrexia, renal falure,
hvpoglvcaemia, fluid, electrolyte and acid-base disturbance. disseminated intra-vascular
coagulation, pulmonary oedema and adult respiratory distress syndrome, circulatory collapse and
shock. hvper-parasitaemia, malarial haemoglobinuria, hepatic impairment, secondary bactenal
infections and nomocylic anaemia. These symptoms might appear alone or combined in a patient.

Children and pregnant women are high risk patients (Department of Health, 19906).
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b. Treatment
For severe and compbcaled malaria. qumne plus either doxvcvchne or Sulfadoxine-
Pvrimethamine are recommended. [f no response is obtained, Halofantrine, Mefloquine or

Arlemisin may be given (Department of Health. 1996).

3.2 Malaria prevalence

The magssterial district of Ingwavuma is divided into ten malaria areas. ol which one is Ndumu
Ndumu is in turn divided in thirteen sections (et al Sueur, 1997). As stated earlier the study was
conducted in sections 2-]0. The area shares the common pattern of malaria epidemiology in (he
district. As indicated by the results of a ten vears retrospective study (1981-1991), the district of
Ingwavuma together with its southern neighbouring district of Ubombo. respectively account for
62% and 13% ol cases reporied in the former KwaZulu area (Ngxongo. 1993). {1 is believed that
the twao districts constitute the highest malaria infecied area in the province (Ngxongo, 1993). The
latest slatistics on malaria status in the province of KwaZulu Natal, ind:cate that Ndumu had the
steadies( increase in the province since 1993/1994 as shown (Table 2.5). Malana statistics show
ahigh case incidence in different sections of Ndumu (Figure 2.2). Ndumu as a whole had also the

highest total cases of malara in 1998/1999 (Figure 2.3).

It has been argued that the paitern of malaria epidemiology in the area is seasonal, with the
highest disease prevalence rate in April. May and June, as a consequence of the January to April
rainfalls. QOver a ten vear period (1976-1985),0only 19.3% of cases occiwred between July and
December (Sharp et al, 1988).In terms of annual season of malaria. figure 2.2 and table 2.5
suggests that for the whole province of KwaZulu Natal, total cases of malaria have been steadily
increasing since 1995/1996. For 1998/1999 more than 20.000 cases were reporied (MRC.
November, 1999).
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Table 2.5

Total Malaria cases by area and by season in Ingwavuma District, Kwazulu Natal

Areas 1997/1998 1996/1997 1995/1996 1994/1995 1993/1994
Kosi Bay 179 179 103 52 19
Kwa-mshudu 303 303 3N 87 65
Kwa-zib 72 n 47 19 10
Lakesibaya 104 104 63 26 14
Mangwanga 449 449 193 97 97
Makanix Drift 1782 1782 1029 730 1062
Mlambo-ngwenya 565 565 192 25 32
Mamfene 349 349 370 175 97
Manaba 52 52 27 S 2
Manguzi 228 208 181 84 101
Mbazwana 150 150 16 3 1
Mphakathins 26 96 444 7 10
Mseleni 227 227 7 10 5
Muz 238 238 294 54 33
Ndumu 2748 2748 1958 593 1261
Ngutshana 201} 201 190 32 17
Nishongwe 31 3] 27 4 3
Ophansi 420 420 269 33 31
Othobothini 286 286 222 74 43
Shemula 984 984 560 162 269
Sihangwana 197 197 900 11 32
Siphondweni 9% 98 233 17 22
Telepan 467 467 569 26} 73
Ubanganck 12 11 10 7 2
Nibela T2 27 72 3 5

Source: MRC, National Malaria Research Programme, 1999
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3.3 Factors affecting Malaria endemicity

3.3.1 Cross border migration

Population migration occurs as a resull of factors such as family ties, war and famine, job and
health facility seeking behaviours. Tt is considered that migration facilitates the transmission of
discase between countries (Sharp and le Sueur . 1996). Population migrations across the border
from Movambique are believed to be an important factor in the endemicity of malana in the
district (Sharp ef /.. 1988, Ngxongo, 1993). Sharp er al.. (1988) reported a 16.1% posilivity rate
among Mozambicans entering KwaZulu through the border post at Muzi. In his study, Ngxongo
{1993) found that cases imported from Mozambique consliluled 14% of the total number of cases
recorded from KwaZulu, The districts of Ingwavuma in which Ndumu is located and Ubombo
accounted for the majority of imported cases (88%) with more than half of the cases (69%) from

Ingwavurna district alone.

3.3.2 Drug resistance

Beside their impact on the increase of the malaria prevalence rate in the area. population
migrations are also believed to be responsible for the introduction of chloroqune drug resistant
Plasmodium falciparum. 11 is suggested that the drug resistance problem in KwaZulu Natal was
accelerated by the introduction of the resistant strains of the parasite from Mozambique.
Chloroquine resistanl Plasmodium falciparum was first observed \n Mozambique in {981, By
1085 a high degree of resistance at the R11 and RII1 levels was found in Maputo (Herbst, Taylor
and Joubert 1985)'. From Mozambique, these resistant strains are believed to have been imported
into KwaZulu Natal. A study by Freese er al. (1988) using an in vifro lest confirmed the presence
of chloroquine resistant Plasmodium falciparum in KwaZulu. Sharp (1990) suggested thal the
chloroquine resistance problem has been increasing and was having an exacerbating effect on the

annual incidence of malana since 1985. Ngxongo (1993) argued thal in KwaZulu-Natal, the cross-

1. The WHO (1973) distinguishes three levels of drug resistance’ Rl- is the first level of drug
resistance. It is characterized by the disappearance o( malaria parasites in the blood circulation
aller the adminsstration of curative treatment. The parasite reappears afier a period of about seven
days. Rl -level is characterized by the reduction of the number of parasites 1n the blood
crrculation after treatment. However, parasites do not disappear from the blood circulation. RII-
level reflects a high degree of resistance with parasite numbers staying high in spite of treatment.
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border migratory population was responsible {or creating a reservoir of wnfection n the

Ingwavuma district. This in turn. led to increased transmission.

3.3.3 Agricultural development and irigation schemes

Other factors contributing 1o the high malaria prevalence in Ingwavuma district include the
presence of Anopheles arabiensis breeding sites along the Ingwavuma and Usuthu rivers (Le
Sueur and Sharp 1988). There are further negative public health effects associated with local
irmigation schemes and agricultural development projects (Sharp el al.,,1996). Agricultural

development projects are notorious for extending vector breeding sites in Affica (Brady. [991).

4. Existing malaria control measures
Different activities are casmied oul in the area by the malaria control programme. These include
passive and active surveillance actvities which have given birth to 2 malania control database

project by the Medical Research Council and prophvlactic measures,

4.1 Vector control programmes

The malaria control programme in Ingwavuma as 1n other magistenal districts of KwaZulu Natal,
is based on house-spraying with a restdual insecticide. Historically mainly DDT has been used
(Sharp and le Sueur. 1996) and DDT was spraved in all homes in the malana areas to control the
malaria vector mosquitoes. The residual effect of DDT persist for several months, killing indoor
resting mosquitoes and thereby reducing transmission of the parasite. In 1996 South Africa
changed from the use of DDT to a biodegradable synthetic pyrethroid Deltamethrin for house

spraving.

4.2 Active surveillance

Early diagnosis and prompt treatment are [undamental (0 malaria control (WHO, 1993). Definitive
diagnosis of infection in malaria control is currenily based on microscopic examinations of
Gtemsa-stained thick blood smears (Sharp and le Sueur, 1996). Mass blood examination is done
to identify the presence of the parasite in the human blood and cases diagnosed as infected are
ireated by visiting malaria teams and surrounding cliatcs and more recently diagnosed by a rapid
diagnostic test. The am of this study is to establish the role played bv traditional healers with

regard to treatment of people infected by malana
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4.3 Prophylactic measures
Beside passive and aclive surveillance activities. prophvlactic measures are recommended for
tourists and high risk groups (children and pregnant mothers) in order (o further enhance malaria

prevention strategies (Sharp er al., 1988. Sharp and le Sueur, [996).

4.4 A malana control database

An initiative on the use of malaria control data to build a spatial rural informalion system has been
ptloted n the two northern magisterial district (Ingwavuma and Ubombo) of KwaZulu-Nata). As
explained by le Sueur es a/. (1997). the implementation of malaria control has Jed to each
magisterial district bemng divided into approximately 20 malaria areas. These are in tum sub-
divided into ten sections. A teamn of 8-12 personnel is responsible for malaria control activities tn
(wo areas. Within a section, each house is numbered by means of a malaria green card stored
under the eaves of Lhe roof. This card also records visits by surveillance personnel who take thick
smears for parasitc detection. It also keeps the records of the personnel responsible for the annual

application of residual insecticide.

From data collected annuatly from each house. a database was built (or each homestead. 11 is
printed every second vear and upgraded by conlrol staff (or the annual spraving operations.
Additional information 1s brought in with each upgrade. The aim of this process is Lo establish a
Geographical Information System which could be beneficial to all aspects of development (Sharp
and le Sueur, 1996: le Sueur er al, 1997). Some of the maps produced by this project were used in

this research project and are duly acknowledged.

4.5 Health care lacilities

Health care facilities in the Ndumu area are scarce. At the time of this study, only one clinic,
Ndumu. was operational in the area. The average distance a person has to walk to reach the clinic
is 10 km. Towards the end of 1997 two more clinics were commissioned. They both functioned
on a forthnigth basis. Figure 2.4 displays buffers showing 2 km distances from Ndumu clinic to

sections 2 — 10.
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Figure 2.4 Buffers showing 2km distances from Ndumu clinic to Sections 2 -10
Source : MRC, 1999
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[n this context, the altemative to biomedical health care. was the local traditional healer.
(Figure 2.4 shows location of traditional healers in sections 2 - 10). Beside av mlability and
closeness however, some other factors render them attractive to the community. They have
the same living conditions. speak the same language, know clients by name, share the same
concerrs with the local community and are believed 10 have the power to connect them with
their dead relatives, amadlozi, abalele t.c ances(ors. Thev also share the community's world
view, their culture and know their patient’s health history better than the clinic biomedical

practlitioner,

In terms of pavment, patients are not stressed because alternative forms of pavment are possible
(crops. cattle. chicken goats etc.). Moreover payment does not have to be belore treatment. All
these reasons position the traditional healer as a key potential partner in the process of delivery of

primaryv health care in the area.(Gumede. | 990:Nyamwaya. 1992)

5. Conclusion

This chapter’s aim was to provide background information needed for the understanding of the
broader context in which the present study took place. The data on the study area’s geographical
location poinled to the natural exposure to an environment favourable to malaria endemicity.
Socio-economic data revealed an historically marginalised area, still faced with huge challenges of
poveny. madequate salisfaction of basic needs, with heavy consequences on the community’s
health siatus. Malaria status in Ndumu was described as the highest in the province of KwaZulu
Natal and occurring with seasonal pattems. Other faclors of malaria endemicity in the area were

iden(ified and their respeclive impacts asscssed. Finally, existing control measures were described.

Tt was noted that despite large-scale epidemiological and prophylactic measures applied in
Ndumuw/Ingwavuma as part of the malaria control program in the province, the area remains the
most malaria infected in KwaZulu Natal and in South Africa as a whole (Je Sueur es al.. 1993)
The above background information suggests a clear need f(or all human resources and knowledge
to get together in a common effort for effective anti-malaria action in the area. Biomedical
initiatives alone would be ovenwhelmed by the task. Consequently, there is an urgent necessity to

explore possible formal forms of co-operation and parinership between all health care providers.
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An imporian( aspect of this process may be thai the modem Primarv Health Care svstem should
join hands with the local traditional healers alreadyv operating, respected, affordable and accepted
in the community. However, for an mformed decision and appropriate action, research is needed
in order 1o establish the actual attitudes. perceptions and knowledge of both traditional healers

and the local community, with regard to malaria diagnosis and treatment. This is the rationale of

the presented research.
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Figure 2.4 Shows the study area of sections 2-16; Tradition-al healers, health facilities and
Malaria Control Camps, Ingwavuma District. Source MRC Durban, 1999
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CHAPTER THREE
METHODOLOGY

3.1 Introduction

The choice of methodology is guided by the objectives that a certain study intends to achieve. A
careful selection of a methodology is of uimost imponance, as it is likely to determine the
outcome of the research (Yin, 1994). This chapter outlmes and justifies the methodological tools
used during this research. Three main phases are considered in chronological order: study design,
data collection and data recording, presentation and analysis. Brief mention is also made of the

way the findings of the study are reported.

3.2 Study design

Thus study was an integral par of a Medical Research Council research project about “the cost
effectiveness and efficacy of enhanced service and community involvement in the diagnosis and
treatment of malaria at the clinic tevel”. The specific objective assigned to this study was 10 assess
the attitudes, perceptions and knowledge of both the community and the traditional healers with
regard to malaria diagnosis and treatment. It was intended that the data obtained would outline
the possibility of traditional healers serving as sentinel points for case detection and treatment ina

more formalised manner.

This study and the nature of its objectives needed appropriate methodology. On one hand, there
was a need to collect quantifiable data from a representative sample of the community and the
traditional healers in regard to a number of vaniables. Descriptive results had to be produced and
analysed in order to identify commonly held perceptions, attitudes and levels of knowledge about
malana diagnosis and treatment. On the other hand, however, it had to be kept in mind that the
study concemmed a particular community, culturally specific and therefore having its own unique
expertence of realities of health and illness. Consequently, statistical data needed to be
supplemented by non- quantifiable or qualitative data concerning the customs, beliefs, taboos etc.
These are believed to be underlying realities which explain a group’s health and illness-related
behaviours. Thus, in this context, the study’s methodology had to be both quantitative and

qualitative.
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3.2.1 Quantitative and qualitative design

Quantitative methodologivs are geared towards the collection of numerical (or quantifiable) data
This data 1s then analysed and interpreled in a way which gencrally provides standardised
information 10 explain social phenomena and to create generalisations in order to predict the

outcomes of similar suations (Yin 1984),

Qualitative methodologies, tend to collect information which is more descriptive or illustrative of
a particular situation (Yin. 1984). Much of the information concerns processcs. activities,
relations and episodes of evenis rather than statistics on a particular situation (Yin 1984). It is
considered that quabtative design is s(ructured to look for “what is special and different - what
distinguishes the case or group, what characterises the community and its values” (Seaman,

(987:171).

Quantitative and qualitative methodologres complemeni and supplement each other in this study.
As (Y1n1984) says, 1t 15 advantageous to make use of different methods and data sources in order

to combat the built-in inadequacies inherent in most research methods.

3.2.2 Sources of data

3.2.2.1 Primary data

Most ol the primary data colleclion was made possible by demographic data collected by the
Geographical Information System of the Medical Research Council. The latter provided the
researcher with the district demographic records, with the spatial (latitude and longitude)
locations of homesteads, the malana units within which each household was located, and the
identification of the heads of homesteads. The same service provided maps of malaria prevalence
and geographical features in the region under study from its Malaria Information System database.
However, the main source of primary data consisted of interviews with household heads and

(raditional healers

3.2.2.2 Secondary data.

Secondary data are sources of information other than those obtained from empirnical research
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work (Yin. 1981). Theyv provide a broader context and a theoretical framework for the purpose

of conceptualisalion. evaluation and companson (Sayer, 1984).

In this study, secondary data were obtaned mainly from published and unpublished scientific
works. in form of books. periodical and scientific joumal articles. The Resource Centre of the
Medical Research Council was also used. The Libraries of the University of Zululand. and the
University of Natal (Institute of Nursing . Durban) provided much of the literature. The review ol
these sources served both (o famuliarise the researcher with the studv area and study topic. as well

as Lo highlight possible dircctions for the research 10 take.

3.3 Data collections techniques

3.3.1 Interview schedules

Two separate interview schedules were designed: one for the traditional healers and one for the
members of a selected sample in the communily (Appendices 1 and 1I). The technique of data
collection adopted was the semi-siructured interview, In this (ype of interview, 1t is necessary 10
have guidelines in order to ensure that a specific area of interest (to the inlerviewer) is covered to
some degree (Hedrick, Bickman and Rog. 1993). However, this 15 not a ngid set of questions to
be answered as in a structured interview (Yin, 1994). The interviewer is therefore somewhat
directive but also somewhat flexible, and serves to guide the interviewee only when necessary
(Fowler, 1988). This type of interview technique was used extenstvely in this study, with both the

traditional healers and the commumty.

In both interview schedules, open-ended as well as close-ended questions were used. Each item in
the interview schedules had a response set which provided parameters within which the questions
had (o be answered. The questions were designed so as to gather the information needed for the

realisation of the study's objectives They pertained to the main aspects of the topic under study,

namely:
). Perceptions of malaria actiology and diagnosis;
2 The utilization of the services of the different types of medical facilities and practitioners:
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3. Choice of facility and/or medical practitioner with regard 1o malaria:

4. Altitudes towards cooperation between tradilional and modem medicine.

The interview schedules were in English. However, the researcher was aware that the target
population could only speak Zulu/Tonga/Swazi. It was planned that in the field work phase, the
researcher would make instant translation from English to Zulu and back to English to record the
responses. DifTiculties in losing some information through the translation process was anticipated.
To deal with this limitation it was decided that the researcher would keep a diarv and record
signuficant statements or stories which were not easily transtatable in English when the interview
was being conducted. The traditional healers inlerview sheet had 36 questions whereas the

communitv’s had 40.

3.3.2 Sampling

The study used a proportional stratified random sample, which divides the population into
homogeneous subgroups from which elements are selected at random (Denise and Bernadette,
1987). A proportional number of homesteads was selected [rom scelions 2-10 of the Ndumu

malaria area. This procedure was justified bv the concern of representativity.

3.3.2.1 Community

A total sample size of | 73 homesteads was retained. The heads of homesteads (male or fcmale)
had to be the respondents, When the latter were absent or unavailable, the oldest famtly member,
male or female could be the respondent. This selection was justified by the fact that the researcher
assumed that adults, preferably the heads of homesieads (for reasons of homogeneity) would be

better equipped to respond 1o questions presented by the interviewer.

3.3.2.2 Traditional healers

For traditional healers, (total population of 1600). a random sample of 85 was originally
shortlisted. At the end however, a sample size of only 70 traditional healers was interviewed.
Some refused to participate, other were Loo busv, engaged in their healing activities or were oul

of Ndumu, consulting in other parts of Kwazulu Natal, or in Mozambtque or Swaziland.
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3.3.2.3 The use of the Medical Research Council’s Geographic Information system

The process of sampling both the commursty and the traditional healers, was facilitated by the
Geographical Information System of the Medical Research Council. This provided the researcher
with the district demographic records such as, the spatial location of homesteads, the malana uruts
within which the household was located. and the identification of the heads of homesteads.
Sampling through this system allowed for a computer generated list (o be drawn up with

associated data

3.4 Ethical considerations

Permussion to have access to the community was sought through local traditional authority: Chiefs
Mngomezulu and Mathenjwa. Afier being briefed about the objectives of the study and its
potential benefits for the local community. they granted permussion and promised co-operation
throughout the study. Besides the chief’s permission, heads of families were also asked permission
for access to their households, before each interview The researcher ensured thaf the rights of the
respondents were protected, by informing them about the objectives of the study. and providing

assurance that their views would be kept confidential. Consent {or the study was obtained (rom

the Medical Research Council Ethics Commuttee,

Plate 2.4 Showing a researcher looking for respondents in a deserted homestead
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3.5 Preliminary pilot study
A pilot study of ten homesteads and six {raditional healers was conducted in Ndumuw in December
1995 during a week's field trip. The homesieads were selected according to their accessibility

from the Malana control camp where the researcher was based .

Plate 2.5 Showing the researcher and the malaria field worker

In the ten homesteads. the household heads were located and interviewed. It 1s worthy to
remember thal the community of Ndumu is settled in scaltered patriarchal units. In such a cultural
setling. men play an important role as heads of homesteads. Major decisions are taken by them,
including those conceming the health care seeking behaviour of their families (Mellish, 1978:
Clark, 1996). Thus 1s why 1t was assumed by the researcher that heads of homesteads would be
best positioned to answer her questions. Tradifional healers were selecled according to their
seniority and renowned experience. In this task, the researcher counted on the help of Mr
Gumede, Jeader of a local associatton of (raditional healers. Gaining his confidence helped both in
identifying the location of the community of potential respondents and also in providing access to
traditional healers. The researcher benefited from his knowledge of local cultural realties,
especially customs, beliefs and practices related to health and iliness. Malana field workers from

the area or those who had worked in the area assisted not only in the location of sampled
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respondents, but also in conversing knowledgeably about health related issues and people in
Ndumu. The interviews were senu-struciured and took a discussion form. The objectives of the

pilot study were:

1 (o determune the clanty of the questions, and test their acceptabililv (o the local cultural

setting (Clark, 1996):

2, 1o assess the efTectiveness of the instructions given:
3 (o get a clear indication ol the average time required 1o complete (he questionnaire;
4. 1o identify areas considered as imporlant by the respondents but lefl oul in the first drall

designed bv the researcher.

During the discussions. attention was given 10 Lhe speed with which the respondents grasped the
substance of the questions, the length of their answers, their hesitations, and their concerns. This

exercise allowed the researcher (0 meel the objectives assigned 1o the pilot study.

Thereafier, the (wo interview schedules were re-worked and refined. Account was taken of
people’s inputs in terms of concepts, observations, concerns and foci of interest (Glaser and
Strauss, 1967) Previous to the study, lthe researcher had worked in a Tonga/Zulu/S wazi speaking
area as a nurse for five years. Thus, beside the inputs from the pilot study, her experience and the
help of some knowledgeable people earlier mentioned helped in formulating positive questions,

without implying value judgements (Clark, 1996).

The final draft of the interview schedule for the community retained 23 out of 40 questions
whereas that for the traditional healers increased from 4 1o 36 (Appendices I and IT). The
ddference 10 the number of questions is explained by the fact that traditional healers™ interview
schedules had to include specific questions on malaria diagnosis and treatment. These questions
were necessarv in the case of cornrounity members, since they had (o respond from a patient or

potential patient’s pownt of view,
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3.6 Field work

Afler the refinement of the interview schedules both for the traditional healers and for the
community. field work was scheduled. It comprised lwo phases. Phase 1 consisted of the
interviews with selected traditional healers (from January 1996 to December 1996). Phase Il
consisted of the interviews with the sampled members of the community, from January 1997 (o
September 1997. During the two phases the researcher stayed at the Malaria Conlrol Research
Camp in the area. It is from there that she travelled every momuing (rom Monday 1o Friday (o (he

locations of homesteads (o meet with the inlerviewees,

3.6.1 Location of homesteads and traditional healers

The sampled homesteads and healers were localed wath the co-operation of local Chiefs
Mngomezulu and Mathenjwa. Mr Gumede. the leader of the focal traditional healers association
was sought for help. As Clark 1996 notes, 1t was important in research of this nature, 1o locate
community leaders and respected residents, as they are considered wise by ordinary group
members. Moreover. thev can converse knowledgeably about a culture (Clark. 1996). Finally,
throughout the field work, the researcher counted on the help of Mr Mponthsane, a malaria field
worker based at the Malaria control camp (see Plate 2.5) and community Liaison officer Mr David
Mthembu, rom Medical Research Council, Durban, who knew the area from other research

projects tn the area. The latter helped in taking photographs.

3.6.2 Adaptation to local settings

Aware that in socio-anthropologtical research, the interviewer, should identify with the settings
he/she finds in the community (Seaman, 1987; Denise & Bemadelte, 1987; Yin, 1994), the
researcher made an effort to gain confidence and trust by the adoption of a number of behaviours.
The researcher dressed like an ordinary rural woman: a head serviette, long simple skirt and a

blouse, bare feet with no spectacles or jewellery
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Plate 2.6 Shows researcher dressed like an ordinary woman,

Source : Ndumu, 1997

On arrival at every homesteads, the researcher had to announce herself in a loud vojce, saying:
“Mnumzane”, “Kakhulu™ or “Bayede™. This is done by a stranger who approaches a home, as
required by the culture (Felgate, 1982). The next step was to sit down on the ground, until a
family member, often a child or a woman comes to see who is there. Then a process of
identification started. The researcher’s assistants who were familiar 1o the area explained where
the research team was from, and why 1t happened 10 be in that home. Subsequertly. the researcher
was inlroduced as connected 10 the malaria team who were known in the area. Afier a while of
conversation about (nvialities as requred by the cullure (Felgate, 1982), the nature of the
researcher’s particular business was then explained and the interviews could start. At this stage
the researcher’s assistants had to move away, for reasons of privacy and confidentiality. Interview
schedules were in English. However, they were administered in Zulu. For questions which

required statements or long explanaiions, responses were instantly translated into Enghsh.
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3.6.3 Interviews with traditional healers

Generally, traditional healers were receptive (o the approach of the researcher, (hough.
sometimes, there was, at Jeast al the oulsel of the field work, signs of mustrust. Shared palm beer
somelimes Jowered the reluctance and opened up the doors of the traditional healers (refer to

Plate 2.7)

3.6.4 Community house-to house survey

This phase consisied of undertaking interviews with selected members of the community. This
phase was much more demanding than the previous one. The first reason being that the size of the
first session was greater than that of the group of fraditional healers. The second was thal. the
researcher ofien found homesteads deserted by the occupants, just because they had heard that a
stranger was 1n the neighbourhood asking questions about the community's way of life and how
traditional healers cured discases (refer 1o Plate 2.4). The researcher associated their aloofness
and hesitation 10 parlicipate 1o the facl that traditional rural communities (like Ndumu) regard
traditional healers not onlv as medicine men and healers bul also as high-ranking community
leaders wilh “supematural” powers. This was also problematic because the minors are not allowed
to talk to strangers. In some homesteads, the researcher onlty found minors, adults having gone
about their everv day activitics. In some others, homesteads were composed of women and
chitdren. the husbands having migrated into cities such as Johannesburg, Durban or Richards Bay
for employment. Unable to find the head of the family, male or female, when the husband died or
was away for emplovment or other reasons, the researcher had no other alternative than to
interview the oldest of the minors found in place. The voungest minor inlerviewed was 4 vears
old. This meant that sometimes the researcher had to leave the homestead and come back on

another day. which constituted an unanticipated delay in the programme.

Somelimes, opportunities of participation by the researcher in Jocal practice and community Iife
would arise. When such occasions were open to outsiders, the researcher could be involved. This
happened for example at pension pay points and on funeral occasions. On the latier occasion, the
researcher joined the community of moumers and payed the “imali vesosi” (the money for
candles) as required by the culture. Circumstances such as these were opportunities of a beneficial

cultural exposure. Thev strengthened the researcher’s openness to cultural differences and gained
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more acceplance of her by (he community (Clark, 1996).

e |

i

Plate 2.7 Shows researcher dirinking palm wine (injemane) bought at R1.00 per S00mls
3.7 Data recording

7.1 Quantitative data

Two dalabases were created. one for {raditional healers, and one for the community. Each row in
the database constituted a case entry. The columns indicated first, the identification elements, in
order for each respondent to be spatially portrayed. These were: the name of the respondent. the
place and the area he/she came from, the section and the house numbers, and the spatial location
(latrtude and longitude). The subsequent columns showed coded responses provided to different
questions. the pin number put at the door of every homesieads by the Malaria Control Team and

the name of the head of the homesiead.

The coding of most responses was nominal coding, i.e. numbers were allocated to the different
responses provided, withoul anv real value in the number themselves. Denise and Bemadetie
(1987) draw our attention to the fact that nominal measurement involves the assignment of

numbers to simply classify charactenstics into categories. As the two authors argue, the numbers
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adopted are merely symbols Lhat represent (wo or more different values and they are required 1o
be mutuallv exclusive and collectively exhauslive (Denise and Bemadeltte, 1987). Numerical
calegories were prelerred 10 other possible types of symbols because the subsequent analysis of
data is stmplified when computing is used. Nonetheless. there are data which did not need anv
special coding. e.g. that pertaning to people’s location and identification, their age, level of

education, or the traditional healer’s cost of service and their experience in years.

3.7.2 Qualitative data

Qualilative data were recorded on the interview schedule sheets, in the space lefl for this purpose.
However, lengthy statements and other insightful comments from the community and from the
traditional healers were recorded in a separale notebook. Many authors recognise that the
organisation of narraltve matenial is very difficult (Denise and Bernadetie. 1987: Yin, 1994). To
deal with this problem, the researcher had to design an easy but effective organisational strategy.
The aim of (his strategy was 10 allow (he researcher to retrieve the information needed with a
minimum of effort and in a record time (Bailey, 1982: Seaman. 1987). Thus. it was decided thal
the material would be classified under dilferent themes. These included: beliefs, practices,
atlitudes and behaviours, feelings, questions and expectations. These themes were drawn from the

narrative material, {aking into consideration the objectives assigned (0 the study.

3.8 Data presentation and analysis

3.8.]1 Quantitative data

Descriptive statistical methods were used to organise, summarise and describe quantitative data
(Denise and Bernadelte, 1987 ). Al the variables (from 1 to 22 in the case of the community and
from 1 to 30 in the case of the traditional healers) were analvsed stalistically. The data were
presented manly in the {form of frequency distribution tables. This was done in order to be able to
discern general trends (Bailey, 1982). Tabular forms also allowed identtfication of the highest and
the lowest scores, the location of where the bulk of scores tended 10 cluster, and what the most
common score was (Seaman. 1987). The ultimate objective of such an approach is to identdy
possible generalisations in order 10 predict the results of similar settings (Yin, 1984). Other
relevant primary matenal such as pictures, copies of the interview schedules are made available m

the appendix.
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3.8.2 Qualitative data

Qualitaive data are presented in the form of interview transcripts where appropriate, (0
supplement quantitative data in the overall body of the text. Qualitative data are made of
stalements. stories. observations and concems of the respondents from the communitv and the
traditional healers. These data are rather narrative and non-quantifiable, influenced by the local
cullural particulanties (Yin. 1984). The researcher attempied (o 1dentify general pattemns found in
the data. such as themes. trends, at(itudes and needs of the group. The final step was to establish
relationships between collected data and observed patierns, and actual behaviours and views

related (o the topic of the study.

In order to analvse the data collected. the researcher used three techniques:

(1) Documentary review (Seaman, 1987) provided the broader contex( in which to seek

understanding of the concept of heallth and ilness in an Afnican cultural sefling

(2) The opinions of knowledgeable people (Seaman. 1987). Conversation with local

knowledgeable people allowed the researcher 10 identify important features of the culture.

(3) Content analysis defined as "a systematic method for analysing both the written and spoken
language as well as visual material” (Seaman, 1987:173). This is a method for both data collection
and data analvsis. After the identification, classification and summarnizing of the material to be
analysed - conversations, stories, observations... the researcher looked for and described

attributes, themes. and underlying dimensions of the Ndumu community.

3.8.3 Software support

Ms Eleanor Gouws, Medical Research Council statistician assisted with the tedious work of data
recording, statistical calculations, presentation and computing. The (ollowing software packages
were used: Spreadsheel: Quatiro Pro 6.01 for Windows

Database: Database Desktop 5.0 for Windows

Presentations 3.0 for windows
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3.8.4 Dissemination of findings
The results obtained from (he study will be made available to the malaria control programme

department and disseminated 1o the public through talks, reports and publications.

3.8.5 Conclusion

The qualily of research and the validily of its conclusions are to a large extent. determined bv the
appropriateness ol the methods used Lo collect and analyse the data (Baiey, 1978: Seaman, 1987).
This chapter has outlmed and justified some of the research strategies utilised in this study.
Quantitative as well as qualitative methods were used in order (o investigate the knowledge,
attitudes and perceptions of the community and the traditional healers with regard to malara

diagnosis and treatment in the Ndumu area.

It was the researcher's feeling that neither of the two methods could, alone, allow the above
objective 1o be achieved. Quantitative methods are generally aimed at the collection of numencal.
quantifiable data. The latter are then analysed and interpreted in a way which generally provides
standardised information which can be relatively easily manipulated. However, given the nature of
the present study, quantifiable data had (o be supplementied by non-quantifiable data, more
narrative and descriptive. These data could allow the researcher 1o grasp such local and cultural
realities as feelings, beliefs, perceptions and practices. Thus, the two methods had to be used in a
complementary way. The combination conveyed 10 the research both methods™ potential
advantages and allowed each one to supplement the other’s limitations. This chapter has described
the research process from the preliminary stage of study design, the sources of dala, the data
collection techniques. and the final stage of data coding, presentation and analysis. Some of the
pitfalls encountered and the way they were dealt with by the researcher were also reported.

This methodological chapter has prepared the ground for the actual contact with the findings of

the studv, which are presented in the nex( chapter.



CHAPTER FOUR

LITERATURE REVIEW

4.1 Introduction

Every study is informed by the knowledge already accumulated by previous research work. A
review of the available literature familiarizes the researcher with the issues tackled in his/her own
research. The advantage of this effort 1s, on one hand, to ground the research on the insights,
which have already come up, and avoid replication. On the other hand, it helps (o better
conceptualize the object of the new study and its contribution to the existing body of knowiedge.
This is the role assumed by this chapter.

Literature was selected for its relevance to the aums of this study. This literature pertains to: the
concept of indigenous knowledge, the theories of disease causation and health as well as their
implications for the delivery of Pnmary Health Care, the identity, knowledge and role of
traditional healers, the attempts at collaboration between modern and traditional systems of health

care in developing countries.

4.2 The concept of indigenous knowledge

This study intended to investigate the knowledge, perceptions and attitudes of both the
community and traditional healers with regard to malaria treatment and diagnosis. As will be
suggested later, the Ndumu community’s approach to malaria was grounded in its local rural
social and human environment. As with other diseases, the comrmunity and its traditional medical
practitioners drew on their indigenous knowledge to fight malaria Bul what s mdigenous
knowledge? According to McClure 1989, indigenous knowledge refers to “that body of
accumulated wisdom (hat has evolved from the years of expenence and trial-and-error problem
solving by groups of people working 10 meet the challenges they face in their local environment,

drawing upon the resources they have at hand™ (McClure 1989 quoted in Green, 1994).
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In other words. over the years, while a particular group deals with its survival, it develops
praclical ways (0 deal with problematic situations. The resources used are those locally available
and what "works™ is recorded as a valuable acquisiion and (ransmitted from generation to

generalion.

Variations in environmental and ecological conditions lead to diversification of indigenous
knowledge. Amongst others, time reckoning systems, indigenous soil fertilization techniques and
basic knowledge of plants and animals within their environmeni. Coastal communitics in the
pacilic for instance developed a skilled and complex system of marine tenure, food preservation

methods, magico-religious taboos and strict fines and punishment (Klee ef al., 1980).

In this sense. indigenous knowledge can be seen as an integral part of a group or community's
culture. However. cuture itself 1s a complex concepl. which encompasses many aspects of life.
Culture may be defined as “the way of life which a group of people has worked out to enable them
1o cope with the problems of daily living in a particular environment™. Culture has different
components such as all the ways of thinking, feeling, believing and behaving. de Haan argues
“there 1s in {acl, no aspect of our lives which is not influenced by the culture to which we belong’™
( de Haan 1988).

In the same vein Clark (1996) also argues that there are specific culturally prescribed practices
relaled 10 diet, and food or to health and iliness. All cultures have for instance prescnibed practices
aimed at promoting life or restoring life when illness stnkes. This is where medical indigenous
knowledge comes in. Al this point however. it can be noted that the group’s indigenous
knowledge becomes more and more professionalised, as specialized knowledge and practices are
developed. At the same time specialized people arise 1o assume the role of depositaries of this
knowledge. These are traditional healers who are recognized and given acceptance by the group.
Traditional legitimacy develops through time as qualitics of merit, value and holiness and become
associated with a corporate group such as a congregation or lineage. In the African context,

traditional legilimacy is often associated with the wisdom of ancestral time, the residue of
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centuries of adaptation Lo an environment. Traditional medicine is based in African cosmology.

which includes the supematural (Freeman, 1992).

Therefore as Green states, an understanding of health related indigenous knowlcdgc and its
dilference from the modem medical knowledge and practice is essential for health planners and
programmes implementers, if plans and programmes are Lo be culturally appropriale and therefore
cliective. Such knowledge is available to planners, implementers, western forms of medical care
and research and others through approaches that involve the cooperation of traditional healers
(Green, 1994). The objective is to re-work the medical paradigms 1o make them more responsive
10 the indigenous patient values, beliels and expectations (Scambler 1991). This study would like

10 contlrbute to this intiative.

Definitions of “health® vary within cultures, subcultures and communities and even within
households. between generations for ¢xample. There mught be gaps befween lav and medical
concepts (Scambler. 1991). Underlying these different defwnitions are different world views, beliefs
and at(itudes towards health and Ulness and other various wavs in which these, together with a
host of other social factors can influence people’s behaviour when faced with what they perceived

to be threats 10 their well- being (Scambler, 1991).

Because indigenous knowledge is a system, it has to meet the following requirements or criterta of

a profession or a body of knowledge like other professions, medicine in particular (Mellish 1978)

4.2.1 Criterion One
A profession is characterized by a large body ol specialized theory with well developed technical
skills based on this theory and the underlying philosophical concepts. It is characterized by use of

theory from sciences and other field of learung relevant to its practice.

Indigenous knowledge is also characterized by a Jarge body of specialised theory and well-
developed technical skills unique to indigenous African communities. African customs and

traditions do not recognise the germ theory like its counter-parts, westem trained medical
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practitioners. When something goes wrong and sickness strikes into the family, the African wants
Lo know the cause, and naturally, alsv the prescription to restore balance or good health. From
time immemorial. customn and traditions have always offered explanations understood and
accepted by the African people. Traditional African beliefs and practices are still widely followed
particularly in rural areas (Ngubane, 1977). This is understandable in view of the fact that these
beliels and practices form a coherent svstem that has maintained an individual and societal
equilibrium for generations (Edwards et al., 1983). Central to an understanding of these beliefs
and praclices is an understanding of traditional African religion which embodies (he essence of all

religions, its reverence of the elder kinsmen both living and dead.

4.2.1.1 The African tradition religion

In the traditional African understanding, “the relationship with the ancestors and through the
ancestors with God permeates all being™ (Holdstock, 1979). Ancestral reverence 1s the primary
factor associated with continued good health (Edwards et at. 1983). On the other side, comes
sorcery ov ubuthakathi. which refers ultimately 1o “the manipulation and expression of anger and
the desire to destrov (Berglund, 1976). it represents all the forces of evil and iliness. Thus.
traditional African religious and magical theories of illness and health are inextricably interlinked
as evident in the popular belief that man is mos( vulnerable (0 sorcerv once, for some reason, the
ancestors are” facing away” and should a man then strengthen himself and his family by
performing appropriate rituals to the ancestors, this will ensure continued good health (Berglund,
1976). In this context, disease appears as a man-made phenomenon through the agency of the
spints or follows as a visitation by amadlozi (ancestral spints) as a punishment for failure to fulfil}
certain obligatory customary ntes 1o the departed. Disease or rather ill health can also occur as a
corrective measure for wrong behaviours which are distasieful 1o the family, the tribe and the
memory ol ancestral spints, for survival afler death is “an axiom of life’ in Africa (Willoughby.
1928 in Gumede [974). In other words, there is an undisputed interdependence between living
and the dead. Each has a duty towards the other. Good health or ill health 1s regarded as a nel
result of a delicate balance between a man’s famuly and his relationship with the ancesfral spirits
(amadlozi). Good health and good fortune are a rich reward for good behaviour and constant

sacrifices to the ancestral spirits. 11l health is a punishment for neglect and denunciation of these
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ancestral dignitaries or just pamnful remander Lo "render unto Caesar that which belongs 10

Caesar” (Gumede, 1994). Lel us now have close look at natural and supernatural cause of illness.

4.2.1.2 Natural versus supernatural theories of illness

Murdock et al. (1980) have developed a comprehensive classification of theories of iliness held
bv under-developed societies throughout the world. They make a basic distinction between
theories ol matural and supemnatural causation, which is similar to the distinclion between
umkhuhlane and ukufa kwabantu made bv Ngubane (1977), who worked among the rural Zulu

people of the Nvuswa valley near Durban. The following are its components:

(a) Umkhuhlane attnbutes illness to natural causation. This calegory is recogrused by
modern medical science with its empirical traditions, ¢.g. as in case of infcction, siress,
organic deterioration and accident (Murdock et al.1980). Gumede (1990) wntes that
in the African theon of medicine, natural causes of sickness or disease-common or
ordinary sickness “mkhuhlane’ (Xhosa and Zulu), 'mokgotlane™ (Sotho) included in this

category are the following: old age. injury. exposure Lo heal or cold, poison elc.

(b) Ukufa kwabantu, on Lhe other hand, holids illness to be brought about by
supernatural causafron. Ukufa kwabantu lhiterally refers to™ disorders ol the
African people”. According to Ngubane (1977), the name 1is used mainly
because philosophy of causalily is based on African culture, this means not that
the diseases or rather their symptoms are seen as associaled with African people
only, but thal their interpretation is bound up with African ways of viewing
health and disease

(c) Gumede (1997), quote Conco (1972) as argwng that unnatural or supematural mn
atrogenic and anthropomorphic or magical causation of disease is invoked in cases of

what is regarded as exiraordinary sickness.
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Murdock et al (1980) have divided their categorv of supematural causes into three basic
divisions. These three divisions can besi be conceptualized as three different {raditionally
acceptable attrnibutions made bv the afflicted to explain the affliction. The (raditional
ukufa kewabanmi theories (Conco. 1972, Ngubane, 1977) are listed bv Edwards et al., 1983

as lollows:

(d) Animistic theories ascribe the disorder to (he behaviour of some personalized
supemnalural agent such as spirits of God. for example abaphansi basifulathele —
withdrawal of protection of the ancestral shades, mostly caused by disharmony within the
home. Ukulahla amasiko- is regareded as failure to perfonn necessary rituals such as
sacrifices to the ancestral shades, ukuthwasa- “creative illness” following the calling by

the ancestral shades 10 become a diviner. a religious conversion experience.

(e) Magical theories atiribute the disorder to the covert action of a malicious human being who
employs magical means to iyure his viclim. for example: Ufufunysane- spirit possession
atirnibuted to sorcery, Umeqo- disorder possession resulling from treading over the
harmful concoction of a sorcerer. Tokoloshe possession- wilchcrafi through the

supematural agent of a witch, I'dliso- poisoning attributed to sorcery.

() Muystical theortes explain disorders in lerms of an automatic sequence of some act or
experience of the afflicted of person. for example: umnyama experiencing illness or
adversity because of contact with places or people immediately associated with the major
life events, e.g. death, birth, menstrualion, umkhondo omubi-a dangerous irack, or
ecological health hazard such as lighming. Traditional assessment of ukufa kwabantu and
other afflictions classed as umkhuhlane 1s usually by one or more of the broad categories
of practitioners, traditional diviner (isangema), doctor (inyanga) or health healer/prophet
(muthandazi). The advent of umuthandazi can be seen as an outgrowth of the influence of
urbanization, acculturation Christianaty and the African independent church movement,
and it has been argued lhat many of the traduional roles of the Isangoma have been

assumed by the umthandazi (West, 1975: Lee, 196Y).
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4.2.1.3 Cultural metaphors of health

Anofher wayv to approach and understand the African traditional thinking abou( health and slness
1s through the analysis of cerlain basic conceptual themes, or dominant cultural metaphors of
health, that undcrlic the system. Drawing on the work of Jansen (1983, 1989). Green (1994)
distinguishes (our basic themes that relate 1o health in its broadest sense amongst (especially)

Bantu speakers: purity, coolness, balance and social harmony.

1. Purity refers to the absence of contammnation or poliution. Contamination may be
conceived in natural terms (the pollution of sin, evil spel] or something in between and

menstrual blood which may regarded as an agent of mystical potency).

2 Coolness refers 10 lack of “heat”. Resembling (and perhaps direcily influenced by)
traditional health beliefs from the circum-Mediterranean and Islamic regions, African
healers may attribute intrinsic hot and cool qualities to both illness and their cures.

Negative expression: although any imbalance of hot/cold can explain illness.

3. Balance refers to the maintenance of harmonious relations with nature and the spirit
world, (negative expressions mav be disfavour ol spirts; wilhdrawal of ancestral
protection). social harmony refers specifically 1o maintenance of harmonious refations with

kinfolk, neighbours and others with whom people come into regular social contact.

4. Social harmony refers specifically to maintenance of harmonious relations with kinfolk,
neighbours and others with whom people come into regular social contacl. Social

23
disharmony leads to resentment, anger, envy, jealousy, etc and ofien to sorcery and

witchcrafl. (Negative expresstons: sorcers. watchceall),

The [irst three of these elements are referred (o as elements of wellness. Green (1994), adds the
fourth one. He recognizes however, that social harmony might be subcategory of “balance™ 1f

social balance is added to balance with nature and the spirit world. Social harmony is offered as a
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separate category to account more directlv for the centralitv in a( least Bantu thought of what
Jansen himsel( (1989) calls ... the invisible cause of rmusfor(une and injury arising Irom the
specificallv human social dimension of evil-wishing, envy, gossiping, cursing. and mystical hurt

within social relations™.

In this sense, the term balance might better be understood as a meaning “moral order” in the
svstematical sense. in the relation lo (he position of people vis-a-vis other people. the
environment. the ancestors and the mystical forces thal produce “poltution™ in other words.
balance should be understood to mean “symmetry™ or “order™ rather than, as usual, the cenlral
pivot in a counterpoise situation (Ngubane, 1977). This point of balance is considered by Ngubane
as a pivotal ideology around which revolve practically all the notions that constitute what is
known as “African disease” (ukufa kwabantu in Zulu). The idea of balance is believed by
Ngubane 1o be very crucial in health matters. According (o her. a Zulu conceives good health not
only as consisting of a healthy body. but also as a healthy situation of evervthing that concemns
him. Good heaith means (he harmonious working and co-ordination of lus universe (Ngubane,
[977). On the other hand iliness is believed to come {rom the breach of this balance, certan
actions or behaviours performed or adopted by the individual or their fellows, Numerous other
studies done in Sub-Saharan Africa and especially in the Bantu cullural area arrive 1o the same

conclusions. despile regional differences in terms of symbolic conceptualization.

Nyamwaya (1992), in his anthropologtcal analysis of the African indigenous medicine among the
rural and urban Kamba. Kokuyu. Gust, Tharak, Duruma, Digo. Luyia. Luo. Tugen. Kenva,
between 1983 and 1990 concluded that interpersonal causes are considered 10 be as real as the
biological restoration. Buf Mbiti (1970), in his study of the concept o{ God in Africa, suggested
that in the Bantu cultural area, every event happy or unhappy. including illness, is concepiualized
and interpreted within a system of permanent search of harmony belween the cosmos (nature), the
humans (living and dead) and the transcendent (spirits and God). In this world view, good health

is seen as harmony beiween the three spheres of beings.
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Conco (1972) researched an interpretive point of view from which a theory underlying the
practice of a system of traditional medicine was siructured in rural Africans (mainly Zulu in South
Africa) and suggested: “on the whole we could generalize and say that indigenous tribal society
has or had an all ~embracing, supernatural, or metaphysical theory of disease™. Implicit to this
statement is a holistic view of reality in which human being is an element ol a cosmology in which
he strived 1o resolve potential disequilibria to stay healthv and harmoniously integrated. In his
work on tradional healing, from a medical doctor’s perspective, Gumede (1990) also,
emphasized the fact that the traditional healer’s approach is holistic medicine. In this system. “man
is a total being including his body, mind and soul therefore healing is a total process involving the
living and the dead. the ‘natural and supematural in addition 10 the patient within his environment-
physical, spirifual, emotional-past and present”(Gumede, 1990). Frants Stavgard (198G). in his
study of traditional medicine in Botswana draws the parallels between the Tswana traditional
healing svsterms in southemn Affica especialty concerning the Tswana healers’ conception of cause
of disease. their social role and significance in the socicty and their therapeutical armament. The
main parallels he pinpoints are that traditional medicine plays a pre-eminent role in social control
in the indigenous society. 11 represents the justice and stability in a community with no writlen
laws or established judicial system. In this sense traditional medicine is indispensable to the social
stability of the local community. since it is integrated with the prevailing religious and moral
views. This meets the result of Chavunduka’s (1978) investigation in the Shona cultural area of
Zimbabwe. The traditional healer is not only a medicine man, but a religious consultant, a legal
and political advisor, a police detective, a marriage counsellor and a social worker. In brefheisa

guardian of physical, moral. social, spirttual and religious harmony (Staugard, 1986).

4.2.2 Criterion Two

A profession is characterized by a recognised professional group of practitioners and a long period
of training at recopnized educational institutions. Indigenous knowledge system meels this
criterton because there are several (vpes and subtvpes of indigenous healers that have been
identified throughout sub-Saharan Africa and described in the anthropological literature.
However, many authors seem (o note that the difference between the differenl types is vague.
Further, in most instances. their roles overtap (Twumasi and Warren, 1986, Msonthi. 1986,

Gumede, 1991 Nyamwaya. 1992, Abdool Kanimet al, 1994, Green, 1994). This appears 1o have
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confusing tmplications for the definilion of a traditional healer. While individuals who refer to a
traditional healer know exactly who they refer 0. there seems Lo be no universally accepted
definttion of who a traditional healer is (Ovebola. 1986). However, the WHO (1976, 1978b)
defined traditional healers as: a group recognized by the community in which theyv live as being
competent (o provide health by using vegetables, animal and mineral substances and other
methods based on the social. cultural, religious backgrounds as well as on the knowledge,
attitudes and belief that are prevalent in the community regarding physical, mental and social well-

being and the causation of disease and disability.

A press release [rom the WHO Regional Office (or Africa (1976) gave an open list of synonyms
for a traditional healer: “Traditional therapist, healer, practitioner ol traditional medicine, (etish
healer . *. This emphasises the fact that there could be a great variation in the titles by which the
traditionual healer mav be identiGed by vanous persons. However, as long as his roles (all within
the scope of the above defimtion, which seems sufTiciently comprehensive. regardless of shights
differences in tilles, the identily of a traditional healer within this framework is easy (Oyebola,
19806).

Common distinctions: according 1o Green (1994) the most common distinctions among
traditional healers is that between herbalist and diviner-medium. Green explains that in ideat-
lvpical terms, the former tends to work pnmarily with natural materia medica while the latter has
additionally cultivated a relationship with ancestor and other spinis believed to assist in divination
and healing. He goes on (o say that in recent generations, two other types of healers have emerged
that may be termed indigenous bul non-lraditional, namelv the religious faith healer and the
alternative healer. For Green, (1994) however, it should be recognized that distinctions between
categories of healers may be vague, and that some individuals might qualify as two or three types
of healer simultaneously (1994). This fact is recopnized by other authors. Abdool Karimet al
(1994) distinguish four tvpes of African traditional healers and briefly portray their profile and
explain their roles. These are: inyanga (herbalist), isangoma (diviner), umthandaz (fath healer)

and Traditonal Birth Attendants (TBAs).
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inyanga is equivalent to ixhwele in Xhosa and (o Mganga in Swabhili. derived from Zulu verb
“nyanga’. to cure /heal ol his categoryv are mostly malte (90%). They specialize in the use of
herbal medicine: because they possess an extensive knowledge of curative herbs, natural treatnients
and medical nminfures of ammal origin. Research works carmed out by Ngubane (1977) and
Conco (1972 on Zulu traditional medicine syslem found that their comprehensive curative
expertise includes preventive and prophylactic treatment, rituals and symbolism as well as
preparations for luck and fidelity. Some (reat ondy disease and become renowned experts on that
disease. These include military doctors, rainmakers and specialists in discases of specific organs,
e.g. heart. kidney or lung disease consultants. Gumede (199]) provided more details about this

specialization as indicated later on in this review.

4.2.2.1 lIsangoma

Equivalent to igqira in Xhosa. This is a traditional diviner and diagnostician who not only defines
illness but also efines the circumnstances of the illness. This refers to what Mburu (1982) terms as
the “ultimate” cause in the African conceptualization Diviners are usually women. Green and
Makhubu (1984) in their study of (raditional healing in Swaziland estimate thetr share at Y0%.
However. the calling is open to people of either sex, any age and stutus. A number of authors
observe that Sangomas may or may not have knowledge of medicinal herbs, theur speciality is
divination within a supematural context through culturally accepted “mediumship™ with the

ancestral spints (Conco, 1972; Ngubane, 1977; Sokhela et al. 1985).

4.2.2.2 Umithandazi

Found as muProfiti in Sesotho and in Setswana: a faith healer. Thus type of healing is a [aulv new
phenomenon closely linked to the rnse of African Christian [ndependent churches. Faith healers
usually professed 1o being Christians who belong 10 one of three missions ol African Independent
Churches, according to Blackett (1989) and Sokhela et al. (1985). they heal through prayer; by
lan ing hands on patients or providing holy water and ash, They believe their healing power comes
directly from God, through ecstatic state and and trance-contact with spicit possesston. Hence,
they use combination of herbs and holy water in their ireatment (Abdool Karm et al. 1994).
Staugard (1986), from his research on traditional healing in Botswana notes that Faith Healers

are not primarily health workers, although healing dominates their activitics. He suggests (hat they
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might rather be considered as religious workers, who utilize their healing. Training takes place
(rom recognized traditional healer. Some receive vocational calling from their ancestors which
comes through medium of dreams from departed relative who was a divine herself and are
apprenticed (0 a recognized practicing healer for a specified penod of time. This will be explained
n Chapter 6

4.2.2.3 Traditional Birth Attendants (TBAs)

They are elderly birth  attendants who have been midwives for many vears and are hughly
respected for their obstetric and ritual expertise. Their training entails about 15 - 20 years of
apprenticeship before they assume the title. Traditional burth attendants are responsible for dufies
such as the teaching of behavioural avoidance among pregnant women, ritual bathing of the other
niother. ritual disposal of placenias and provision of ‘healing” medicine after delivery. They also
give advice on postpartum and cord care and provide important support for breast-feeding as well
as advice on marriage, contraception and fertility (Abdool Karim et al 1994). Traditiona! birth
attendants are widely known and utilized in Third World countnes. According to Mankazana
(1979), 80-90% of domiciliary deliveries are performed by traditional birth attendants in South
Asia. This finding meets the conclusions of several other studies carried out in most Third World
countries (Blackett, 1989: Ityavyar, 1984: Whittaker, 1985; Gumede, 1992). Some authors note
that Traditional Birth Attendants are culturally and social distincily different from the group of
traditional healers and observe that it is questionable whether TBAs should be described under the
same heading as the others (Staugard, 1986, Msonthi, 1986). This differentiation s supported by
the WHO which classifies TBAs as a separate category from traditional healers (WHO and
UNICEF, 1978a).

4.2.3 Criterion Three

A profession is characternzed by some recognized form of registration and licensure to practice.
In South Africa, medical professions have registerning bodies which have as their main function the
maintenance of registers of various calegories or groupings within that particular profession, e.g.
the medrcal and Dental Council for doctors and the South African Nursing Council for nurses.
Current registration is a requirement for practice and admission (o the register and occurs afler

having undergone the required period of training and passed the examination. (Mellish, 1978)
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According to KwaZulu Act on the code of Zulu Law (Act |6 of 1985) izinyanga zokwelapha
(those skilled in healing) izinyanga zemithi (herbalist) and ababelethis) (birth atiendants) could
practise only if licensed. Hess (1998) savs in South Africa healers should be registered with
Traditional Healers Association and thereafler given a book to cerifv that they are qualified
practitioners. The whole process of professionalisation of traditional healers. realizing their status
and role is underway. This shows that indigenous knowledge meets the criteria to be recognized

as some [orm of a healing service.

4.2.4 Criterion Four

A profession is characterized by testing of professional competence for admisston (0 the rank of
the profession, ethical control of professional conduct and the healing based on the needs of the
patient. Traditional healing meets the criteria in that before a newly qualified healer is allowed to
practice he/she 1s tested n a specialized way. For isangoma a memorable ceremony 1s organized
where student, neophvies and other fellow devines are invited to test the finalist studen( 1n a
process ol “ukuvuma or vumisa’”. An object, 1.e. money or clothes, is hidden and finalist will be

expected to find it without assistance (Ngubane, 1977).

Ngubane in Last and Chavunduka 1986 says “What ever we may understand by (he
prolessionalisation of traditional medicine it should be emphatically not to be taken to imply that
its practioners have less than professional standing in their own eyes and those of their clients™
They take full responsibility for their clients like any other profession. In traditional healing the
wellare of the patient is the overriding consideration, payment is in kind (Ngubane 1977; Gumede
1990. Nyamwaya 1992). This will be discuss in chapter six. They have a feeling of exclusiveness
because they are different from other groups. Their healing is unique, holistic, comprehensive and
covers all members of the all members of the family, including the unborn members of the family

“isisu senkosikazi”, “umuzt wonke™ (the whole house/homestead)

4.2.5 Criterion Five
Recognilton by Law
In order to attain the status of a professton, an occupation has 10 be recognized bv the Parliament

ofthe land. In South Africa recognition of {raditional healing is still a problem. To be recognized
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entails freedom of speech, action and acceptance in all circles of professionalism. Traditional
healing 1s recognized by the present Government of National Unitv. The latest South African
Mcdictne and Medieal Devices Regulatory Authority anns at replacing the Medicine Control

Council which was set up in 1965 with the exclusion of none Orthodox medicine (Hess, 1998)

4.2.6 Criterion Six

Critical analysis ol its activities leading to modification of practice.

A neophyle healer is apprentice to a recognized practicing lradifional healer. Medication s
perfected from time to time, that is why it has been going on for the past 4000 years (Hess 1998).
A healer i1s allowed to use his/her discretion in the perlormance of his/her duties. Because
indigenous healing methods derive from the environment, a healer bases his/her activities on
available herbs. This relies stronglv on conservation of traditional medicine as descrtbed by

Hutchings 1196: Rothwell, 1999.

4.2.7 Criterion Seven

Continuous striving for excellence.

The Witch Craft Act was promulgated by the British colonies in 1818 against the use of
traditional medicines bul traditional healers did not stop healing (Hess. 1998). There are over 200
000 traditional healers in South Africa and )50 associations representing them under a single
umbreila body, the Traditional Healers Organization . The Orpanivation currently represents more
than 180 000 traditional healers from South Africa and a number of neighboring countries
including Swaziland. Zambia and Zimbabwe. 11 is involved in continuous evaluation of practice by
those registered as members to insist on quality care. Seminars are organized to attain new

knowledge on preservation of and picking herbs (Hess. 1998)

4.3 Traditional healers in Health care

Mrs. Indira Gandhi the then premier muinuster of India in her address to the WHO 34th World
Assembly (Geneva, May 1981), said very sensibly “[health] services must begmn where people are
and where problems arise ©* (WHO, 1981). In 1990, the African population South of the Sahara

was estimated 1o be 518 million. At the same time the number of African iraditional healers was
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estimated at one mullion. This means that there was a traditional healer for about every 500 people
(1:500) whereas the ratio of physicians 1o the population is 1:40 000 (Hogle and Prins, 1991).
The WHO and UNICEF (1978) recogruzed that:

Traditional medical practitioners and birth attendants are |...| often part of local community,
culture and traditions, and continue to have high soctal standing in many places, exerting

considerable influence on local health practices.

Since traditional healers share their patients” world view and understand their expectations of
health care, they are generally more accessible and i some cases more accepiable as health care
providers. Therefore traditional healers are potentially valuable partners in the delivery of primary
health care, which is, essential health care made universally accessible 10 individuals and families in
the community by means acceptable to (hem, through their full participation and at a cost that the
community and the country can afford . (WHO and UNICEF, 1978).

In support of this view, Gumede (1990) writes that:
The African Traditional Healer belongs 1o the same culture, the communijty and oflen
speaks the same language with his /her patient. Often both the patient and the doctor are
tribesmen and owe allegiance to the same chief. Consultations take place not in the stenle
meaningless environment of the hospital but at the patient’s home in the environment
which is not only familiar but where the problem is and where the living dead will hear the
incantations of their persons. They [smell impepho] and see the sacrificial beast and roar

approval as the goat bleats the bull bellows when slaughtered.

As MacCormack (1986) comments, most people in the Thurd World conceive health as it is
defined by the World Health Organisation as a “state of mental, social and physical well-being™.
however, health workers are {rained primarily to treat disease i an efficient technological way, a
conception of the psychological and social concept in which people sufler. For MacComack this
suggests why often when people go to approved medical services for antibiotics, they might also
need to consull a diviner to determine the reasons (or their misforiune, and perhaps a traditional
priest and congregation to ameliorate disturbed social relations and regain a sense of

psychological and social well-being (McCormack, 1986). All these views advocate the fact that
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traditional healers are in the Third Worid, a significant resource that should be fully employed in
the struggle 10 provide adequate health. (Hoff,1992)

4.3.1 Collaboration attempts between modern and traditional medicine: a historical
account

4.3.1.1 The colonial era

During the colomal era, in mosi countries, traditional healing practice was outlawed. Colonial
admunistrations instituted new medical systems. Practitioners of the new systems were frained m
western schools of medicine with a distinct professional culture. They used highly sophisticated
western technological appliances in delivering health care (Twumasi and Warren, 1986). Coming
into contact with indigenous healing practices, there was a conflict ol interest of operational style,
in theoretical orientation and in organisation methods. The colonial system encouraged the
institutionalisation of the new system. Twumasi and Warren analysing the cases of Ghana and
Zambia, argued that the aim of the colomsal authority was to 'iquidate native practice of tradibonal
medicine”. The healers were thought "to be insincere, to be quacks who lived on the neuroses of

the Uliterate folks" (Twumasi, [981).

As consequence, indigenous healing lost its prestige and was stigmatised. The colornial
governments denied indigenous healers any official mandate. Since they did not have any legal
backing and their practice was not officially recognised as a legitimate activity, the healers were

forced to practice in secrecy (Twumasi and Warren, 1986).

Nevertheless, colonialism and Christiaruty did not succeed in wiping out or dismantling the
traditional medicine system. Traditional practitioners went underground and carried on their

activities.

43.1.2 The post-independence era

With the post-independence political and cultural reawakening, governments encouraged
traditional healers' practice. Nationalist governments embarked on a compaign to promote
cultural identity. The favourable political climate buttressed the confidence of traditional bealers

as a way to improve their public image and their practice (Twumasi and Warren, 1986). They
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embarked through the ministries of health, on possible avenues to standardise and upgrade
traditional practice. As a result of (hese initiadives traditional healers evolved with the heip of
govermment as an occupational group more and more acceptable Lo modern Affican societtes.
There was an impetus to re-examine local institutions and the wish (o encourage indigenous
practices deemed to be effective in contributing (o the health of the nation. There was also a wish
Lo discourage praclices harmful to nalional development. However, m mosl countries. the position
of traditional healers in regard to the law was stil ambiguous. They were not given legal official

recognition (Twumasi and Warren, 1986).

4.3.1.3 Traditional bealers in South Africa

[t is belteved that, in South Africa, as 1l is the case in other Third World Countries, traditional
healing is still widely used. Toms (1992), analysing the situation of (he Primary Health Care in
South Africa, slates that " it must acknowledged that 70% of black patients visit a traditional
healers before attending a clinic". However, {or a long time, tradilional healers remained o[licially
oullawed and were not recognised as health care personnel (Abdool Karimet al., 1994). In 1974,
the Heaith Act forbade healers not registered with the South African Medical and Dental Council
(rom praclising or perlorming any act pertaining {0 the medical profession. {n 1982, the Health
Act was amended to include those not registered with the South African Associated Health
Services Professions Board (Freeman, 1992). Modern medical practitioners were prevented by

ethical rules from referring patient to (raditional healers (Gumede, [990).

Desptte this lack of legal recognition however, traditional healers contintued and still continue to
praclice. Authorities seem 10 tolerate themn In fact, in certain areas, cooperative relationships
occur between modem and traditional healers (Freeman, 1992). Collaborative initiatives have
been initiated by sore commendable individuals and institutions. They include university science
depariments and research centres and institutions. Despite official illegality, traditional healers
have already been organised into different associations, such as the South African Traditional
Healers Council (SATHC) and the African Traditional Healers' Association (ANTHA).
However, the latter is officially registered under the Companies Act and not as health providers as

such (Freeman, 1992}
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The latest wutiatives towards increased collaboration between the traditional healers and the
Department of Health was the decision of Parliament in August 1998, 1o enbst the help of
traditional healers in achieving major goals in Primary Health Care. In the first phase of this
collaboration, it was decided to set up a statutory council to regulate traditional healers, promote
a system of registration, promote their tramning, develop a code of practice, and catalogue the
medicines they use. At the time there were about 200 bodies in place which regulated traditional
healers. The total number of traditional healers in South Africa was estimated at over 200 000 -
against onlv 27 000 allopathic doctors (Clarke. 1998b).

In the same vein. the Department of Health introduced before parliament a transformatory bitl
named South African Medicines and Medical Devices Regulatory Authonty Bill (SAMMDRA
bill). This piece of legislation, if passed and implemented will bring a totally new look of
medicines in South Africa. In brief the Bill establishes a new regulatory authority, the South
African Medicines and Medical Devices Regulatory Authority (SAMMDRA), 10 replace Lhe
Medicines Control Council (MCC) which was set up in 1965. This Council had control over all
forms of medicine, be they orthodox or complementary in nature. Crucially however, the MCC
held all medicine (o (he same set of standards and procedures. These focused of three issues:
safety, quality, and efficacy. In the case of the latter the standards test was the double-blind
randomised controlled tnal. The SAMMDRA Bill, in contrast makes provision for different
procedures and complementary (herbal, traditional, or homeopathic) medicines to be applied.
Thas will be done by establishing separate experts for the two major types of medicine (in addition
to those for veterinary medicines and medical devices). In the case of traditional medicines, issues
of safely and quality will take precedence over demonstrations of efficacy. The aimis (o regulate
and not to prevent access to what many people use in preference to Western allopathic medicine

(Gray. 1998).

4.3.1.4 Traditional healers in KwaZulu Natal

In KwaZulu Natal, prime collaboration between traditional and conventional medicine includes the
Valley Trust inifiative. In the 1950°s the founder of the Valley Trust, Dr Halley Scott, entered
wlo partnership with the traditional bealers in the area. The project was confinued by Dr Invin

Friedman in the 1980°s. Traditional healers and western doctors have been working together,
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successfully in managing diseases in the area for almost 50 vears now (Clarke. 1998). Since early
1970°s, under the tutelage of the then Secretarv of Health, Dr. M. V. Gumede. traditional healers
have been encouraged to form associations in order to facililate registrations and licencing.
Traditional healers were encouraged 10 stop ‘hiding behind the curtain of skin and gall bladder'
(Gumede. 1992. in Abdool Karim el al., 1994). The Constitution of the Invanga's National
Association was approved in December 1983 bv the KwaZuu Government (The Inyanga's

National Association. 1983).

Common venlures have been witiated in mav ficlds, including training, pharmacological research
on curative properties of indigenous plants. HIV prevention and AIDS education (Munk, 1998)
and menial health (Obeholzer, 1985). They have also included constructive discussion on patient
care and mutual cross-referrals of patients (Mkize. 1981). community health and nulrition
education, maternal and child health care, family planning, immunisalion against infectious
diseases. prevention and control of locallv endemic diseases, provision of treatrrent for conunon

diseases and injuries, provision of essential drugs for first atd medication (HofT. 1992).

4.4. Present constraints and Prospects for the future

4.4.1 Present constraints
Despite these positive nitiatives however. manv constrants reman about the collaboration
between biomedical and traditional medicine. Some common major problems and constraints are

summarised below.

(1 Mutual perceptions are still reflecting suspicion and misunderstanding.
Most biomedical praciitioners and researchers tend 10 associate tradiional
healing with myth and magic, and a 'primutive’ culture that uses non-
scientific techniques (Abdool Karim el al., 1994). This delays the
establishment of a dialogue between govermment staff and the traditional
healers:

(2) Some biomedical practitioners see the traditional healer as a charlatan, a
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crafty deceit. Thev are or were thought "to be insincere, to be quacks
who lived on the neuroses of their illiterate folks” ( Twumasi, 1981 ; 1381
quoted in Twumasi and Warren, (1986). On the olher hand. activities of
fraudulent practitioners might obscure the worthwhile contribution of the

majorily of bona fide healers (Floll, 1992) :

(3) The conflict between traditional, holistic, spiritual oriented healing and the
modem. biomedical. treatment oriented approach reflects a basic
dulerence in phulosophy on Lhe causation of discasc and the promotion of
health (Conco.. 1972: Gumede, 1974: Pillsbury. 1982. Edwards. 1983:
Leendent, 1992).

(4) The absence of a clear legal recognition by many governments of the
potential value ol fraditional practitioneis in priman care creates a poor
chimate for healers and health staff to work together and tends to reinforce

secrelive practices (Bibeau, 1982: Hoff. 1992).

4.4.1 Prospects for the future

[t 15 a sumple fact that traditional systems of medicine remain the major source of health care for
more than (wo-thirds of the world population (WHO, 1981). With regard to health care
assessment criteria such as availability, accessibility, affordability and acceptability, traditional
medicine, tn many mstances, seems to score higher than modemn medicine. Coe (1978) added the
fifth health assessment criferia, transparency, which indisputably puts traditonal healers in a better
position. This is due to its organisational framework and its operational siructures which are
lacking in traditional medicine. Nonetheless, as Gumede, 1990, bclicves, the practice of
traditional healers (invanga, sangoma, abathandaxi, spuitual healers) among Africans is a fail
accompli. They practice (registered or unregistered) by popular demand. Gumede also believes
that the western medical practitioner is (realing his patients with his unwelcome (and not sleeping)
pariner, the medicine man (Gumede, 1990). This fact secins to be supported by statistical

evidence on traditional healers utlisation across Alrica Given the high slatus and mfluence of
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rmost traditional practitioners among their own people, their role int providing sound and culiurally
appropriate primary health care should not be underestimated. Further, in countries where needs
are greal and resources scarce, tradilional practitioners can play a significant role in helping

people in rural conununities to improve their quality of life (HofT, 1992).

[n this context, the suggestion of co-operation put forward by different authors and policy makers
seem (o be more productive in the short, medium and long run. Mutual respect will however
remain a prerequisite for involvement in common ventures (research, education programmes,
exchanges of experiences in diagnosis and other diseases). [n order 1o make the ideal o common
health for becoming a reality there seem to be no doubt that modemn and traditional medicine
should join hands. One of the main challenges to face and overcome will remain the lack of a
legal framework which would serve as a clear basis for cooperation between two medical systemns
whose philosophies, codes of practice, level of professionalisation and sources of legitimacy are

not the same.

4.5 Conclusion

Literature shows that indigenous medicine 1s a system and i1s old as mankind. It is uruversal and

engraved in intuition and deals mostly with the emotional aspects, 1s different and special in (hat:

medicine is prepared by the healer not by a manutacturing company in another country;

the patient is given a chance to actually prepare his treatment calling on his vicious ancestors for
help, verbalizing his problems aloud and the patient ts not in isolation but wath a community of
ancestors. I 1s still popular to some groups especially those not influenced by western medicine
practices and is intertwined in their ways of life. If meets the criteria of a profession though it 15
difficult for its proponents to prove to the scientific world the action of supernatural powers and
the role of the ancestors during the healing session. Like bio-medicine, indigenous medicine has
specialists practitioners, izinyanga zokwelapha, izinyanga 7amakhambi, nababelethisi. Indigenous
medicine has its own materia medica — a large variety of medicines to use to treat diseases, e.g.
cleansing medicines, medicines that offer protection, charm medicines and poultices. As this

review has shown, bio-medical and traditional medicines has respective strengths and weaknesses.
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However, for the common goal of health for all, it is desirable that respective strengths be built
upon through co-operation and mutual exchange of experiences. Positive attempts of
collaboration have been reported from some Third world countries, from Africa and South Africa.
There is no doubt that more is stil) to come, if some major challenges are overcome. In any case,
it appears from the present review that an effective, user-oriented. community-based partnership
between the modern and traditional health care providers should be implemented. However,
relativelv little expenence has been gained in western and traditional healers co-operation. In the
same way, liitle data have actually been collected on the actual knowledge of traditional
praciitioners on disease diagnosis and treatment. The present research aims to contribute in filling
the gap. by (ocusing its interest on the knowledge, attitude and perceptions of both the traditional

healers and the community with regard to malaria diagnosis and treatment.

The findings of this investigation will help health policy makers and the malana conirol
programme services to identify areas of co-operation between them on one hand, the traditional
healers and the community on the other, so as “to alleviate the intolerable burden of malarna”
(WHO 1993). The study area of the present research is located in the Ngwavuma distnct of
Kwazulu Natal. This region has been identified not only as the most plagued with malaria in
KwaZulu Natal where it accounts (together with Ubombo and Hlabisa) for 93% malaria mfection
cases (Sharp et al. 1988) but also in South Africa as whole. This makes it a worthwhile
experimental case where traditional practitioners, the community and the formal health care
providers can collaborate in a common local Primary Health Care aclion againsi the malaria

epidemuic.
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CHAPTER FIVE
RESULTS: KNOWLEDGE, ATTITUDES AND PERCEPTIONS OF THE
COMMUNITY WITH REGARD TO THE DIAGNOSIS AND TREATMENT OF
MALARIA

5.1. Introduction

This chapter reports the findings of the community survey with a full statistical analysts. The
discussion of results is also included. Issues covered are: respondents profiles; their malania status;
their knowledge about different health care facilities as regard to malaria treatment: the
community's order of preference between health care services; factors influencing people's
preferences; perceptions about different health care services in regard to malaria treatment;
perceptions about possible collaboration between traditional healers and the malaria control team

At the end of the chapter, a summary of findings is given.

5.2. Respondents’ profile

5.2.1 Age

Table 5.1 suggests that most of the respondents (71.1%) were concentrated between 20 and 44
years of age. This percentage can further be broken down into 28.4% between 20 and 29, 20.8%
between 30 and 39 years and 21.9% between 40 and 49 years. With the 12.1% of the under 20,
one gets a total of 82,3 % of the respondents under the age of 50 years. This reflects the earlier
mentioned fact that the population of Ndumu is youthful and typical of that found m all

developing countries. Only 16.8 of respondents were over 50 years.
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Table 5.1 Distribution of respondents in age groups

Table 5.1 shows the respondent’s distributton in age groups.

Age groups Frequeuncy of Percept
response
10-14 7 40
15-19 14 8.1
20-24 22 12.8
25-29 e 27 (5.6
30-34 19 10.9
35-39 17 9.9
40-44 18 10.4
45-49 20 11.5
50-54 6 35
55-59 6 35
60-64 5 29
65+ 12 6.9

5.2.2 Gender

Table 5.2 Respondents’ gender distnibution

Table 5.2 shows the gender distribution of the respondents.

Gender Frequency Percent
1. Female 126 728
2. Male 47 272

Table 5.2 indicates that the majority of the respondents (72.8) were females. Only 27.2% ofthe
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respondents were males. Thus there was a |:2.6 male/female ratio. This also reflects another fact
mentioned in Chapter Two about the population of Ndumu. Given the fact that there are no
income-generating activities in the areas, men tend to move into cities for employment
opporiunities. This means that theur wives are lefi behind as heads of households. Other factors
such as birth rates and gender-related life expectancy might account for the ratio male/female.

However, there was no avaifable data to support the aforementioned hypotheses.

S.2.3 Education

The level of education of the respondents will help in establishing possible correlations between
education and the respondent’s knowledge, attitudes, and perceptions with regard 10 malaria
diagnosis and treaiment. Table 5.3 shows the respondents levels of education in years of

schooling.

Table 53 Levels of education in years of schooling in years

]

Frequency Percent

~

67.6
5.2
23
1.7
4.6
4.6
35
2.3
1.7
1.7
0.6
2.3
1.2
0.6
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Table 5.3 shows that 67.6% of the respondents had never been to school. 5.2% of respondents
had one year of education. There was also a total of 12.7% of respondents having from 3 to 4
years of schooling. The number of respondents with over 4 years of schooling is insignificant,

compared to the illiterate. This corresponds with the data presented in Chapter Two on
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widespread illiteracy in Ndumu. Ifit is recalled that the majonty of respondents were fermnales, the
data on levels of education imply that illiteracy is very high among females. Thus, in Ndumu, as it
is elsewhere, health issues remain ultimately a development problem. Health projects to be
initiated might produce scarce results as long as general human development problems such as

iliteracy are not addressed.

5.2.4 Malarnia status

Table 5.4 shows the respondents” exposure to malaria. This information 1s necessary so as to

ascertain whether respondents could give informed opinions on their recent malaria experignces.

Table 5.4 Exposure to malaria

Been exposed to malaria Frequency Percent
1. Yes 155 89.6
2. No 18 10.4

The data in Table 5.4 shows that the majority of the respondents had suffered from malaria (more
than 89%). A few, around one tenth of the respondents, had never (or not yet) suffered from
malaria. These data on malana status suggests that the sample was more likely able to. talk in an
informed manner about their malaria experiences, with special regard to the ability of different

health care services involved in its treaiment.

Table 5.5 Personal health history with regard to malaria of respondents who had suffered from
malaria

Table 5.5 shows the respondents recent malaria experiences

Health history of respondents Frequency Percent
1. Last year 28 16.2
2. Last month 25 14.5
3. This week 120 69.3

Table 5.5 shows that 69.3% of respondents stated they were suffering from malaria during the

interviews. They were in the active phase, 1.e. shivering, sweating and having a poor appetite.
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Another 14.5 per cent of respondents admitted that they had had mataria symptoms and suffered
from it during the previous month. The remaining 16.2% of respondents said (hat thev sufTered
from malaria in the previous vear. 1995. This supports the data given in figure 2. 1. figure 2.2 and
in Ltable 2.5 showing that Ndumu had the highest malaria case incidence and malaria case increase

in KwaZulu in 1996,

The communily based the diagnosis on the siens and symploms of (he disease. According 10
Westemn medicine, definite diagnosis is based on a blood test for malaria parasites (Department of
Health, 1997). Traditional communities base their diagnosis of a disease on “why™ (Conco 1972:
Ngubane, 1977: Nvamwava. 1992). the disease occurred. In a case of malaria, for example, they
believed 1t is because of eating or adding a lot of sugar in one’s diet or food that may cause
excessive gall “ukudla okunoshukela omningi, noteli (cooking oil) kubanga invongo™ and
therefore treatment would be cleansing the system and drinking bitter tonics. They believed
pregnant women and cluldren are more al sk because they could not cleanse (ukarphalaza

nokuchatha) due to their physical conditions.

The researcher thought they associated mosquttoes with bees, the latter producing “sweet” honey
from “sucking from or biting on™ mayvbe sweel flowers so that bitler tonics would acl as
repellents. Bitter medicines are supposedly contra-indicated to pregnant women for abortion and

to children for fear of overdosing.

5.2.5 Familiarity with available health care services (HCSs)

Familianty with avalable health care services s also an imporiant factor in determirung how

knowledgeably the respondents talk about health care providers. Table 5.6 shows the most

frequented destinations of the respondents for treatment.
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Table 5.6 Visits to tocal health care services

Frequency Percent
Local Health Care Service
1. Ingwavuma 24 13.9
Hosplital
2. Ndumu Clinic 58 33.5
3. Shemula Clinic 3 1.7
4. Malaria Camp 59 34.1
5. Other, eg. self help tradition 29 16.8
hesalers

The majority of the respondents (34.1%) stated that they attended the malaria camp for treatment.
Those who attended Ndumu clinic represented a share of 33.5%, whereas those who admitted to
using services other than local health care services constituted 16.8%. These respondents reporied
using home remedies or consulting a traditional healer. Those who attended Ingwavuma Hospital
were 13.9% of the respondents. A negligible share of 1.6 % of the respondents attended Shemula

clinic. (See Figure 2.2 (or location of Ingwavuma Hospital and Ndumu health services)

These figures suggest that the majority of the community atiended the malaria camp. Two main
reasons account for this fact. First, the camp is closer to the community. Second, it keeps malana
treatment drugs. Those who went to Ndumu clinic were either close to the clinic or referred by
the camp. Some respondents told the researcher that they actually went to Ndumu clinic when
there were no personnel available at the camp. In other words, at night or after hours, it became
worthless to go to the Malaria Control Programme camp. Patients resorted to the traditional
healer or to home remedies. It appeared that the community had a good knowledge of common
and readily available medicinal herbs. An adull would start self treatment without necessarily
notifying the family members. It was only when signs persisted that other members of the famuly
were notified. Self treatment begun when the symptoms appeared and the choice of treatment
based on “knowledge of first line treatment of common, ordinary, natural sickness like
Mkhuhlane Syndromes”, (Conco, 1972). I[ftheir common efforts did not yteld any good resuit,
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they went to the (raditional healer and/or Lo the camp.

The Malaria Control Programme Camp and (raditional healers seemed 1o be somehow used
concomitantly by the community. Some Malana Control field workers (old (he researcher thal
they often found shivering patients in fraditional healers” houses and gave them medicine.
Likewise. when people/clients from the urban areas contracted the disease during their visit to the

iraditional healers’ homes, the camp provided them with malaria treatment.

Patients who went to Ingwavuma Hospital were either referred by (he clinic because of
complications such as pregnancy, age (babies), severe dehvdration, cerebral malaria, eic.

The local referral svstem. supported bv Scambler. 1991, seems 10 follow the model below:

Figure 4.1 Local referral system

HOSPITAL: C?Tmplicaled cases
CLINIC: Referrals fom the Camp and Traditional healer
CAMP AND TRADITIONAL Hfl]'_-iALER: Self and Family referrals
FAMILY: Self-help or Eﬂperienced family member

5.3. Knowledge about different Health Care Services with regard to malaria treatment

This section consists of responses about what the corrmnunity knew about diflcrent available health
care services with regard to malana ireaiment. Tables 3.7, 5.8 and 5.9 show how respondents

perceive of abilily of the clinie, the hospiial and the traditional healer to cure malaria



5.3.1 Perception of malaria treatment at the clinic

Tabte 5.7 Perceptions of the clinic to cure malaria

Response Frequency Percent
1. Yes 78 45.1
2. No 48 27.7
3. Other 47 27.2

A proportion 0f45.1% of the respondents admitted that the clinic could cure malarta. Those for
whom the clinic could not cure malaria were 27.7%. A story [rom a respondent gave an account
of the aforementioned fact in this wav: “*last year I went to the cliruc, they gave me medicine, and
again this year, 1 have the same problenvdisease, this disease is a killer, meaning “ ngonyaka
odlulile ngavakashela eKlinik banginika umuthi, nakulonyaka futhi lenkinga/isifo singiphethe,
lesisifo sryabahlula”. This seems to agree with arguments put forward in the literature, according
to which “to cure” is equivalent to “eradicale” in the African traditional setting of health and
illness (Ngubane, 1972, Gumede, 1990). From the modern medical perspective, to cure means to
bring back somebody to life, to use a medicine successfully and not necessarily to eradicate
(Gumede, 1990). Yet for the African, “cured” means “eliminated and wiped out”. This is even
strengthened by the fact that Ulness 1s associated with the ancestors. It is believed that afier the
rituals due to the ancestors, for a patient the illness should be eradicated and not come back. This
might explain why a significant share of people held the view that the clinic could not cure

malaria. Like the traditional healer, the clinic offers a temporary relief, thithibeza

A share of 27.7% was made of people who had never used the clinic for any other reason. Some
sald so, because they had never suffered from malana For others, financial means (mainly
transport fees) as well as the inaccessibility i terms of distance might also have been the reasons.
Finally, respondents might not have used the clinic because health care services were available in
the neighbourhood from the traditional healer.
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S.3.2 Perceptions of malaria treatment at the hospital

Table 5.8 Hospital’s score nbout curing malaria

Responses Frequency Percent
1. Yes 43 24.9
2. No 7 4.0
3. Other 123 71.1

The majority of the respondents (71.1%) said that they did not know if the hospital could cure
malana Most likely, this might reflect the fact that these respondents had never been to the
hospital as such for reasons already stated (distance, financial means, other health care services).
A share of 24.9% admitted that the hospital could cure malaria. They seemingly had been to
hospital for treatment as referrals from the clinic, or they might have heard from others. A much
lower percentage of 4.5 responded that the hospital could not cure malaria. This statement night
be based upon the same cultural understanding of the conceplt “to cure™ as suggested above in the
case of the clinic. Since the hospital could not eradicate the disease, it could not cure it, according
to the understanding of the local community. Further, it could be noted that most of the cases
referred to the hospital were very serious. Thus, when patients ended up dying there, some people

might conclude that hospitals could not cure malaria.
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5.3.3 Perceptions of malaria treatment at the traditional healer

Table 5.9 Traditional healer's score ubout curing malaria

Responsex Frequency Percent
1. Yes 10 5.8
2. No 114 65.9
3.0ther 49 28.3

As Table 5.9, the majonity of the respondents (65.9%) said that the traditional healer could not
cure malana. Here again the same comment made about the clinic and the hospital may be put
forward. For the respondents, the traditional healer could not cure malaria because he/she did not
treal it completely. Most of the respondents said that the traditional healer could instead
“thithibeza isifo” (provide short term relief). This expression seems 10 mean that the traditional
healer could provide a temporary ease, or relief to the disease. Thus, the patient could feel better

for a while.

A correct prasp of the context of understanding in which the community approaches the concept
“to cure” is of utmost importance. In actual faci, saying that the traditional healer did not cure
malana did not mean that he/she was less frequented. What is acknowledged, honestly is the fact
that he/she was unable to eradicate malarnia. Part o( the category “other” in tables 5.7 and 5.9 is
certainly made by those respondents who resorted to traditional healers and who did actually not
know anything about whether the clinic or the hospital could cure malana. The category “other”
in table 5.6 also implies the use of traditional healing, since resorting to home remedies was likely
to involve the local traditional healer. Besides, the fact that the traditional healer generally charged
less or did not necessarily require cash payment, made people seek his/her help. Pretorius’s study
in 1992, shows that utiization the services of a healer 1s not influenced negatively by cost. This

supports the theory that culture determunes an individual’s health-seeking behaviour

The respondents who said that they did not know if traditional healers could cure malaria were
28.3%. This percentage included also the number of respondents who said they had never and
would never visit a traditional healer. They allegedly did not believe in traditional medicine. A
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closer look at the profile of the respondents in this last category indicates an evident correlation
between factors such as age. education and religion. and the tendency 1o dismiss the capacity of

the traditional healer to cure malana

Although (he study did not enquire into respondent s religious afliliations, it is worth mentioning
that religion, age and education can influence people’s allitude towards traditional
medicine/healers Research done by Pretoriug (1992) led her 1o conclude that the majority of those
who consult traditional healers belong to the calegory of “low level of education, belong to the
non-orthodox churches™ and older persons with traditional life-styles. (Refer to Table 2.2 around

(3% of the population had no levels of schooling, 1996 census)

A low 5.8% of the respondents acknowledged that the traditional healer could cure malaria.
Stories from these respondents suggest that they had malana once in their lives, went 10 a
traditional healer. and since. they had not had it again. This is why thev confirmed thal the
traditional healer could cure malaria. This meets people’s cultural understanding of the concept
Yo cure’”’. However, this response does not indicate the extent of the “use™ of the traditional

healer's services. as said sarlier,
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5.4. The community’s order of preference between Health Care Services

This section reports the preferences of people for different health care services when they are sick.
This is important in (1) identifying health care services which are moslt frequently used by the
community, the reasons behind this use and (2) more importantly, establishing the place of the
focal traditional healer in the process of health care provision. To this end table 5.10 shows the
community’s first choice. Tables 5.10;5.1] and 5.12 report the community’s justification for their

first, second and third places.

Tuble 5.10 First attended health care service (HCS)

Health Care Service Frequency Percent

1. Clinic 50 28.9

2. Hospital 13 7.5

3. Traditional 9 52
healer

4. Malaria camp 84 48.6

5. Other 17 9.8

As shown in table 5.10, the majority of the respondents (48.6%) admitted that they visited the
malana camp Grst. Those who attended the clinic first represented 28.9%, whereas 9.8% said they
did not attend any of the above health care service centres. Those who aitended the hospital

represent 7.5% and 5.2% said they attended the services of a traditional healer in the first

instance.
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Table 5.11 First Attended Health Care Service : Justification

Justification choice Frequency Percent
1. Cheaper 6 3.5
2. Nesrer 95 54.9
3. Can treat 63 30.6
4. Other 19 11.0

Table S.11 shows that, a very large majonty of the respondents (54.9%) stated that the distance
factor was responsible for their choice of health care service. Thus, accessibility of health care
service seemed to be the first and mos! important reason which dictated people's choices about
where to go when they were sick. Distance was followed, with a much lesser degree (30 6%) by
the respondent s belief on the efficiency ofhealth care services, 1.e. whether they could be better
treated there. Financial affordability came with a very insignificant share (3.5%) supposedly for
the reason that clinic services are free. The category “other” represented 11.0%. 1t included such
various reasons, for instance, being transferred by one or the other practitioner, having never been

to the camp or resorting to home remedy and attending the services of a traditional healer.

Although most of the respondents rated the camps as providing the best treatment, they however,
hold the view that chloroquine the frequently admunisterd drug did only the “thithibeza”, just as
did some traditional healers. The older generations associated malaria with the type of food eaten
and believed that chloroquine caused “isithingithingi”, i.e. “woolliness”, Therefore, for them,
actually nobody “cured” malara and the best solution in case the symptoms appeared was (0
combine remedies from the traditional healers and from modem medicine. Some said they could
boil water, add in some Vicks Vaporub and inhale the medicine, covered with a blanket
“ukugquma’. They could also rub theur bodies with Vicks vaporub after inhaling and take Disprin
or Compral In case the latter {wo were not available, they said they could bum “imphepho’ or
“izinyamazane” from the traditional healer and get relief, The idea that anti-rnalana treatment may

cause some side effects, “wooliness/ isithingithingi”, could be the deterrent and should be weighed
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against the pleasure attained when using what is culturally defined, readily available and without

side effects

As described in Chapter Two the community relied on small-scale subsistence farming which is

dependent on satisfactory physical and mental fitness.

Table 5.12 Second Attended : Justification

Justification for choice Frequency Percent
2

1. Cheaper 2 1.2

2. Nearer 11 6.4

3. Can treat 27 15.6
4. Other 132 76.3
5. No response 1 0.6

Table 5.12 shows that a proportion of 76.3% of respondents petitioned the category “other”.
Those who said that they went to hospital because it could treat malaria were 15.6%. A share of
6.4% chose the hosprtal because it was near, whereas 1.2% said they chose the second place (the

hospital) because it was cheaper.

Thus, whereas the distance factor was prominent in the justification given for the choice of the
first health service to attend (54.9%) (Table 5.11), only 6.4% of respondents stated that distance
was the reason for their second choice. An even lesser share went to affordability. What these data
seem to suggest is that the second place (hospital) was actually not that much frequented.
Therefore, being closer, affordable or whether it could treat, did not take much importance for the
respondents. Maybe by the time a second choice is made the disease is quite serious, distance and

monegy become less umportant.

Pretorius, 1992, says that distance does not seem to act as deterrent because in consulling a
traditional healer “often a person prefers to consult a healer in another area, on the other hand
because the client expects the traditional healer to identify the problem without prior

information...” This suggests that respondents would have visited the traditional healer even
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though the clinic was close by and accessible in terms of money, transport and roads

(infrastruciure).

Table 5.13 Third attended HCS: Justification

Justification for choice 3 Frequency Percent
1. Cbecaper ? 52
2. Nearer 5 22
3. Can tresat 5 2.9
4. Other 154 8.0

Table 5.13 shows the large majority of respondents did have other reasons than financial
affordability, proximuty or efficiency behind the attendance the third health care service. This
seems to suggest that the third service the respondents had did not depend on their own choices.

In other words they were referred 1o the intermediary service.

5.5. Factors influencing people’s preferences

The factors influencing people’s preferences with regard to which health care services to use are
presented in this section. Factors such as distance (table 5.14), means of transport (tables 5.15
and 5.16), family and local support systemn (table S.17) and service fee ranges (table 5.18) were

considered.

5.5.1 Distance

Table 5.14 Distance from home to traditional healer

Distance/Time Frequency Percent
1. 30 minutes walk 133 76.9

2. 45 minutes walk 31 17.9

3. 1 hour walk 7 4.0

4 Other 2 - 1.2
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As shown in Table 5.14, most respondents (76.9%) stayed within a distance of 30 minutes walk
from the traditional healer. Another 17.9% stayed at 45 minutes walk from the (raditional healer.
In total, about 72.8% of the respondents reported to be staying at less thag a 45 minutes walk
distance from the traditional healer. This was coherent with the way respondents motivated their

choices about where they went firsi for treatment.

With a share of 4.0% of those who stayed within an hour’s walk from the {raditional healer, one
gets almost the totality of the respondents (98.2) as staying at less than an hour walk from the
traditional healer.

A share of 1.2%. i e. “the other category” which represented relatives and family members in the
traditional healer's households, reported to be staying at less than 30 minutes walk from the
traditional healer.

5.5.2 Transport

Table 5.15 Means used by people to go to clinic

Percent
Transport to healers borme Frequency
1. Walk 95 it
2. Taxi 67 387
3. Bus 2 L2
4. Other 9 S

As it can be seen in Table 5.15, 54.9% of the respondents stated that they walked to go to clinic.
Those who reported to be using taxis were 38.7%. Those who said they used a bus represented
1.2%. The category “other”’(3.2%) comprised those who did not know how people went to the
clinic, since they themselves had never been there. This confirms with literature that the
community might percejve the disease as not senous enough to create an extraordinary awareness,
and diseases like that are regarded as every day s “mkhuhlane” afflictions. (Conco, 1972;
Ngubane, 1977, Gumede, 1990.)
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These data suggest that besides factors such as poverty and lower level of income, infrastructure
facilities have 1o be taken into account when considening what means people choose to go to the

clinic.

Table 5.16 Means used by people to go to hospital

Transport to Hospital Frequency Percent
1. Walk 7 4.0
2. Taxi 106 61.3
3. Bus 40 23.1
4. Other 20 11.6

Table 5.16 indicates that in the case of hospital, those who went by (axt represented 61.3% ofthe
respondents. Those went by bus constftuted 23.1% whereas 11.6% did not know how the patients
went, either because they had never been to the hospital or because none of their family members

had ever been Those who walked to the hospital were 4.0% of the respondents.

These data point to the inaccessibility of the hospital services for the majority ofthe people. When
one takes into account the fact that malaria patients are generally weak, have a headache, muscle
pain and unable to walk, one understands the pain they experience when going 1o the hospital. In
case patients are not admitted, they have to go back home or steep at their relatives” homes with
all the suffering that this entails. Thus, it may be said that it is only usually a very complicated case
that has to be taken to hospital.

Some respondents explained that conditions are that when there is no transport (buses make one
trip per day) and they had to sleep overnight at the Out Patient Depariment, they were not given
blankets to cover their bodies against mosquitoes. “abasinik} izingubo zokulala.” ( Refer to Plate

2.3, for the type of atlire)

83



Here again one has (o notice a significant percentage of people who said they had never been to
the hospital. Having been healthy all along or having used the services of a traditional healer and
the Malaria contro! program camp do not seem sufficient reasons to explain the fact. Other factors
such as poverty might have prevented people from going to the hospital. Scarce resources might
not be spent on one family member because they have the potential to support the whole family
(Clarke, 1996).

5.5.3 Family and local support system

This table (5.17) show types of family support systems prevailing in each famuly dunng crises.
1t looks at who accompanies ill family members to a health centre e.g mother/father in case of
children, a husband in case of a married woman, a wife in case of 2 married man, a traditional

healer or any other person.

Table 5.17 Intervention in case of iliness

Frequency Percent

Family member

1. Self 28 16.2
2. Mother 120 69.4
3. Father 6 3.5
4. Husband/Wife 11 6.4
5. Traditional healer 0 0.0
6. Other 8 4.6

Table 5.17 shows that a share of 69.4% reported that they were taken by the mother. Those who
went by themselves represented 16.2% whereas 6.4% were taken by their husbands/wives. Those
who were taken by their fathers were 3.5% of the respondents. The category of “other™
represented 4.6%. [t comprised people who had never been to the clinic, hospital or malaria camp.
None of the respondents reported 1o have been taken by a traditional healer.

These data seem to point to the responsibility of women in the health provision to the communty.
The intervention of mothers is more than visible, contrasting with the low intervention of

husbands and fathers. This might be explained by facts mentioned earlier about gender distribution
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in the area Given that generally, men are away for employment, women are delegated with the
role of heads of homesteads and therefore have to cater for the health of their family members.
This seems to be supporied by other research done on the role of the women in the provision of
health care in the rural areas (Wilson and Ramphele 1990). These responsibilities about family
health take much of the tume that women should be spending on other acttvities related to their

family subsistence. This, in turn, has a negative impaci on households® welfare.

5.4.  Service fee ranges

Table 5.18 describes the range of fees paid by pattents for their consultation and whether the fees

ranged between < - R 30, R3. - RS, R6. - RI10, R11. — R20, R21. - R30

Table 5.18 Service fee range

Field Frequency Percent
1. <-R3.00 88 55.9
2R3 -RS. 49 28.3
3.R6 ~R10 0 0.0
4R11-R20 4 2.3
5. R21 —R30 1 0.6
6.>-R30 0 0.0
7. Other 31 17.9
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The findings presented in Table 5.18 show that those who paid less than three Rand represented
55.9% and were in the majority. Those who paid between R3 and R5 constituted a proportion of
28.3% A share of 17.9% had never been 1o the clinic or 10 the hospital. A share of 2.3 %
reported having paid between R11 and R20. These were those admitled o hospital Very few
(0.6%) reported having paid between R 21 and R 30.

The cost of medical care stated above might not appecar avorbitant. However, for the poor rural
community of Ndumu (see socio-economic stalus in chapter two above) the fee ranges are far
from being affordable. When these costs are considered together with the distance factor and
Iravel-related costs, they provide an explanation as to why the respondents did not favour the use
of hospital. Attention is drawn to Pretorius (1992), thal who says distance is not a measure of
concemn when it comes to the ulilisation of the services of a traditional healer. The researcher
associates this attitude (o the fact that traditonal healing is a joint effort, a therapeutic alliance
between the client and the traditional healer and among an assemblage of responsiblc ancestors -
the healers” ancestors. patients’ ancestors, i.e. the whole generation of ancestors, “bonke

abalele.”

The situation may probably be different by now. By the end of this research in 1996, a free health
care services Bl for children frem birth to five years old was adopted. Moreover during the lime
of this study. Ndumu Hospital was open and Shemula clinic opened towards the end of 1996 on a
fortnightly basis (twice a month). Spolipoli clinic was built later and open towards the end 1996 as

well. (See I'gure 2.4)

5.6 Perceptions about different Health Care Services with regard to malaria treatment
This section represents the commumity's perceptions about different health care services with
regard (o the treatmenl of malaria. The relative efficacy of the different Health Care Services and

the reasons for this are presented in tables 5.4, 5.6, 5.19 and table 5.20.
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Table 5.19 Preferences for Health Care Services

Better Frequency Percent
treatment place

1. Hospital 43 24,9

2. Clinic 46 26.6

3. Traditional healer 3 1.7

4. Malaria Camp 59 34.1

5. Other 22 12.7

Table 5.19 indicates that for the communty, the camp had the highest score, with 34.1% of
respondents affirming that it could treat malaria better, The second was the clinic, with 26.6 % of
the responses. The third was the hospital with a score 0f24.3%. Finally, 12.7% said that they did
not know what the best place was. Those saying that the traditional healer was the best

represented a low percentage of just 1.7%.

Orne respondent, a lady teacher, (was found at her work place) explained with serfous concem that
the majonty of the community use the services of a traditional healer at Ndumu. She brought to
the researcher a small boy who looked very ill, his body was very hot on touch, pale and had fresh
traditional incisions (“gcaba”™) and, as nurse, researcher suspected a combination of mahutrition,
worm infestation “izikelemu’ and malana. The researcher urged the teacher to send pupil home
with a letter explaimng to parent the need for medical attention as 1s done in urban areas, (teacher
said mother cannot read). She said “we allow them to stay in the sun when feeling cold and to jom
the class when they feel better. She mentioned that it is difficult to teach during malarta outbreaks
“nathi ugobo siza esikoleni sighugha,” since malana affects both teachers and pupils. What this
poims at 15 that teachers at school should be involved in the malaria control programme by
allowing them to keep malaria treatment in order to decentralise the malana control programme.
She also mentioned that traditional healers keep clients in their houses for much longer penods

before accessing them {o the clinic or hospital, and some unfortunately die there.
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Table 5.20 Justificallons choice of HCSx' scores

Justification for choice Frequency Percent
1. Have better medicine 102 59.0
2. Canp diagnose 47 27.2
3. Has magic 1 0.6
4. Other 23 13.3

As table 5.20 indicates, those who voted for the malaria camp justified their opinion by the fact
that the camp had better medicines (59.0%). The respondents qualifying the clinic as second based
their opinion on the fact that it could diagnose (27.2%). A share of 13.2% said they did not know
and 0.6% felt that the traditional healer could treat better because he had magic.

Did these statistics reflect reality? Camps keep curative medicines and do definitive malaria
diagnosis. The high percentage of people saying that they had better medicines might have gone to
them when they still had a mild malania. As for the clinic, the respondents rightly said that tt could
diagnose. The clinic is equipped for tests. Those diagnosed positive were put on a malaria cure
and sent home. Those who said that they did not know had either never suffered (rom malaria or
resorted to home remedies. The only respondents who mentioned the traditional healer said that

they had never suffered after having taken a treatment from the traditional healer.

57. Perceptions about possible collaboration between traditional healers & malaria
control team
What were the views of the community about the possibility of seeing the traditional healers
working together with the malana control team? The answers to this concern are important in
order to test if ultimately, the community sees any advantage in the iwo systems working together
for the improvement of their health care. Table 5.21 shows how the respondents were distribuled
in favour or not in favour. Table 5.22 indicates the form of collaboration the community would
like to see happening. Finally, table 5.23 shows whether or not the community would be keen in

using the services of trained traditional healers.
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57.1  For or against collaboration

Table 5.21 Scores for or against collaboration

Against collaboration Frequency Percent
1. Yes 150 86.7
2. No 1S 8.7
3. Other 8 4.6

Table 5.21 shows that the majority of the respondents (86.7%) would like to see traditional
healers working together with the malaria control team. A share of 8.7% were against possible
collaboration, whereas a further 4.6% said they did not know. For this latter category it was up to
the two types of practitioners to decide.

The above figures seem to be inconsistent with other figures given on other questions. So far, the
traditional healer had been given a lesser score, in terms of being frequented, and a tower rank in
health care provision and quality of his/her services. However, the widely expressed wish to see
traditional healers collaborating with the modem health sector, seems to indicate that the services
of traditional healers were aciually widely used and needed. Those who were against the

collaboration seemed to be those who did not use the services of traditional healers.

Nonetheless, the views expressed indicated that the community was widely supportive for the
collaboration between the two systems. Some said that the collaboration would bring free choice
to the community, without one system looking down upon the other, especially when referrals are
made. Patients from the traditional healers normally were denigrated by nurses, especially when
they armved with complicated stages of certain diseases. Possible collaboration appeared thus to
be beneficial to the community, reducing the people’s psychological burden and contributing to a
better health care.

5.7.2 Form of collaboration between Malaria control programme and Traditional healers
Table 5.22 is about forms of collaboralion between traditional healers and the malaria team with
regards to whether collaboration should be based on traditional healers keeping and supplying
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malaria treatment to the community, teaching them how o diagnose, encouraging them to refer
patients to the clinic or the clinic referring back to the iradiional healer or any form of

collaboration

Table 5.22 The community’s suggested forms of collaboration

Suggested form of collaboration Frequency Percent
1. Give malaria medicine 68 39.3
2. Teach how to diagnose 24 13.9
3. Traditional healer to refer to 52 30.1
clinic/hosplital

4. Clinic to refer to traditional healer 1 0.6

5. Other 28 16.2

Table 5.22 indicates that the majoritv of respondents (elt that malaria medicines should be given to
traditional healers (39.3%). A further 30.1% said that traditional healers should refer to the clinic,
whereas 16.2% was a combination of all forms of collaboration. A share of 13.9% felt that
traditional healers should be taught how to diagnose, whereas 0.6% thought that the clinic shoutd
refer to traditional healers.

The data seem to be in favour of collaboration. A special focus was put on the traditional healer
and the role he/she could play. A number of reasons might have accounted for the central role
given (o the traditional healer. Respondent suggested that while it was not easily possible to walk
as far as the hospital, the traditional healer was accessible and knew whoever might be suffenng.
He could even go himself to the homesteads and give medicines. Patients could find
accommodation at the traditional healer’s homestead if they went to him Food could be provided,
whereas they would have to spend the money they did not have for the same facilities if they
vistted a hospital. When the traditional healer was not around, his familv could still give malaria

frealments.

However, some felt that there should be some criteria in the choice of traditional healers entrusted

with medicines. The reason given was that some would not know how to give them and might
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even over or underdose. There were also fears that traditional healers might charge for the
medicine they give out, while they were provided free by the camp. Others felt that there should
not be any selection of traditional healers entrusted with medicine. Many considered that female
traditional healers should not be given medicines, especially quinine, because they could be used

for abortion.

Nonetheless, the data sesm to indicate how the communily values the traditional healer as the best
indicated provider of health care. The fact that the majority felt that medicines should be given to
{raditional healers implies and supports the fact that they were the closest 10 the community,
socially and geographically. Here it might be worthy to recall the 76.9% of the respondents said
previously thal they were living within 0 to 30 minutes walk. Thus, for the community, “abafima
inyanga bazoya enyangeni, uma yehluleka bangasabi ukuya emtholampilo.”(those who prefer the
services of a (raditional should be free to use such a services and if the healer's medicines fai
client’s should feel free to move to next level of care”). Freeman (1992) supports the idea and
says that modem and traditional systems should operate independently with consumers choosing

whom to consult.

5.7.3 About utilisation of trained traditional healers

Table 5.23 shows the community’s potential willingness to utilize trained traditional

healers

It looks at the number of people who would use the trained traditional healer’s services, and

is the basis for future collaboration.

Table 5.23 Potential use of trained traditional healers

Frequency Percent
Utilisation of trained traditionul
1. Yes 154 8§99
2. No 13 7.5
3. Other 6 35
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Table 5.23 shows that the majority of respondents (89.0%) reported that they would like to use
trained traditional healers. Only 7.5% did not wish to use trained traditional healers, whereas
3.5% (other category) considered that traditional healers should never freely be allowed to use

their malaria medicines.

The statistics given here tie in with those given on the two previous 1ssues about the possibility
and the form of collaboration. Most of the respondents were in favour of collaboration in general
When it came to the form of collaboration, most wished that the traditional healer could be given
medicines. All this, combined with the latter fact that the community would use trained traditional
healers, seem to suggest at least one unportant thing. Although traditional healers were not
considered to be able to “cure” malana or to treat it better, most of the respondents felt that once
frained, they could be profitably used by the community. Those who said they would not like to
see the training of traditional healers seemed to be those who tended to look down upon them,
because of their level of education, religion and perhaps better-off socio-economic conditions.
Thus, 1t could be considered that those who could move easily to the clinic and hospital, afford
transport and other cost, lended to say that they were not interested in seeing traditional healers
trained. They were not using them anyway. However, as said earlier, the levels of poverty and
unemployment in Ndumu are such that the “better-off” group is very small. In other words it may
be said that those who did not use the services of traditional healers and therefore were not

interested in seeing them {rained were very few.

5.8 Conclusion

Respondents’ profile

The demographic profile of respondents indicated a large proportion of people age between 20
and 49 years (71,1%) and mostly female (72.8). This means that the population was
predominantly young and females had a heavy burden on their shoulders in terms of the health
status of the community. Tt appeared for instance that 69.4% of malaria patients were taken to
clinic or hospital by their mothers. The community was also largely dominated by high levels of
illiteracy, as a large number of respondents had never been to school (67.6%. This had

implications on the health status of the community and on possible policy measures to be taken in
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order 1o improve the provision of health care in the area.

Exposure to malaria

As indicated by the findings of the sludies (Ngxongo. 1993 Sharp and le Sueur, 1996) malaria is
epidernic in the area. In terms of personal historv with regard 1o malaria the study found that
more than 89% of the respondents stated that thev were suffering from it not less than a month

before. This means that thev could t1atk “knowledgeablv” aboul their malara experiences.

Manv respondents were well aware of the epidemicity of malaria in the area and were almost of
the view that malaria was there to stay. The fact that natural conditions in the area are favourable
for the breeding of the mosquilo vecior surelv made the community consider that malaria could
not be eradicaled. This made sense in that even when properly treated it was likely (o sinke
again, since the patients remained in the same natural environment. The respondents were also
aware (hat the new strains of malaria were “growing stronger and stronger”. This pointed to the
issue of chloroquine resistant strains (Freese et al, 1988) of malana increasing in prevalence in

area.

Familiayity with local health care

It appeared that most respondents were fairly familiar with local health care services. In this
regard. the malara camp came first (34.1%) for ils proximitv and because of the fact that the
camp kept malaria treatment drugs such as Sulphadoxide Pyrimethamune. The camp however.
could be used concomitantly with traditional healers and to both, members of the community went
as lay referrals afler self-help treatment in (heir families. Referrals were made from the Malana
Control Camp and traditional healers mostly to Ndumu clinic. Those to hospital were fewer and

were generally the most complicated cases.

Community perceptions on malaria treatment by local health care services

Though less than half of the respondents, the majority of respondents (45.1%) held the view thal
the clinic could cure malaria. However, as many as 27.7% thought that the clinic was unable to
cure malaria. As for the hospital on the same issue, many (7 1.1%) said they did not know because
they had never been to the hospital. The reason for not going appeared to be mainly distance and

s financial implications. However, those who had been to hospital admitied that it could cure

93



malaria. They only constiluted 42.9%. The majority of respondents (65.9%4) held the view that
traditional healers could no( cure malaria. They were aware however, that he/she could provide a
temporary relief (thithibeza) but without Jasting effects in the longer term There were howe Cr.
very few (5.8%) who said that thev were cured by traditional healers. It appeared generallv that
for the respondents, "curing” meant "eradication”. That was why. in the case of clinic and
hospital, almost one filih ol the respondents doubted the ability of those services 1o cure malaria

(Gunmede 1990},

Community preferences about local health care services

The study found out that the majority of respondents (48.6%) tended (o prefer the Malaria
Control Camp for the first attendance. Those who attended the Ndumu clinic in the first place
represented 28.9% whereas those who attended the hospital as (he first place ol atiendance were

onlv in 7.5% of cases.

[t appeared that the Malaria Control Camp enjoved the confidence of the local commurnity with
regard 10 malaria treatment. The camp was gi en credit for betler treatment (34.1%) and better
medicines (59.0). The camp's drugs, mainly chloroquine. were apparently widely known and were
used alone or mixed with local herbal medicines for greater effect. The clinic came as second for
its ability 10 diagnose (27 2%). Obviously in actual fact, the camp had not necessarily better
medicines than the clinic. However, given the {act that the camp was closer and most likely
afiended in the first phase of malaria, the drugs given were effective. This made the patients
conclude that the Camp had better medicine than the clinic and the hospital. Only 1.7% of
respondenis considered that the traditional healers could batter treat malaria and almost none
(0.6%) attributed them with magic. This suggests that malaria appeared to most respondents as a
naturally caused disease which was simply challenging traditional healers' medicines. Further, the
statistics pointed to the general view thal none of the local health services could cure malaria once

and for all and in a satisfactory manner.
Factors influencing people's preferences about local health care services.
The distance factor prevailcd in the majority of cases (54.9%) followed in a much lesser extent by

efficiency (30.6%) and financial affordability (3.5%).
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The distance factor may suggesl that cyven if it was not clearh staled. the traditional healers were
the first to be consulled. Patients did not need to walk long distances Lo reach traditional healers,
stince 79.9% of respondents admitted thal they were within a 30 minutes distance fromthem. One
(he contrary many stated that they walked (o go the clinic or had (o usc taxis  Patients had to vse
taxis as well (o go to hospital and this was a major factor preventing them (rom attending.
Traditional healers were also widely used because they were part of the local famuly and social

supporl syslen

Service fee

The seriice fee ranges were apparently not very onerous, since the majority (55.9%) reported to
pay less than three Rands. However, in some cases, the costs prevented malaria patients from
going to hospital. One has obviouslv 1o lake into account additional costs as well, such as
(ransport fees and food expenses. [l may be recalled that Ndumu's economic status was
charactensed by low cash income and high levels of unemployment. Chapter six gives an insight
mto the (raditional healers service fee range, and it is difficult (o reconcile (using a biomedical
perspective) the treatment outcome and the distance travelled to a traditional healer (as according
to Pretorius, 1992). The only evidence could be that of trying to (ind the “why" of the deviation
from normal and what cmises such a deviation (e.g umeqo, umbhulelo). Ancestors are there to
prevent and promote health, where there is a deviation from normal health; African socielies look

for someone who has been ordained Lo communicate with the former.

Collaboration between traditional healers and the malaria control team

The findings of the study about the community's perceptions about a possible collaboration
between traditional healers and the malaria contro! team were mostly enthusiastic and positive. A
large majority (86.7%) of respondents expressed their wish to see traditional healers and the
malarta control team working together. Major advantages for such a collaboration were seen as:
sharing of skills and competence, open choices for the members of the community, the end of
mu(ual mstrust and denigration. All this was seen in the perspective of a combined effort against

malaria and belter health care provision in the area  Only 8.7% were against collaboration.
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The most favowed form of collaborativn was thal malaria medicines be piven (o traditional
healers (38.9%). These in twn could make thein avatlable 1o pattents. It appeared also that a
number of respondents wished that traditional healers may refer their patients Lo clinic (30.9%) or
be taught how to diagnose (13.9%). Others wished 1o see any possible form of collaboration
happening. However, a number of concerns and fears were expressed by the respondents. They
seemed to pertain to such 1ssues as; criteria in the choice of traditional healers to be entrusted with
medicine. correct dosage. possible abuse of trust by some unscrupulous traditional healers who
would ask for payment for medicine provided lree by the camp. the involvemenl of female
traditional healers, whether tradrtional healers would be allowed to (ake blood samples or not as
15 the case with the malamia control programme field workers, referrals (o clinic without adequate
infrastructure (roads, transports, telephones) and money for related expenses, mutual respect and
consideration etc. Nonetheless, the majority of respondents were interested in jont ventures
between the traditional healers and the modern system This showed how umporiant (raditional
healing appeared in their eyes. 1t also showed that they were well aware of the strengths of the
modern svstem and the benelit collaboration would bring (o the provision of health care in the

community.

Finally. 1t appeared that the community was keen at the prospect of secking the services of trained
traditiona) healers (89.0%). This also supporled the argument that traditional healers were
considered as important elements of the local health care provision system. Thus, as it was done
for the commumity, 1t was proper 10 investigate traditional healers ' knowledge, perceplions and
attitudes with regard to malaria diagnosis and treatment. What did they know about malana, how
did they perceive their role in the control of the epidemic and how did they view thetr possible
collaboration with the modem health system? These are some of the questions that the next

chapter endeavours 10 answer.
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CHAPTER SIX
RESULTS: THE KNOWLEDGE, PERCEPTIONS AND ATTITUDE OF
TRADITIONAL HEALERS WITH REGARDS TO THE DIAGNOSIS AND
TREATMENT OF MALARIA

6.1 Introduction

Chapter {ive unpacked the perceptions and attitudes of the community in relation to the diagnosis
and treatment of malaria by traditional bealers. The aim of this research is to determine the
aftifudes and perceptions of the community regarding the roles of traditional healers with regard
to the diagnosis and treatment of malaria and to ascertain the role traditional healers have with

regard (o the diagnosis, treatment and control of malaria.

This chapter presents the results from the interview with the traditional healers, with a detailed
statistical data and analysis. The chapter looks at the respondents’ profile, service payment,
knowledge of malaria as a disease, how it was diagnosed, how it was treated, how the clients
responded to treatment, referrals, malana as problem in the area, issues of collaboration between
traditional healers and the Department of Health. At the end, a conclusion and recommendations

are formulated.

6.2. Respondents profile

This section aims at wdentifying the respondents to the researcher’s interviews. It describes their
age, gender (table 6. 1), training (table 6.2), experience (table 6.3) and their levels of literacy (table
6.4).
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6.2.1 Age

The age of the traditional healers interviewed varied between a maximum of 70 years and a
minimum of 25 vears. The average age ol the respondents was 48 years. This suggests that
traditional healers are generally mature adults, fairty well immersed in their culture and worthy to

be respected by the communtty.

6.2.2 Gender

Table 6.1 Gender distribution

Sex Frequency Percent
1. Male 49 70.0
2. Female 21 30.0

The majority of respondents (70%) were male, and 30% female. These figures are different from
the male/female ratio found in the sample of households from the community interviewed. In the
latter case, there were more females than males, reflecting the general gender disinbution pattern
of the area. The fact that there were more male than female traditional healers seems to be
common in many Affican societies (MacCormack, 1986). This might be accounted for by the
fact that traditional healing is generally associated with a role of authority more played by males

than females in traditional patriarchal communities.
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6.2.3 Training

Table 6.2 Formal training as a healer in years

Years Frequency Percent
0 4 5.7
| 3 4.3
2 7 10.0
3 46 65.7
< 6 8.6
5 1 1.4
6 1 1.4
9 l 1.4
55 l 1.4

Table 6.2 suggests that the majority of the respondents (65.7%) reported to have had three years
of formal training. Those who reported having had two years of formal training represented 10%,
whereas, 8.6% reported to have had 4 years of formal training. Taken together, the above figures
give a share of 83.3% of respondents having had 2 to 4 years of formal tramning. One could then
conclude that the general training duration to qualify as a traditional healer is three years. There
are those (5.7%) who mentioned that they “grew up with traditional healing™ (*ngakhulela kuyo
imithi”). They considered that they did not have a formal training as such. While helping their
parents (i.e. father, mother, uncle or aunt) who were trained traditional healers, they gained the
knowledge and skills of healing.

To recetve formal training and qualify as a traditional healer the prospective healer must be
apprentice to a recognised practising traditional healer for a specific period of time.
Researchers in this field have confirmed that the training period varies from place to place and it

depends also on the category of the prospective healer. (Ngubane,1977;Chavunduka,1978;
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Gumede, 1992: Abdool et al, 1994). Hess. (1998) says “1o qualify’ as a traditional healer one has (o

serve an apprenticeship between | and five vears and the quabfications are vahd in South Africa™

6.2.4 Experience

Table 6.3 shows that the highest proportion of the respondents (15.7%) reported to have an
experience of 10 vears as traditional healers. However. the respondent s experiences expressed in
years Is very variable between three years as the munimum and 55 years as the maximum The
healer with 55 vears experience grew up helping his grandfather and acquired knowledge and skl
in the field. The average experience is 6.9 years. which seems 1o suggest that traditional healing
1s a life-tume profession. The more experienced a traditional healer is, the more he can deal with

the most serious problems of the patient, and the he is trusted and respected by the communtty.
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Table 6.3 Experience as healer in years

Years Frequency Percent
3 2 29
4 3 43
5 4 5.7
6 3 43
7 2 2.9
8 2 2.9
9 1 1.4
10 11 15.7
11 1 1.4
12 4 5.7
13 1 1.4
14 2 2.9
15 5 7.1
16 3 4.3
18 4 5.7
20 1 1.4
23 2 29
25 L 1.4
28 3 4.3
30 2 2.9
31 5 7.1
35 l 1.4
40 2 2.9
45 3 43
45 i 1.4
55 1 1.4

From the above Table, it can be said that experience is important in the iraditional profession.
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6.2.5 Literacy of healers

Table 6.5S(a): Literacy of healers in Zulu

Level of Zulu literacy Frequency Percent
1. Speaks 58 82.9
2. Speaks, read and write 12 17.1

According to table 6.5(a), most of the respondents (82,9) could speak Zulu. However, only 7.1

per cent, which was less than one fifth of the respondents could read and write Zuly, in addifion to

speaking it. This came with no surpnse from the community of Ndumu was found to be having a

high rate of illiteracy. (See Table 1.1)

Table 6.5¢b): Litcracy of healers in English

Frequency Percent
Level of literacy in English
1. Cannot speak, read nor write 67 95.7
2. Cap spesk English 3 4.3

2: Can speak English (“Fanakalo” English)

Table 6.5(b) indicates that the highest share of respondents (95.7%) could not speak, read nor
write English. Only 4.3% of the respondents reported to be able to speak a “Fanakalo English™ t.e

an approximate English mrxed with their Affrican languages. This again is typical in Ndumu, a

remote rural area, described as highly illiterate.
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Table 6.5(¢) Literacy of healers in Tonga

Literacy in Tonga Frequency Percent
1. Can speak 30 429
2. Cannot speak 40 571

Table 6.5(c) shows that the majority of the respondents (57.1%) could not speak Tonga
However, the remaining 42.9% reported to be able to speak Tonga. ln actual fact, as stated
earlier, the language spoken in the area, i1s a mixture of Zulu (dominant), Tonga and Swazi. Thus,

some people might not have been able to speak pure Tonga, but used Tonga and Swazi words

when communicating,
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63. Payment

This section provides an indication of how much the traditional healers charged for their services.
Table 6.5.1 shows the fee ranges for the initial payment, whereas, table 6.5.2 indicates the fee
ranges for supplementary payment. The former is paid at the beginning of the treatment. The latter

is paid after the patient’s recovery.

Table 6.5 Initial payment in Rands

Rands Frequency Percent
0 2 2.9
20 2 29
30 1 1.4
50 60 85.7
100 3 4.3
150 1 1.4
200 1 14

[t appears fror table 6.5.1 that in more than 85 per cent of cases, the fee charged by traditional
healers as initial payment was R50. The actual Zulu term for initial payment is “imvula sikhwama”
or “ugxa”. This is money paid to ask the ancestors 1o open the traditional healers’ diagnostic set,
to appease them, to show respect or maybe food to give them energy to move around and trace
and trace offenders tricks. It is some form of admission fee, a contractual agreement between the
patients and the healer to say she (patient) is committed to what she is about to undertake, i.e.
“ukwelashwa™ To this end, the amount of R50 could be considered as the common amount
charged for at the beginning of treatment. Other figures given have insignificant shares and can

mostly likely be considered as exceptions. . Healers use team approach, and alliance involving a
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number of family of ancestors. e.g. U the patient is married. her family of origin members as well

as her in-laws join hands and help afford the healer unique wisdom
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Table 6.5.2 Supplementary payment in Rands

Frequency Percent

Rands

0 6 8.6
40 ] 1.4
100 2 29
200 1 1.4
300 I 1.4
400 3 4.3
500 14 20.0
600 10 14.3
700 2 2.9
800 7 10.0
900 | 1.4
1000 22 314

As table 6.5.2 outlines, supplementary payment was very variable. Most respondents (31.4%)
reported to charge around R1000 for their treatment. Another 20% reported to charge R 500 and
14.3% said that they charged R 600. A further 10% of the respondents reported to charge R 800.
A proportion of 8.6% reported (o charge nothing as a supplementary payment. It seems as if there
was no common amount emerging for supplementary payment. One might consider that it all
depended on such varied factors as how complicated the illness was; the effort of the traditional
healer in terms of labour associated to treatment; how many days the patient was kept at the
traditional healer’s home, whether or not it was the traditional healer who looked after the
patients or his/her family, etc. Nonetheless, the fee range for supplementary payment appeared
very high and unaffordable for a community characterised by high levels of poverty, low wage
incomes and widespread unemployment. It is important to note that during the interviews, all
traditional healers observed that once the diagnostic set is opened, it is not only for the individual
who is suffering, but for the whole family. Likewise, the therapeutic programme is designed for
the whole family. For a period of a year or more, the family would receive some medicines

without any extra payment.

This in ine with what Rothwell, (1999) discovered from the Upper Tugela Valley. Inyangas
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charged at R40.00 for the mutial pavment and R500.00 to R1000.00 and upwards for the complete
session . The completion fee is not paid on discharge as in a hospital setting, but the patient may,
as and when she is ready, bring money “inkomo”, e.g. in case of infertility or sub-fertility, the
palient pays “inkomo™ afier delivery when the baby is about three months old. It becomes a
thanks-giving ceremony. One healer said the intial fee opens a file for all family members

including the unbom, “isisu sonke™ , i.e. throughout one’s fertility.

6.4 Knowledge of malaria

This section investigates the traditional healer’s knowledge of malaria. Table 6.6 shows how they
defined malana and table 6.7 indicates what the respondents considered as malaria causes. Table
6.8 reports on whether the respondents could differentiate malaria from other diseases (signs and
symptoms), and finally, table 6.9 shows how this difference could be determined by the

respondent’s experience.

Table 6.6 Healers’ identification of malaria

Frequency Perce; -
ldentification of Malaria
1Umbhulelo 13 18.6
2. Disease 54 77.1
3. Ilumbo 1 1.4
4. Other 2 29

It appears from table 6.6 that the majority of the respondents (77.1%) had a good knowledge of
malaria as a naturally caused disease. A further 18.6% said thal malaria was a result of
“umbhulelo”. This latter term refers to the “technique of placing harmful medicines over which
people step, therefore contracting a condition known as “umeqo™ (Ngubane, 1977). During the
stepping over, the allments of the disease enter the person through the joints of the body. This is
why incisions (gcaba) are made on the joints in order to introduce the medicine directly into the

affected part (Ngubane, 1977, Gumede, 1990). Only 1.4% said that malaria was “llumbo™. This
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term, according to Conco (1972), means a mysteriously divined condition 1t is a consequence of
an evil act against somebody, by a night sorcerer. Those who said that they did not know

represented 2.9% (other category).

The statistics above suggest that more than three quarters of the respondent had a good
Kknowledge of malaria as a natural disease caused by an external agent. Those who aitntbuted
malaria {o supernatural causalion put together represented only about one fifth of the respondents.
Those who said that they did not know fell that since neither the natural medicine nor the

supernatural medicines worked on malania, it was difficull to identify its real causation.

Though they (77.1%) agreed that a mosquito caused malaria, but they were concerned about the
ancestoral protection “why are the ancestors quet”, i.e athulelent amadloz (Conco. 1972;
Ngubane, 1977; Gumede, 1990; Namwaya, 1992). Chapter four suggested that it is African belief

that when ancestor’s protection is no longer or minimal, diseases stnke.

Table 6.7 Causes of malaria for healers

Causes of malaria Frequency Percent
1. Mosquito 67 95.7
2. Bad food 0 0

3. Bumbo ] 1.4
4. Other 2 29

The data in table 6.7 show that almost the totality of the respondents (95.7%) said that a
mosquito caused malana, suggesting (hat a mosquito bite was poisonous and could cause a
disease. No respondent said that malaria was due to bad food. Only 1.4% of the respondents said
that malaria was due to “Tlumbo™ and 2.9% reported that they did not know, mostly because no

medicine seemed to eradicate it.

These data are consistent with those given is the table 5.7, showing the highest percentage of
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respondents reported that malaria was due to a natural causation. Under the category of “other”
came those who reported that they did no know whether malaria was caused by a mosquito or
“lumbo ™. Bad food was simply not connected to malaria and this contradicts what came oul from
conversation with some community respondents. who said that malaria might be due 1o the kind
of food eaten. Some of the traditional healer respondents had also mentioned the lack of toilets
and unsafe water as possible causes of malania. This mention was due to the fact that malaria has
diarthoea among its svmpioms.  Since diarrhoea was suspected to be associated with
contanminated water due (0 poor sanilation as mentioned in Chapter One. some respondents
thoughlt that malaria had some connection with the lack of 1oilets and unsafe water. They were
worried saving that 1t is difficull to distinguish between malaria and any other diarrhoeal disease.

All this suggests that {raditional healers had a belier knowledge of malana than the common

community meimbers.
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Table 6.8 Ability of healers to differentiate maalaria from other diseases

Frequency Percent
Difference of malaria to other
diseases
1. Yes 67 95.7
2. No Z 2.9
3. Other 1 1.4

As table 6.8 indicates, almost all the respondents (95.7%) said that they could differentiate malana

from other diseases. Only 2.9% said that they could not and 1.4% reported that they were not

sure 1f they could or nol. In some cases they could but tn others they could not. What seem 1o be

clear however is that almost all the respondents had a good knowledge of malaria and could

differentiate it from other diseases. Those who reported (hat they did not know argued that

malaria came like other “mikhuhlane”, with the feeling cold and hot, which made it very difficult

to distinguish it from common influenzae.

Table 6.9 Symptoms used by healers to differentiate malaria from other diseases

Symptoms Frequency Percent
1. Hot and cold fever 70 100
2. Loss of sight 0 0

3. Crying 0 0

4, Other 0 0

Table 6.9 shows that all the respondents reported thal malana was to be differentiated from other

diseases by hot and cold fever. This suggests that the dominant symptom in the area were being

hot and cold.
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6.5 Diagnosis
This section investigates the way traditional healers could diagnose malana. Table .10 presents

the respondents views on whether they could or could not diagnose malaria. Table 6.11 indicates

how this diagnosis is made.
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Table 6.10  Ability of healers to diagnose malaria

Can Diagnose Frequency Percent
1. Yes 69 98.6
2. No I 1.4

Almost 90% of the respondents reported that they could diagnose malaria. Only 1.4% said they
could not diagnose malaria. There was no other response given. There is a consistency between
this and the data earlier presented about the knowledge of malaria. Since the majonty of the
respondents said malaria was due to natural causes, and could differentiate it from other diseases,

it was implied that the majority could diagnose it.

Table 6.11 Techniques used by healers to diagnose malaria

Technique for diagnosis Frequency Percent
1. Throw bones 2 2.9
2. Signs & symptoms 66 94.3
3. Other 2 29

As indicated by table 6.11, almost 95% of the respondents reported that they diagnosed malania
by its signs and symptoms. A symptom is any morbid phenomenon or departure from the normal
in function, appearance, or sensation, experienced by the patient and indicative of disease. A share
of 2.9% said they threw bones and combined bone throwing and signs and symptoms, to exclude
“ukufa kwabantu”. Ukufa kwabantu is a traditonal African theory which literally means
“diseases of the African people”. Ngubanel977:24 explains the concept as ‘“‘the name used mainly
because the philosophy of causality is based on African culture......”. Here again, the great
majority of traditional healers diagnosed malaria by its signs and symptoms, confirming then that it
was due 10 a natural causation (refer to table 6.9).

6.6 Treatment
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This seclion deals with the tssue of malaria treatment. [t assesses whether traditional healers were

able to treat malaria (table 6.12) and how they actually treated it (table 6.13).

Table 6.12 Ability of healers to treat malaria

Ability to treat malaria Frequency Percent
1. Yes 11 15.7
2. No 53 75.7
3. Other 6 8.6

Tabte 6.12 shows that only 15.7% of the respondents sad that they could treat malaria. Three
quarters of the respondents (75.7%) felt that they could not treat malaria Those under the
category “other” (8.6%) reported that they actually tried but where not sure if what they used
could or not cure malaria. They called malaria “isifo sabeLungu® not *Ssifo sabantu or sesiZulu”,
since it could not respond 1o traditional medicine. These results are consistent with the views
expressed by the community when asked if the traditional healer could cure malana. The same
reasons given by the community seem to apply here. For the traditional healer and for the
community, “to cure” means to “eradicate’”. Traditional healers admitted that thetr medicine could
only “thithibeza”, i.e. to provide a temporary relief. However, some patients could go back home
with the temporary relief without being transferred to clinic. This mught explain why cases of
malania tncidence reported at the clinic were small. Scambler (1991) says, “apart from simply
ignoring symptoms, another alternative to consulting a Doctor or pursuing some form of self care
or self help is to rely on altemative or non-orthodox therapies” This suggests that when the
Malaria Programme Control oficer (orthodox medicine) is not available and the clinic is 1n
accessible, the community is left with two choices:(1) Traditional Medicine and (2) SelfHelp ora

“temporary” relief. (See Figure 4.1 Local referral system).
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Table 6.13 Techniques used by healers to freat malaria

Tecniques Frequency Percent
1. Herbs 58 82.9
2.Rituals 0 0
3.Prayer 0 0
4.Other v 0

Table 6.13 indicates that the majority of the respondents (82.9%)reported that they used herbs to
treat malaria. Although in the previous table the majority of the respondents had said they could
not cure malaria, here, they admitted to using herbs to treat. This means that with herbal
medicines, they did try what they could to provide a temporary relief,(*thethibeza”) to their clients.

Two treatiment procedures were reported: (1) “umphungo-isicoco’ and (2) “gquma’.

(1)”Umphungo-isicoco’ refers to a mixture of herbs crushed and boiled and given in small doses
to the chent to sip from time (o time (Conco, 1972, Ngubane, 1977). Some respondents reported
to have added chloroquine in this mixture, to make it stronger and more effective. This helped the
client but all depended on whether the disease was still in the first stage or rather in the chroruc
phase. In the former case the medicine worked better whereas in the latter, the medicine was less

effeclive,

It appeared that non-complicated malaria cases were generally treated at home, by this kind of
treatment. As reported “uma umukhuhlane usemusha siyawunqoba”, i.e “the un-complicated
malaria is easy to treat”. It is only when paltients could not respond that they were transferred to
the (radifional healer or to the clinic.

(2)“gquma’ refer to a steam bath to induce perspiration and reduce fever. The patient is made to

kneel naked over a pot containing a boiling hot mixture of herbs. Traditional healers reluctantly as
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compared to the commumiy respondents cited the following herbs and collectively called them
amakhambi omkhuhlane ibazo, wmaphungula, umphugagazi, umanono, ungazini,

uma”thithibeza”, hence “temporary relief”".

This study concurs with Conco (1972), Ngubane (1977) and Gumede (1990) and Huichings
(1996) that amakhambi emkhuhlane are herbs used for high fevers to offer relief for colds,
general muscle pains, decongest congested sinuses and to cleanse the body systems “ukugeza
igazi”. These were used not only for “gquma” but also for fomenting treatment “ukuthoba™, to
ease the muscular pains that were cited by some respondent as a malana symptom. In this latter
case, a mixture of herbs is boiled and allowed 10 cool a little so that it does not scalp the skin
when it is applied to the sore part. A poultice is deepened into the hot medicine and pressed on
the affected part of the body.

A share of 17.1% represented those respondents who had never tried any treatment of malaria
patients. In such case either the patients moved to the next traditional healer or were referred to

the clinic.

6.7 Clients response to treatment

This section deals with how the clients responded to the traditional healers’ treatment. (table
6.14). The symptoms which were the most difficult to treat, (table 6.15) and those which were
the easiest (table 6.16) to treat. And finally, the length in days that the treaiment lasted (table
6.17).

Table 6.14 Clients’ response to healers’ treatment

Response to freatment

Frequency Percent
1. Got better 10 14.3
2. Do not respond 36 51.4
3. Other 24 34.3
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Table 6.14 shows that a share of 14.3% reported that their chients did not show any symptom of
malana after treatment. They got betler but this did nol actually mean that they were cured. As
most said, this percentage mighi be the patients who got the temporary relief “thithibeza™ from
traditional healers. More than half of the respondents (51.4%) reported that their chents did not
respond at all. In other words. their medicine did not produce the desired effects. A share of
34.3% came under the category “other”. These were respondents who said that they actually had

never treated malaria cases because they knew that their medicine were simply not efficient.

Nonetheless, the dala above suggests that the majonty of the patients did not respond to the

traditional healers’ medicine.

Table 6.15 Most difficult symptoms to treat for healers

Frequency Percent
DifTicult symptoms
1. Fever 42 60.0
2. Headache 2 2.9
3.Dehydration 12 17.1
4.0ther 14 20.0

Table 6.15 shows that the highest percentage of the respondents (60.%) reported that fever was
the most difficult symptom to treat. The next difficult symptom to treat was dehydration as
reporied by 17.1% of the respondents. Only 2.9% of respondents said that the most difficult
symptom to treat was the headache. The category “other” comprised those respondents (20%)
who nitially reported that they could not treat malaria and therefore were unable to talk about
difficult symptorns to treat. They said that they did not even “touch” malana palients, they send
them to clinic ““ angibathinti ngibadlulisela e kliniki™.

These data suggest that fever was the most recurrent symptom of malaria in the area

(Brady, 1991). Fever is charactenised by periods of elevated temperature, rigours, headache and
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dehydration. This appeared as a challenge for lhe traditional healers. They failed 10 treat ngours.
On the contrary, headache did not scem fo be a great problem for traditional healers They
reporied that “insizi” normally treated heudaches in a successful way (for definution see table 6.16

below).

Traditional healers. during their interviews, suggested that the then prevailing malaria symptoms
were getting stronger and stronger. This points to the problem ol malana resistance in the area, as
described in chapter two. Some respondenls said fhat “jomalaleveva sekunzima ukuwelapha
akusafam nakudala, lapho besihlanganisa loku nalokuya isifo selaphele” saying the curent tvpe of
malaria is dilTicult 10 (reat. it is not like the previous tvpe. we used to add this and herb and treat
the disease. However. the community still utilised the services of traditional healers. This scems (o
be the reason why some community respondents expressed the wish that “kungabangcono kuma
izinvanga zinganikezwa amanzi “edrip”. This was to say that the clinic should supply tradittonal
healers wath “drip walter”, “sorol”. (rehvdrating solution) (o rehydrate their clients, especiallv
babies and pregnant mothers. The community respondents conveyed the concern that “Izinvanga
azikwaz ukubuvisela amanzi emzimbeni”. 1.e. traditional healers do not know how to replace the

lost fluid in the body.
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Table 6.16 Easiest symptoms for healers to treat

Easiest to treat Frequency Percent
1. Fever 6 8.6
2. Dehydration 4 5.7
3. Headache 50 71.4
4. Other 10 14.3

[t appears from table 6.16 that the majority of the respondents (71.4%) reported that headache
was the easiest symptom Lo treat. This figure 1s consistent with the information provided by table
5.16 and the stories from the community. The category under (14.3%) were those who did not
treal malaria patients and those who felt that all the cases were difficult to treat, following the
malaria resistance problem. Fever and dehydration appeared to be the least easy to treat, with

shares of 8.6% and 5.7 % respectively.

Traditional healers seemed to be confident about the way they treated headaches. Two methods of

treatment were cited: (1) “izinyamazane” and (2) “insizi”.

(1) Izinyamazane refer to medicines derived from wild aninmal skins in the form of fat, pieces of
skin and feathers. They are mixed with “amakubalo™ (dried barks and roots), and burnt in a clay

pot. The patient kneels over, covered by a blanket, and inhales the smoke.
(2) Insizi is a powder produced from charred herbs, roots or animal skins given to patients to lick

and swallow. Traditional healers reported to have mixed “amakhambi omkhuhlane” that is fever
herbs from all types of fever trees/shrubs with animal skins to treat their patients.
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Table 6.17 Duration of healers® hreatimnent

Duration in days Frequency Percent
1. < one day 7 10

2. Two to four days 17 243
3. Five to seven days 23 329
4. Eight to ten days b 15.7
5. Other 12 17.1

Table 6.17 shows that most respondents (32.9%) reported that they kept their clients for a period
of five to ten days. A lesser period was two to four days and respondents who reported keeping
their patients for such a period accounted for 24.3%. A share of 17.1% of the respondents
mentioned that they had referred their patients before they gave any treatment. They did not touch
them. Those respondents who fell under ‘other” (17.1%) could not tell exactly how many days
they kept their patients, although they had kept them for a while, doing the “thithibeza™ Some
respondents (15.9) reported to have kept clients for treatment before referral for approximately

eight to ten days. Those who said they kept their patients for less than a day constituted 10.0%.

These statistics suggest that the traditional healers did keep the patients in their homes, or started
with treatment before referral to a clinic or to hospital. Put together, 76.9%, 1.e. more than three
quarters of respondents, reported having kept patients for treatment before any referral was made.
This shows how traditional healers represented a first-stop group of local health providers. The
above high percentage could also be explained by other sociological factors. Some of them were
that the traditional healer gave full support, food, and a family environraent to the patients. The
researchers opinion is Lhat the (raditional healers’ home may also be a shelter for protection m the
case of (delegated by husband) female-headed household patients where the head of the household
migrated to cities to seek employment and the trusted and respected person within 30 minules

walk 1s the former.
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However the practice of keeping patients in their homes for treatment has its less pleasant side.
Cases of deaiths in the houses of traditional healers were reported in the previous chapter, by
community respondents. In this case, the family of the patients paid a cow to cleanse the

traditional healers’s home.

6.8. Referrals

This section presents data related to the referral of patients to other health services (table 6.18),
time when referrals were made (table 6.19), type of patients referred (table (6.20) type of health
referred, whether chnic (table 6.21) or hospital (table 6.22), the reason for referral of patients Lo
clinic (table 6.23) or to hospital (table 6.24) and the frequency of referral(table 6.25.

Table 6.18 Practice of referrals to hospital or clinic by healers

Referred to | Frequency Percent Cumulative Cumulative
health services Frequency Percent
1.Yes 69 98.6 69 98.6

2. No 1 1.4 70 100.0

3. Other

Almost all respondents (98.6%) admitted that they referred palients. As indicated by table 6.18,
the referrals were made after a varying period of time, all depending on whether malaria was
complicated and on whalt kind of symploms were presented by the patient. Only one respondent

said that he did not refer, alleging that he had actually stopped practice.
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Table 6.19 Timing of referrals by healers

Timing Frequency Percent
1. Immediately 19 27.1
2. Treat and refer 50 714
3.0ther | 1.4

Most respondents (71.4%) reported that, they kept the patients for a certain period before
referring them elsewhere. A share of 27.1% said that they referred patients immediately. Some of
them observed however, that referrals remained a complicated issue because of some factors
beyond local people’s control: inadequacy of such infrastructure as roads, lack of transport means
and poverly. In certamn cases, it appeared that referral by some (raditional healers to the clinic and
hospital were not observed. Patienis might simply have gone to the next traditional healer in order
to avoid the cost and hardship associaled with referrals. In any case traditional healers offered
“first aid” treatment and sent them (o a clinic or hospital. Some reported that they even paid from
their own pocket for transport, to prevent clients from dving in their homes: “ngoba abantu
abanayo imali siyabateta sibase eklinik... noma sikhokhele izimoto kwesinye isikhathi ayibuyi
leyomali”. Others said that they had used wheelbarrows or had carried the helpless clients on their

backs. Only one respondent said that he no longer treated malaria cases.

Table 6.20 Type of patients referred by healers

Type of patient Referred Frequency Percent
1. Very ill 31 443
2. pol responding (0 treatment 35 50.0
3. Other 4 5.7
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It appears from table 6.20 that most of the respondents (50%) referred patients who did not
respond to treatrment. Those who referred very ill patients represented 44.3%. Only 5.7% reported

to have not attended to a patient with malana.

Table 6.12 (ability of traditional healers to treat) and onwards suggestied that though most of the
traditional healers reported not being able to treat malana, they did keep patients, trying thesr
herbal reedicines. This then is confirmed by the results presented in this last table (6.20). Referred
patients were not those who were very ill but those who did not respond to the (reatment, This
means that the traditional healers did keep patients at home for a certain period before they could
be referred.

Table 6.21 Clinic referred to by healers

Clinic Frequency Percent
1. Ndumu 60 84.2
2. Madeya 6 8.5
3. Mbadlen 3 4.4
4. Spolipoli 1 1.4

The highest share of the respondents (84.2%) which was more than four fths of the respondents,
reported to have referred Lbeir clients to Ndumu Chnic. Those who referred to Madeya
represented 8.5%. Those who reported to have referred their patients to Mbadieni were 4.4%
whereas only 1.4% reported Lo have referred their clients to Spolipoli. This is no surprise since
Ndumu was the only clinic in the area at the time of the study. Thus the clinic was the only
secondary level of health care in Ndumuw Other clinics had much lower shares of preferences
compared to Ndumu. These other clinics only started functioning towards the end of the present
study date. Some respondents did not know that the other clinics were functioning. All the clinics

excep! Ndumu functioned on part time bases since they were open only once a month.
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Table 6.22 Hospitals referred to by healers

Hospital Frequency Percent
1.Ingwavurna 12 17.1
2. Ubombo 58 82.9
3. Other 0 0

A very high percentage of respondents (82.2%) reported that they had never sent their clients to
hospital. Only the remainder of 17.1% represent the respondents who reported (o have referred

their patients to Ingwavuma.

This suggests that the hospital was out of reach from the community. Therefore, cases referred to
hospital were very few and consisted of complicated cases, mostly children and pregnant women.
Another (act is that the hospttal required a referral letter from the clinic. Thus it may be said that
traditional healers preferred to send their patients to the clinic. Given the fact that iransport is a

problem in the area, going to hospital was very difficult.
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Table 6.23 Reasons to prefer clinic by healers

Reason Frequency Percent
1. Nearer 67 95.7
2. Cheaper 2 29
3. Nurses like it that way 0 0

4. Other 1 1.4

Almost all the respondents (95.7%) reported that they referred to clinic because the latter was
nearer. It has to be noted however that for Lthe respondents, nearer could mean about 10 km Map
2.6 showed that some units of Ndumu were as far as 20Kms from Ndumu clinic. The respondents
were aware of how painful such distances could be o walk on hot summer days along sandy roads
or paths with shrubs to duck. Patients were said to arrive at the clinic with painful muscles,
dehydrated and suffering from severe headaches. When the whole family was affected, mothers
could not even carry their children. Only 2.9% of the respondents referred to clinic because it was

cheaper and 1.4 was under the category “other”, which did not treal malaria cases and therefore

did not have 1o refer their patients for treatment.
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Table 6.24 Reasons for hospital preference by healers

Freq ue[; cy —Percen;
Hospital preference
1. Clinic does not treat malaria l 1.4
2. Patients wait for ambulance 53 75.7
3. Have to hire a car to bospital 16 229
4. Other 1 1.4

A bit more than three quarters of the respondents (75.7%) reported that they had to hire a car to
take the patient to hospital. This 1then made them prefer the clinic, because of the easy access. Let
alone the fact that financial means are not available to pay for transport, transport means as such
are also a big problem and finding a car 1s not easy. A share of 22.9% as “other™ was those who
did not think of referring a patient to hospital because of the problems already expressed. In this

case traditional healers represented the easiest option to the community. Only 1.4% of the

respondents said that the clinic could not treat malaria.
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Table 6.2S Frequency at which referrals to clinic or hospital were sent by the traditional
healer

Frequency Frequency Percent
1. Daily 10 143
2. Monthly 2 2.9
3. Yearly 0 0.0
4. Other 58 82.9

The highest share of the respondents 82.9 % reporied that it was actually difficult to tell. For them
it depended on whether the patient was very ill, in which case he/she was treated and referred or
whether he/she was not responding to treatment, in which cases they were sent to cluuc or
hospital. A further 14.3% of respondents reported they referred daily, linkang with table 5.18
where respondents reported that their treatment lasted for less than a day. Only an insignificant

share of 2.9% reported that they referred monthly.

6.9 Malaria as a problem in the area

Under this section, the study deals with the issue of malara as a problem in the area. Table 6.26
shows whether the respondents perceived malana as a problem; table 6.27 shows the reasons for
it being such and table 6.28 depicts the prevalence whether malana was perceived as seasonal or

not.
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Table 6.26 Healers’ perception of malaria as problem in their area

Healers perception Frequency Percent
I. Yes 70 100.0
2. No 0 0.0

3. Other . 0.0

The totality of the respondents reported that malaria was a problem in their area. That was no
surprise since as said earlier: Ndumu has the highest malaria case incidence in Ingwavuma district
as well as in Kwazulu Natal (see figure 2.2). In turn, [Ingwavura (together with Ubombo district)
has the steadiest growih of malana case incidence in the province and n the country as a whole

(Sharp and le Sueur, 1996).

Table 6.27 Reasons for healers to perceive malaria as a problem

Reasons Frequency Percent
1. Difficult to treat 47 67.1
2. People die 18 25.7
3. Doctors cannot treat it 3 43
4. Other 2 2.9

The majority of the respondents (67.1%) saw malaria as a problem because it was difficult to
treat. As said earlier, malaria symptoms, mostly fever and dehydration are difficult to treat. Very
few traditional healers reported being able to treat fever. Most admitted they could only provide a
temporary relief (thithibeza). The community as well stated that the traditional healers could only
“lhuthibeza™, A share of 25.7% of respondents admitted thal malaria was a problem in the area
because people died. Because of the high level of malaria cases in the area, one can assume that
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the death cases from malana are considerable (See Figure 2.2 on malaria cases in different areas of
Ingwavuma). The remaining 4.3% said that doclors could not treat malaria. This may be added 1o
the percentage of those who said that malaria was difficult (o treat, giving a total of 71.4 %. Of
those who saw malaria as a problem for whatever reason, only 2.9% felt ihat malaria was a
problem because its pattern had changed over the vears, gelting more and more resistant to the

usuval treatment.

Table 6.28 Healers view about malaria prevalence in the area

Prevalence Frequency Percent
1. Seasonal 11 15.7
2. Throughout the year 54 77.1
3. Other 5 7.1

In Table 6.28 most of the respondents (77.1%) reported thai malaria was present in the area
throughout the year. 1t is worth to note here that the year 1996 (when the interviews were
conducted) had the highest malaria incidence in the area since 1993 (see table 2.5). This might
have influenced the responses. Contrary to the view that malaria was present in the area
throughout the year are findings by studies such as one conducted by Ngxongo (1993). For the
latter, malaria in the area was seasonal, with highest disease prevalence rate in April, May and
June as a consequence of the January to April rainfalls. There was however, a share of 15.7 % of
the respondents who admitted that malarna was seasonal. A further 7.1% represent those who said
that it was difficult to tell wether malaria was seasonal or was present throughout the year. For

them, malana was confusing and its epidemiological pattern could not be identified.

10. Collaboration

This section deals with the issue of collaboration between the traditional healers and the
KwaZulu-Natal Health Department. It investigates first whether traditional healers would be
willing 10 be involved (table 6.29); second, how they would like to see the collaboration taking
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place (table 6.30); third, the areas of possible common venture (table 6.31): the way they would
wish 10 see the established collaboration encouraged (table 6.32) and finally the way in which
traditional healers think information about their patients should be kept and exchanged (tables
6.33, 6.34 and 6.35).

Table 6.29 Desire for or against collaboration with the Health Department in regard to

scientific diagnosis of malaria

Reasons for or against Frequency Percent
1. Yes 69 98.6
2. No 1 1.4
3. Other 0 0

As shown by table 6.29, almost the totality of the respondents (98.6%)reported that they would
like to collaborate with the Department of Health in regard to scientific diagnosis of malaria. This
meets what was expressed by the community about collaboration with the modem medical system

Only 1.4% per cent said “no” to the idea of collaboration.
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Table 6.30 Desired form of collaboration by healers

Form of collabora_ﬁ; ] _F_l;;uency Percent
1. Meetings 10 14.3
2. Referrals B 32_ 45.7
3. Treatment of malana 24 343
4. Diagnosis 3 4.3
5. Other ] 1.4

Most of the respondents (45.7%) felt that collaboration could be practised through mutual
referrals. Mutual referrals were considered as a sign of recognition and respect. One respondent
commented that: “if a patient dies in my house, it is considered that he/she was killed by my
‘muthi’ (medicine) but if he/she dies at clinic or hospital, he/she is dead, not killed!” And he noted:
“death is death, whether it occurs in clinuc, hospital or at the traditional healer’s horoe™. In this
context, muiual referrals were welcomed because they could constitute a sign of equality and
interdependence between (radiional and modern medicine. The second highest form of
collaborattion desired by the respondents was in treatment of malaria (34.3 %). This latter formof
collaboration was given pnme importance by the community. Those who expressed that meetings
could be a form of collaboration represented 14.3%. Only 4.3% expressed that collaboration
could take place through the diagnosis of malana. Only 1.4% did not express anything about
collaboration but had nothing agains it.
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Table 6.31 Healers’ preferences about possible collaboration ventures

Collaboration Venture Frequency Percent
1. Do Parasight/F Test 23 329
2. Keep treatment for malaria in 39 55.7
your home

3. Other (Explain) 8 11.4

Most of the respondents (55.7 %), reported that they would like to collaborate in keeping
prophylactic medicines. In saying so however, some respondents feared that patients would flock
in their houses in big numbers, disturbing their praclice: “sizokwenzenjaru uma umalaleveva
ehlasela ngoba izinkumbi zabantu zizoza emizini yethu ukuzolanda amaphilisi”. Some others also
giving out free drugs would somehow have a negative effect on their normal charging services:
Sizohlukanuselana kanjami umsebenzi ukuze kungatholakali abanye beqghubeka bathola imali,
abanye besebenzela imahala?” The following 32.9% expressed that they would like coliaborate
doing Parasight F Test( simple home testing for malaria). It may be recalled here that the
community expressed reserves about what was going to happen with the drop of blood taken by

the traditional healer, A further 11.4% of respondents reported to be for both ofthe above forms

of collaboration.
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Table 6.32 Healers’ view about ways co-operation may be encouraged by the Health

Department

Ways of co-operation Frequency Percent

| 1. Registration o 14 20_.0 -
—2_ Policy 50 71.4

3. Representation ] 1.4

4. Other 5 7.1

The highest percentage of respondents (71.4%) reported that they would like to see collaboration
encouraged by policy. A structure stipulaling lines and {orms of communication was very
important, since they did not go to school and had other disadvantageous factors on their side.
Some said that they could not trust the “whites™ If there was no structure. For them, behind the
1ssue of collaboration, the “whites” might be hiding their own interests, saying: “angeke ubagonde
beLungu, mhiawumbe, kukhona abakusophile”. Nonetheless, most respondents felt that
collaboration would be a positive move. Some reported in their conversations, that nurses had
preferences when dealing with patients referred to clinic by traditional healers. They alleged that
patients referred by well known and famous traditional healers received the best reception. Those
referred by less famous traditional healers could stand in the queue for more than two hours, even
if the patient was very sick. Traditional healers felt that one referral was equal to another, since it
was always people’s lives involved: “Onesi bayakhetha Izinyanga abazaziyo bazemukela
ngokushesha azilindi, bese kuthi izinvanga abangazazi bazibukele phansi noma isiguli sixakeke
kangakanam™. A structure would thus help to avoid all these complaints. The structure would also

help look at certain issues such as possible Govermment subsidy.

Since they could not provide their services free (like the free “pilisi” provided by camps), the
question of potential subsidy from the government would be looked at within the structure. They

were sceptical about the subsidy however, saying that it would bring some form of restriction or
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dictation by the government, implement rules restricting their practice.

A further 20% reported that registration would be a way to encourage collaboration. However,
they stated that it would be a problem to pay a subscription fee. They also felt that subscribing
would be a way to “belong™ or to be incorporated in the modermn medical system. Therefore, they
were for a formof collaboration which would bring together common efforts for the same goals,
but without any of the partners dictating what to do and how it has to be done. For them,
“ukubambisana kuzobakuhle uma sigonde ukusiza umuntu ogulayo hayl ukucwasana
ngokuhlakanipha nolwazi™, i.e. the aim of partnership should be to assist the sick person, and not
to claim power or skill over the other party. Concerns were expressed that doctors did generally
look down upon traditional healers and doubted about the fact that mutual referrals could easily
become common practice. They considered however, that a human being s life is so precious that
everything to save it should be undertaken and prevail over personal interests. They said that
when a person dies he/she cannot be replaced like a cow for instance: “bayakhohlwa ukuthi

angeke umthenge wnuntu. Umuntu akasivo inkomo ethi uma ifile uthenge enye™.

Subscriptions brought out also the problem of finding cash money (o pay, from a community

which i1s mostly poor and unemployed.

Representation did only get a negligible support of 1.4% while “other™ represented 7.1%., These
those simply said that they did not know which way the collaboration should lake.

Table 6. 33 Healers’ view about keeping their patients’ records

Keep records Frequency Percent
1. Yes 70 100.0
2. No 0 0

3. Other (Explain) 0 0
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The totality of the respondents reported that they would like to keep a record. Some of the
traditional healers had actually started keeping the records of their patients such as Mr Mali
Gumede. There were some who expressed concerns however, as for instance to how they would
keep the record without being able to read and write. Some also said they would like and would
keep the names in their mind. Others said they would count on their children at school to wnte
down the names of their patients. Some others wished also that the field workers come around to
collect verbal records from time to time. The main concern expressed was that they get educated.
There was actually an adult education programme going on in the area by the tune of the study. It
was initiated by the traditional healer Mr Mali Gumede supported by local teachers. He also kept a

record of cases attended by him.

Table 6.34 Healers’ opinion as to how records may be kept

Recording Frequency Percent
I. Keep a register’ 68 97.1
2. Keep cards 0 0

3. Other 2 29

Almost all the respondents (97.1) reported (hat they would like to keep a record by keeping a
register. This dnives back to the concem of most of the respondents that they had to be
empowered in such a way that they become able to keep the register up-to-date. No one wished

to keep cards, and only 2.9% said they did not know.
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Table 6.35 Healers’ view on transmission of information to the Health Department for

nofification of their cases

Notification method Frequency Percent
1. Meetings 22 31.4
2. Give community workers 10 14.3
3. Give to clinic 34 48.6
4. Other 4 - 1

Most of the respondents (48.8%), reported that they would be prepared to give their records to
the clinic. The following highest share (31.4%) represented those who said that information could
be transmitted through meetings with the community heatth workers, the camp personnel and the
field workers and nurses. A further 14.3% said that the records should be given to the feld
workers. This small figure might be accounted for by (he fact that the community health workers
were not in sufficient numbers in the area. Those coming under the calegory “other” are those
who reported that they did not know or did not even believe that traditional healers would be

given a chance to collaborate with the modermn medical system.
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6.11 Summary of indings

Respondents’ profiles

The demographic profile of the respondents indicated an average age ol 48 years. with a mirumum
ol 25 years and a maximum of 70 vears. This suggested that traditional healers were generally
mature adulls well immersed in the local cullure and respected bv the communitv. Although
females were found among the respondents, males were domuinant. A ratio male/female of 7:3 was
found. Traditional healing appeared therefore associated with the role ol authority, manly played
by men in traditional societies. This was even more apparent in Ndumu where it was earlier

indicated (see Chapter two) that there was shorlage of men due (o labour migralion info cities.

It appeared that traimng took 2 to 4 vears in the majority of cases (83.3%). However, in some
cases training was a lifetime experience, undergone as an apprenticeship since early chtldhood.
The average experience was of about 16.9 vears, with most of the respondents having more than

ten vears experience.

A share 0f 42.9% could speak Tonga. Most respondents (82.9%) were Zulu speaking. However,
only 17.1% could actually read or write the language. Almost all (95.7%) could not speak. read or
wrile English. This reflected the high level of illiteracy in the population of Ndumu in general, and
especially in the older generations. This has implicatsons (or the health status for the community
and on possible policy measures 1o be taken in order 10 improve the provision of health care in the

area.
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Service fee
Most traditional healers (85%) charged R50 an initial pavment for their services. As for

supplementary pavment. 1t was variable.

It could go up from nothing (in some cases) to R1000. All depended on the severity of the
disease. the duration of treatment. whether or noi the traditional healer looked after the patient in
terms of accommodation and food elc. Thus figure was obviously very high and apparently out of
reach for the community: Traditional healers justified the high cost by the fact that the diagnostic
set is not only open for the individual who was sick bul also for alt his family for a period of a year

or more.

Exposure to malaria

As indicated by the finding of other studies, malana is epidemic in the area. In terms of personal
history with regard 10 malaria. the study tound that more than 89% of the respondents were
suffering from malaria during the interview of had actually suffered from it within a month before.

This means that they could talk “knowledgeably™ about theur malaria expenences.

Familiarity with local health care services

It appeared that most respondents were familiar with local health care services. In this regard, the
malaria camp came first (34.1%) for its proximity and because it kept malaria treatment drugs
such as chloroguine. The camp however. could be used concomiiantly with traditional healers, and
10 both. members of the community wenl as lay referrals afler self-help treatment in their fanulies.

Referrals from camp and (raditional healers went mosily to Ndumu clinic and lastly to hospital.

Knowledge of malaria

Most respondents showed more than the average level of information in the area about malana as
indicated by as a naturally caused disease (Gumede,1990). The majority of traditional healers
interviewed (77.1%) knew that malaria was a naturally caused disease, in the perspective of the
germ theory. Just less than one ffih of the respondents identified malaria as a supematural
disease. Among these, some viewed 1l as “umbhulelo™ and very few thought it was “ilumbo™.

There were also those who confessed that it was difficult 10 1dentify its causation, since neither
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natura} nor supemaltural medicine cured 11

Almost all the respondents (95.7%) were well aware that malaria is caused by a mosquito.
Likewise. 95.7% affirmed that thev could differentiate malana from other diseases. The totalitv of

respondents said (hey could do so by characteristic symptoms ol fever.

Diagnosis
Alimost 90% of respondents reporied that they could diagnose malaria and 5% reported that thev
could do so by its signs and symptoms. This is in Jine with the knowledge of the discase as

naturallv caused. An insignificant share of respondents admitied that they threw bones.

Treatment

Although most( traditional healers interviewed afTirmed (o be able to differentiale malaria from
other diseases and were able 1o diagnose it. only few of them (15.7%) said they could treat it This
mel the view expressed by the community in the previous chapter For traditional healers as well
as for their patients, “curing’” was “eradicating”™ 1In this perspective the temporary relief
(thithibeza) provided by traditional healers was nol perceived as a proper cure. Thal is why, three
quarters of respondents admitted that they were unable to treat malana. However, this did not
mean that they did not! trv their treatment. The lafter consisted in herbal mixiures for most

respondents (82.9%).

Clients response to (reatment

Most respondents were not positive about their clients response (o treatment. Consistently with
the above data about traditional healers® ability to treat, only 14% of respondents reported that
their clhents did not show any symptoms after treatment, Did this mean that they were cured? It
was likelv to be the “thithibera™ effect. More than half (51.4%) of respondents confessed that
clients did not respond at all, while a significant share ol 34.3% admitted that they did not know
how the patients would respond. They apparently had never tned 10 treat malana, since thev knew

that their medicines were of no effect on the patients.
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For the lughest percentage ol respondents (60%). the most difficull symptoms Lo treat was fever,
followed bv dehvdration (17.1%). This suggests that fever and dehydration were a great problem
for traditional healers. As for the headache. it did not appear a challenging svmptom. Most

traditional healers reported that they could easilv treat headaches with their “insizi™.

1t appeared that the prevaihng malana symptoms at the time of the study in 1996 were getling
stronger and stronger This pointed (o the facl that traditional healers were aware of the issue of

drug ressstant malaria strains or the gencral increase in cases in 1996

More than 76" of respondents reporied to have kept their patients for a period varving from two
1o ten days for treatment before any referral was made trying their "1hithibeza medicine” and
excluding “isifo sabantu™. This action is related to what was explained from literature in Chapter
Four and suggests that traditional healers did represent a first-stop point of local health care
provision. However. treatment was not the only factor which rendered tradilional healcrs populer.
Such other factors as psvchological and emotional support, protection in case of patients from
women-headed households, food and family environment found at the traditional healer’s
homestead, were to be taken into account. However, on a rather negatsve side, keeping patients
for a long lime could lead to some cases of death occurring at the traditional healer’s place.
Prompt referral is one of the key activities in malaria control and the results showed that the act of

the healers discourages programmes put in place by the malaria team.

Referrals

Almost all respondents (98.6%) admitled that they made referrals, though it was afler a certain
period of time in 71.4% of cases. It was alleped that immediate referrals could not be made in
some cases, because of factors like transport means and financial problems, inadequacy ol roads.
and so on. Only 27.1% of respondents reported that they made immediate referrals. However
because of the above mentioned factors, patients referred to the clinic or hosprtal could sometimes

simply shift from one traditional healer to another.

As for the type of patients referred, they were mostly those who did not respond to treatment, as

reported by 50% of respondents. A share of 44.3% of respondents reported thai they referred
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very ill patients. The referrals were mostly mad to the Ndumu clinic (84.2%). Followed by
Madeva (8.5%). Mbadleni (4.4%) and Spolipoh (1 4%). Almost all respondents (95.7%) reporied
that they reported (0 a clinic because it was nearer. Ndumu clinic was the onlv one functioning (ull
at the time of the study, while others were open onlv once a month. A very hugh percenlage of
respondents (82.2%) reported that they had never referred their clienis 10 hospital. The rest
referred 1o the Ingwavuma Hospital. Distance with the assoctated exhausting efTects on patients,
as well as financial expenscs seemed (o be some of the prohibiting factors. Thus referrals to
hospital werce the last resort and consisted of very complicated cases, mostly with children and

pregnant women.

As (0 how oflen traditional healers referred their patients, most of them (82.9%) admitted that it
was dilficult to tell. [t depended on how ill the patient was. or whether or not he/she responded to
treatment. There were those however. whose freatment lasted less than a day and who therefore,

referred their patients daily. But thev only constituted 14.4% of respondents.

Malaria as a problem in the area

The totality of respondents reporied that malaria was a problem in the area. This was of no
surprise since many other studies have identified Ingwavuma as the region with the highest malaria
incidence in KwaZulu Natal and in South Africa in general. Ndumu, within Ingwavuma has the
highest malaria prevalence rate (see Chapter two). Malaria was seen as a problem mainly because

it was difficult to treat — even by doctors (71.4%) and because people died from it (25.7%).

Contrarv to the findings of some studies (Ngxongo, 1993) most respondents (77.1%) m this study
admitted that malaria had no seasonal pattemn. I1 was rather seen as being prevalent throughout
the vear. This was supported by most of the community respondents who reported that they (or
their relatives) suffered from malaria anylime of the vear. However, a share of 15.7% of

respondents agreed that malaria was a seasonal disease.

Collaboration
Almost the fotality of respondents (98.6%) wished to see collaboration with the KwaZulu Natal

Department of Health taking place. Mosi respondents (45.7%) favoured mutual referrals as the
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main way of expressing the collaboration. This was followed by common ventures in the treatment
of malaria (34.3%), meelings (14.3%) and malana diagnosis (4.3%). Most respondents (71 4%)
favoured policy as a means of encouraging collaboration. They supporied he idea of a structure
through which collaboration could take place. The siructure would also be a forum through which
important issues such as possible govemment subsidies would be debated. 11 was also hoped thal
mulual respect would also be cultivated through the forum. Regisiration was reporied bv 20% of
respondents as a way (o encourage collaboration. However, fears were expressed about payvment
of a reuistration fee which could be instituted. Also, some thought that registration might push
them to “belong™ and be under the modern medicil svstem. Partnership and not incorporation
scemed the best form of collaboration favoured by the respondents. In the same vein of
collaboration, the (otalily of respondents were ready and keen about the idea of keeping records
on thetr malarna cases. Almost the totality (97.1%) of respondents reported that they would keep
the records in a register. However, their tlliteracy was perceived as a hindrance and they expressed
the wish to see adult education programmes taking place. As for the way the records would be
transmilted to the Department of Health. most respondents (48.8%) said that thev would give
their records 1o Lhe clinic. Others (31.4%) thought they would transmit their records through
meetings with the community health workers. the camp personnel, the field workers and nurses.
Some also (14.3%) said that their records would be given to field workers, not necessarily in
meetings. In this case however, they noted that the field workers were not in suflicient numbers

in the area
With this summary ends the second part of this sfudy’s fieldwork findings. The next chapter

formulates some conclusions and recommendations. This step is necessary n order to provide

lines along which the research conducted could be transformed into action.
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CHAPTER SEVEN
CONCLUSIONS AND RECOMMEDATIONS

7.1 Conclusions

This study found that traditional healers are an integral part of the health care system in Ndumu.
This finding 1s further confirmed by Lhe relatively high number of traditional healers in the area (=
600). Considering that at the time of this study, the community of Ndumu area (sections 2 — 10)
consisted of a total population of 13 047 people, the iraditional healer 1o Lthe community ratio was

1:28 and the sample ratio was 1:3 (70 (raditional healers to] 73 community members).

1t is the view of traditional healers that malaria can be diagnosed, and in their case diagnosis was
based on the signs and symptoms, but it is known that clinical diagnosis of malania is difficult.
Studies on malaria diagnosis in malaria endemic areas showed that malaria camers ofien show no
clinical symptoms and therefore fevers ( hot and cold as expressed by both the community and
traditional healers in Ndumu) cannot automatically be attributed to the presence of parasiles
(Tscheuschner, 1995) This illustrates that there is a strong possibility that traditional healers

associated all fevers to malaria.

The traditional healers further indicated that the symptoms of malaria can be treated but there is
uncertainty in regard to effective cure. Definitive diagnosis and treatment of malana is offered at
both the malana camps and clinics/hospitals. Malaria camps are well utilized by the communily
indicating the advantage of a good service and utilization may be enhanced by their proximity to
the community. In view of the fact that tradilional healers based the diagnosis on the symptoms
which might not necessary be those of malaria infection, the idea of supplying them with malaria

drugs is questionable.

It is also worth noting that some concerns were expressed by the community in regard to the
supply of medicines by Iraditional healers, whether healers would be able (o issue the right drug

and treatment dose to the right patient and the possible abuse of drugs by some traditional healers
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who would ask [or pavment (or medicine provided free bv the malaria control authority. Although
(raditional healers expressed their willingness to participate in malaria prevention sirategies by
keeping medicines. the Medicines and Related Substances Act . ( Act. 101 of 1965) only allows
medical professionals 10 keep and dispense scheduled medicines. In South Africa it would be
unlawful to allow access to malaria curative drugs (o traditional healers and as it would be

dangerous to expose the community to potential drug poisonmng due (0 mususe.

The study also found that there was no formal communication between the traditional healers and
the malana control camps/health profcssionals. Formal communication could be instituted towards
promoling a good referral svstem for early definiive diagnosis and appropriate (reatment to
prevent resistance due 10 inappropriate treatment, clinical complications due 10 late presentation.
serve (o increase information and knowledge in regard 10 malaria diapnosis and treatment. Formal
communication would minimize the gap between the two forms of health services. enhance
respect, trust and acceptance in order 1o prevent “secreils’” and be of benefit to both the health

providers and the community.

This studv also found that the community was enthusiastic and posilive about possible
collaboration between traditional healers and malaria conirol. It showed how important traditional
healing appeared in their eves. [t also showed thai they were well aware of the strengths of the
modem system and the benefit collaboration would bring to the provision of health care in the
community. This is an attitude 1o encourage and build on, collaborative interactions with the
modem medicine counterpart. 86.7% of community respondents said it would like (0 see

traditional healers working together with the malaria control team.

The community and traditional healers were well aware of the epidemicity of malaria in the area as
well as the new strains of malaria. 'I'his knowledge could be used (o change their perceptions and
athitude with regard to their health seeking behaviour. This study identified that treatment started
with home remedies and outside help was onlv sought when signs of the disease persisted. Sucha
behaviour is regarded as irresponsible and dangerous for high risk cases like pregnant mothers and

babies and should be addressed through education.
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7.2 Recommendations

7.2.1 Health Eduacation

The findings of other studies indicated that Ndumu is one of the highest risk malania areas in the
country (Ngxongo, 1993, Sharp and le Sueur. 1996, Sharp et al ., 1997). [1's control deserves
special mobilization of the community. As Clark (1996) argued, people would not attempt to
involve themselves in preventive behaviours unless they possess a minimal level of knowledge
and motivation, or believe that they were potentially at risk to health deviations or viewed the

disruptions/deviations as threatening.

The demographic profile of respondents indicated a predominantly young and female
population (71.1%). This was manly due 1o the fact that adult males tend to move to  cilies
for employment, the youth and women left behind are thus most likely to become  victuns of
malaria epidemics. Special health education programmes should be targeted af these two groups in
order to help them adopt self-protective behaviours against malaria and or appropnate health
seeking behaviour. Their education is most likely to have a direct or indirect impact on the health
status of the whole family, and of the children in particular (WHO, 1983). The study also found
that 69.4% of malaria patients were laken (o the cbnic or hospital by their mothers. This is not
an exception for Ndumu, as similar situations are reported from other rural societies in

developtng countries (WHO, 1993).

Health education programmes targeted at women should be related 10 building a safe
traditional hut, with a door, and the door should not be detachable as it was seen and
emphasis should be on the importance of the door (Chapter Two.), encourage them to cook
indoors, have a hut which will solely be for cooking purposes. This will prevent exposure to
mosquito bites. It is known that culture determines what to eat and what to wear. As is the case
with Ndumu, women and children have the upper part of body barely covered. and this behaviour
exposes them to mosquito bites. Education should be directed at motivating them to cover their

bodies especially at dusk and dawn.
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Pregnancy is a high risk condition with regards to malaria. Special attention should be given to
women at the child bearing stage. beginning from the teenage and adolescence stages. and
emphasizing the dangers o malaria and malaria treatment during pregnancy. They should be
encouraged to report pregnancy at the Ante-Natal Chinic and more importantly when thev have {lu
like symptoms during the malarias season. This would help health professionals to diagnose early

and offer appropriate (reatment and care.

Local schools should participate actively in malaria prevention strategies by informing pupils on
the dangers of malaria. simple and cheap preventive measures against mosquito bites. the
importance of reporting at the clinic or malana control camp for early diagnosis and approprate
treatment. This approach will inculcate good health practices 1o the voung population of

Ingway una and possibly modi(y their wav of tife.

7.2.2 Referral to the second level of health care

U8.2% of the community respondents reported (o be slaving al not less than an hours™ walk from
the traditional heaters home and traditional healers admitted 1o having kept clients for tnal and
error (vpe of trealment “thithibeza (71 .4%) which means that malara was not regarded as an
emergency and that they are an inescapable health service in the commumly. [{ is recommended
that the Malaria control Co-ordinator should identifv (lobby) all role plavers related to health

promotion at Ndumu.

All role players should come out with a definitton of the concept of referral, in order 10
understand the need [or access by clients to olher resources within the health care spectrum. The
protocol defirung who will be the first referral level and the criterta for referral should be put in

place.

Traditional healers ndicated that there are discrepancies related 1o the current process of referring
pattents — nurses look down upon their patients, and show disregard. Such issues should be
addressed because tradilional healers hive a powerful interpersonal language: more pronounced
than that of health professional The aim will be to negofiate with traditional healers to ™ treat =

and refer. Ambulance services should partake in such discussions for them to realize the
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importance of an efftcient Malarta contro) programme therefore improving the flow of patients

from the clinic to the hospital.

7.23 Early Diagnesis and appropriate treatment of Malaria

This process ts deeplv carved in an cflicient and ellective referral svstem, transporl, services,
cultural practices and the attitude of health care givers/malaria control programme team and clinic
nurses TLis the comerstone for effective and efficient control of malara. It could be part ol health
education programumes (o encourage the community in seeking the clinic and hospual services,
timeously. [t came out clearly in Chapter four that traditional healers and the communi(y see
malaria as one of the conmon and usual “mkhuhlane svndrome™ and do not regard it as an

emergency.

In view of the fact that 71.4% of traditional healers kept their patienis for a cenain period of time
before refernng them elsewhcre. whilst trving their medicines. more education about the diJerent
signs and symptoms of the discase especially the acute and complicated forms of malaria would
help traditional healers in knowing betler about the severity of the disease and hopefully lead them

to tumely referrals so thal early definitive diagnosis 1s underiaken and appropriate treatimen( given

Education should also be directed at informing them aboul drug resistant strams and that i such
circumslances the drug may not be totallv effective. Chnics at Ndumu are keeping stocks of the
“easy to use" accurate malaria testing device in order to facilitale the process of malaria diagnosis

and treatment.

7.2.4 Strengthening the malaria camp services

Distance was an important determuining factor in people’s preferences about local health services.
Many stated that they walked to the Clinic or had (o use taxis (54% walked). Patients had to use
taxis as well to go to hospital and this was a major factor preventing them from attending
(38.7%). This seemed (o sugges! thal accessibility of services have to be accorded more support

and strengthened.
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It was clear that the malana camp enjoved the confidence of the local community with regard to
malaria treatment. The camp was given credit for betier trealment (34.1%) and belier medicines
(59.0%). The camp's malaria drugs. mainly Sulphadoxide Pynimethamune. were apparenth widely
known and were used alone or mixed with local herbal medicines for greater effect. The clunic
came as second choice for its ability 1o diagnose ( 27.2%). The capacity of the camps should be
strengthened. It is clear rom Figure 2.4. which displayved buffers showing 2kim distances {rom
malaria camps, that some sections are quite far away from malaria camps with special reference to
sections 6 - 9. Tt is recommended Lhat additional malaria control camps be established in order to
increase access early definitive diagnosis and prompt treaiment. They should have adequate
supplies of cfTicient drugs. In-service education targeting the malaria camp officers should be
conducted and should focus on ordermg. storage and supply of malaria treatment at community

level. (hat 1s, al malana camps.

7.2.5 Malaria and socio-economic development

It was sadly realized that factors such as distance and afTordability determine the community”s
choice about where to go for malana treatment, Transport infrastructure is a problem at Ndumu
Even if it was existent, people have generally verv low cash incomes and suffer from
unemplovment as indicated in Chapter Two. These conditions certainly have a great impact on
people’s health Besides, a healthy natural environment. adequate housmg, ¢ ¢. adequate screening

of doors and windows may help in fighting the mosquilo vector.

The most important and the cfTective way to prevent mosquito bites is to remain in doors between
dusk and dawn (Health, 1997). This could be impossible in the case of some Ndumu community
members especially those of the Zion Church because worshipping (umlindelo) occurs during the
evening. This means that malana is likely 10 be around f{or a long time and has 10 be addressed m a

multisectoral approach.

7.2.6 Traditional healers as partners in health care provision
The study found that most traditional healers interviewed believed themselves 1o have knowiedge
(95.7%) of malaria as a naturally caused disease and the ability to dilferentiate it from other

diseases. They also reported that they could diagnose malaria mostly by 1is signs and symploms,
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though their diagnosis was not definitive. They expressed their willingness to participate in the
malaria prevention programnte (98.6%) and the community (86.3%) supporied the idea.
Therefore any local malana programime woutd miss out on an imponant parinership if traditionat
healers were not considered especially for utilization as first help points (or earty malaria diagnosis
and promp! treatment at Ndumu as the community respondents expressed it, traditional healers
should be included in debates about questions such as referral guidelines, Towards this end. lines
ol communication between all the plavers invoived in the provision of health care as regard 1o

malaria should be created.

Fever and dehvdration were considered by most traditional healers as the most{ difficult malaria
symploms 10 treat. Because most healers admutted that their tracdh(tonal remedies faited to provide
relief (o patients with fever and dehydration, it is vital 10 inform them about the complications of
dehvdration. i.e. cold. clammy and cvanotic (biue) skin and the need for urgent referral of all

patien(s.

Actually referrals between all (orms ol local health care (home (realment. traditional healers.
camps, chinic, hospital) was already happening. Traditional healers reporled that these referrals
were already happening and this therefore deserves support and encouragemeni by the malaria and
clinic teams. However, traditional healers expressed the view that these referrals should be mutual
and should not be a way to show off power by the modern medical personnel. This implies a
mutual respect and recognition of each service as competent and independent bodies of health
care provision. To this end mutual knowledge should be encouraged. Meelings were also
expressed as a form of collaboration and thev could be a forum of mutual discovery and
knowledge. It is recommended that the venue for such meetings should be within the community

and conducted section by section with the help of a malaria control programme team.

Traditionat healers expressed their wish that ¢ollaborative initiatives should aim at the good ol the
patients. There were concerns that such initiatives mav be a way through which hidden interest
cowd compete. The idea of a formal siructure, which would channel the programme, ensures that
each one's rights are protecied and set common guidelines and policy in order 1o streamline their

activities, could be investigated by the parties involved. This could perhaps constitute one of the
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ficst steps to ensure that the collaboration process develops in a manner beneficial to both parties

and wtimately the community.

7.2.7 Information and educafion

All traditional healers interviewed reporled that thev would like to keep their patients records.
Almost all said that they would like to do so by keeping a register. However, s was impossible
lor them as most were literate (95.7%). Given the imporlance of the records for referral and
statistical purposues. traditional healers should be empowered in order 1o be able to keep patient
records. To this end, adult education programmes, which may be organized with teachers from

local schools could be a solution.

Literature shows (hal traditional healers depend on their memory to keep records. 95.7% of
traditional healers reported that they could not speak read nor write I'nglish and 100% reported
that thev would like 10 keep a record. The malaria Control Coordinators should design simple
forms to allow a heater to make a tick indicting whether the patient was young or old, male or
female, pregnant or breast feeding and the signs and symptoms of the disease. The form could

show pictures of the above calegories, e.g. a pregnant or a breast feeding woman.

Such records could then be collecled by the camp officers or submifted during community
meetings, discussed as a way of sharing information and offering support and appreciation to the
collectors. Il also appeared that the malaria problem could not be dealt with successfully if
considered only in health terms. The Department of Education in Ingwavuma could be contacted
to include in the curriculum malaria as a subject with the aim of increasing access of information
flow and knowledge in regard to malaria causes. signs and svmptoms. treatment and available
health resources. [t may be recalled here that a teacher \ndicated the need (o involve schools and

the Depariment of Educalion as a whole i the process of malaria control in Ndumu.

7.2.8 Regional co-operation
It has been said that resistance in the malana parasite has been increasing in the Ndumu area
because of cross-border migration. The community. as well as traditional healers themselves were

well aware that * malaria grew stronger and stronger” over the past vears. Increased regional co-
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operation through development projecls such as the Lubombo Spatial Developments Initiative
should reduce malara in the northem areas due 1o initiation of vector programme jn southern
Mozambigue. An ongoing monitoring and evaluation process has been put in place to delermine
whether regional Malaria control betw cen South Africa. Mozambique and Swailand will fulfillits

purpose.

7.2.9 Further research areas

This studv provided some insight in the sector of indigenous medicinal plants. Most raditional
healers tended 10 say that they coutd not treat malania but admitied that they neveriheless received
patients and tried to provide what they called “thithibesa™. i.¢. a temporarv relief. Local herbal
medicines used towards the treatmenl of fever and headaches for instance, should be studied in
Jont ventures with the Health Department and the research institutions. New varieties found
could be added (0 a national database, which could be useful for other traditional healers in other
areas, as wcll as to researchers nationwide. The isolation of curative properties of indigenous
plants i found could also be utilized for the development of new drugs and projects in this regard

are underway and funded by Lhe Department ol Arts and Culture Science and Technology .

Some traditional healers reported that they mixed drugs such as chloroquine with their (raditional
herbal medicines. [t may be recalled here that the community reported (o have used Vick Vapor
Rub, adding il to boiling water and “gqurma’ (steam inhalation). After this, Grandpa and Compral
pain tablets were taken and the treatment was said to be very effective. Joint research ventures

should determine possible advantages and risks of this mixture for patients,

The study documented that the community and traditional healers would like to see collaboration
taking place and encouraged between traditional healers and modemn medicine for the diagnosis
and treatment of malaria. As indicated in the literature, contrasting views exist about the issue™.
Thus the lindings of this study call for the other side of the story (o be told To this end, there is 2
need for further research in order to investigate attitudes, and perceptions of nurses, doctors
and malaria control team (field workcers and Medical Rescarch malana control team towards
collaboration and joint ventures with traditional healers with regard to malaria dragnosis and

{reatment.
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Long before western vpe medicine was iniroduced in developing countries. a variety of
indigenous healers provided rehefl to phyvsical, mental and social aslments and thev still do as in the
case of this studv. 1 therefore appears thal community health services have 1o be comprehensive
and include traditional healing as an tmportant component (o augment first line health care

services inregard (0 malaria control at Ndumu in Ingwavuma. Such a process has not vel (ormerfv

started.
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