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ABSTRACT

HIV/AIDS is treated biomedically. People living with HIV (PLHIV) are expected to strictly
adhere to active antiretroviral treatment (ART) prescribed by biomedical health practitioners
in order to “progress” on the cascade of care. Poor progression on the cascade of care, however,
has been shown to exist amongst PLHIV. The use of multiple health systems — biomedicine,
traditional healing and religious healing, known as medical pluralism, has been said to be a
contributing factor in the poor adherence to HIV testing and treatment. Some PLHIV, however,
have been shown to be in care while practicing medical pluralism. Thus, this study explores
the experiences of such PLHIV in their practice of medical pluralism, especially how navigate

the systems and treatments utilised.

This study was conducted at the Hlabisa sub-District, a rural area in uMkhanyakude District of
KwaZulu-Natal, South Africa, though qualitative ethnography. Eighteen participants were
recruited using theoretical and purposive sampling. Nine PLHIV were the primary participants
in the study. Of the nine PLHIV, four were also traditional healers. The other nine participants,
made up of five biomedical healthcare practitioners, three traditional healers and one
faith/religious healer, were the secondary participants.

The study found that the PLHIV in the study consciously made concurrent, parallel or
sequential use of plural healthcare for various health conditions when they believed such
conditions can best or only be treated using specific health systems. None of the participants
sought to “treat” or “cure” HIV using health systems outside biomedicine. The study found that
some of the participants refused initiation into ART due to the attitude of the biomedical health
practitioners towards the participants’ use of plural health. Primary participants who
maintained their ART all reported to have had suppressed viral loads and high CD4 counts.
Their health-seeking behaviours can be seen as an expression of their agency. Hence, rather
than excluding them from using basic primary health services due to their plural health use, a
better understanding and appreciation of their reasons, motivations, and manners of practising
medical pluralism is needed. This will aid in the development of health programmes that better

cater for their health needs.

Keywords/phrases: PLHIV, HIV/AIDS, medical pluralism, plural healthcare, biomedicine,

traditional healing, religious healing
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CHAPTER ONE

Background and Literature Review

1.1 Introduction

Presently, there is still no known cure for HIV/AIDS; however, according to the World Health
Organisation (WHO), using “effective antiretroviral (ARV) drugs can control the virus and
help prevent transmission so that people with HIV, and those at substantial risk, can enjoy
healthy, long and productive lives” (WHO 2017). Hence, WHO strongly recommends that
“ART should be initiated among all adults with HIV regardless of WHO clinical stage and at
any CD4! cell count” (WHO 2015, 24). This, according to WHO, is based on the gathered
“evidence and programmatic experience” that continues to “favour earlier initiation of ART
because of reduced mortality, morbidity and HIV transmission outcomes” (WHO 2015, 26).
This, so far, is the “officially” recommended and supported treatment by global health
regulatory bodies and governments for the treatment of HIVV/AIDS because, and as stated by
Vitoria et al. (2014), “the provision of ART to people living with HIV [/AIDS] (PLHIV) is first
and foremost a life-saving intervention in HIV care” (31). PLHIV are currently expected to be
immediately initiated in and remain on ART throughout their lives. This acknowledgement of
the role of biomedicine and ART in the treatment of HIV amongst PLHIV is done without any
intentions to promote or reject any of the three health approaches focused on in this study.
However, life-saving benefits are acknowledged of engaging in ART which include a reduction
in viral load, increase in CD4 cell count and a generally healthy life. Based on WHO’s 2015
recommendation on starting ART, the achievement of ‘effective’ HIV treatment, which is
closely linked to one’s progression on the cascade of care, dedication is expected of PLHIV in
utilising only the biomedically recommended treatment procedures and medicines for HIV or
during HIV treatment. Such a view is held as it has been stated that the non-use or poor use of

ART and the use of multiple health systems? can lead to counter drug effects, drop out of care

1 CD4, cluster of differentiation, is a type of white blood cell that contributes to the formation of the immune
system and its presence or absence indicates the health status of the immune system (Collins 2016).

2 The concept of health systems may be argued to be the existence of health approaches whose philosophy and
ideology towards health and healing, hence, points of departure, are different. With this understanding,
biomedicine, traditional healing, faith healing, Ayurveda, etcetera, will each be regarded as compound health
systems as each has a peculiar philosophy and ideology from which its understanding and approach to health and
illness is rooted and stems. The concept can also be regarded as the different types of health provision within each

~1~



amongst PLHIV (Colvin 2014; Govindasamy, Ford and Kranzer 2012; Miskelly 2006;
Moshabela et al. 2011; Mugglin et al. 2012; Pantelic et al. 2015; Rosen and Fox 2011).

Despite the stated concerns of the non-use or poor use of ART and caution against the use of
plural health care, PLHIV have been shown to continually make use of multiple health
approaches for a variety of reasons while on ART (Appelbaum Belisle et al. 2015; Miskelly
2006, Moshabela et al. 2011; Peltzer et al. 2008). This choice to continually make use of
multiple health systems can be linked to the difference in what entails “effective” treatment of
health conditions in many societies and by many people, regardless of HIV status despite the
wide agreement on the understanding of HIVV/AIDS and its treatment. Such a difference in the
view of what entails “effective” treatment exists primarily because different societies possess
and express different understandings and approaches to health, illness and healing or treatment
(Naidu 2014; Naidu 2013; Vaughn, Jacquez and Bakar 2009). Thus, this study seeks to
understand why and how PLHIV, who make use of plural health care, manage to do so, despite
the tensions and complexities associated with such an approach to health-seeking.

Since the 1980s when HIV was first discovered and traced back to Kinshasa, Democratic
Republic of Congo (DRC), where it was said to have been in existence since the 1920s (see
Faria et al. 2014; Kallings 2008; McClure and Schulz 1989; Sharp and Hahn 2011), great strides
have been achieved in combating the disease. These strides include the early days of its
discovery and acknowledgement in other communities outside the DRC, notably the United
States of America® (see Faria et al. 2014; Kallings 2008). The strides in combating HIV/AIDS

have been achieved through global-level and country-specific intense awareness campaigns

compounded system, such as the existence of independent chemists, private doctors, primary health facilities,
hospitals, etcetera all falling within the realm of biomedicine (see Moshabela et al. 2011). In the current study,
however, the concept of health systems will be understood and used as health approaches with varying points of
references for health and healing in terms of their philosophy and ideology towards health and healing. Each of
the systems will be seen and treated as a compound health system, while acknowledging the different sections
within each.

3 While HIV had spread beyond the DRC as far back as the 1960s areas such as Haiti, not much attention was
given to this rare disease (see Faria et al. 2014). Instead, stigma and discrimination was meted on all infected
persons, especially Haitian professionals who made a return from the DRC due to the epidemic. Attention was
only given to this epidemic in the early 1980s when health professionals in the United States of America (USA)
began battling to handle various infections such as Kaposi’s Sarcoma and Pneumocystis pneumonia (PCP),
particularly amongst gay men around New York and California (Friedman-Kien et al. 1981; Hymes et al. 1981).
Due to the lack of clarity as to the nature of the epidemic, it was called “gay compromise syndrome” (GCS)
(Brennan and Durack 1981) due to its prevalence amongst gay men. However, in 1982, after the realisation that
the epidemic was spreading beyond gays to haemophiliacs and heroin users, the disease was named AIDS (Avert
2016; Center for Disease Control (CDC) 1982).

~2 ~



(see Heywood 2009; Kalichman and Simbayi 2003; Maibach, Kreps and Bonaguro 1993; Noar
2006; Palmgreen et al. 2008; Treatment Action Campaign (TAC) 2012), massive rollout of
ARVs (see, for example, Butler 2005; Mbali 2004; Naledi, Barron and Schneider 2011,
Nattrass 2007; Schneider and Stein 2001) and HIV prevention materials, such as condoms and
prophylaxes (see Baeten et al. 2012; Pinkerton and Abramson 1997; Pretorius et al. 2010; Van
Damme 2012).

This has thus led to a reduction in new infections, high availability and access to ARVs and
other treatment services to PLHIV. However, there also remain numerous challenges in
combating the epidemic. Notable amongst these challenges are the lower than expected uptake
of HIV test and treatment, low retention in the treatment regimen, high drug-resistance and
drop out from the cascade of care (see Colvin et al. 2014; Govindasamy et al. 2012; Rosen and
Fox 2011; Moshabela et al. 2011; Mugglin et al. 2012; Pantelic et al. 2015). These challenges
have thus given rise to concerns about the impact of the existing awareness programmes and
the provision of facilities and services in controlling and preventing the spread of HIVV/AIDS.

One of the reasons for the supposed setback in utilising HIV control programmes is said to be
the practice of medical pluralism (see Miskelly 2006; Moshabela et al. 2011; Mugglin et al.
2012; Pantelic et al. 2015; Rosen and Fox 2011; Saethre 2007). This is especially so in societies,
such as rural South Africa, which have multiple health approaches. Medical pluralism has been
defined and is generally understood as “diverse ways in which illness can be perceived,
understood and treated” (Moshabela et al. 2011, 843); “choice between different kinds of
practitioners, between consulting or self-prescribing, and... multiple ways of understanding
health and sickness” (Cant and Sharma 1999, 1); and “the coexistence and availability of
different ways of perceiving, explaining, and treating illness” (Gilbert 2004, 548). Some of the
most common health systems found within the practice of medical pluralism are Chinese
medicine, Ayurveda, Traditional African Medicine (TAM), acupuncture and biomedicine
(Patwardhan and Mutalik 2014; Stumpf, Shapiro, and Hardy 2008). This thesis thus seeks to
explore the experiences of people living with HIV/AIDS (PHIV) in a plural healthcare system,
especially, why, when and how they are able to navigate and marry different health approaches,

despite the tensions and complexities faced.



1.2 The Contestations in the Practice of Medical Pluralism

Numerous studies have been conducted and literature written on plural health use (see Colvin
et al. 2014; Govindasamy et al. 2012; lroegbu 2005; Moshabela et al. 2011; Mugglin et al.
2012; Neumann 2010; Nyirenda 2015; Pantelic et al. 2015; Rosen and Fox 2011). Some of the
studies, such as Moshabela et al. (2011), Neumann (2010), Nyirenda (2015) and Pantelic et al.
(2015), highlight the existence of medical pluralism, and flag the practice of this as a negative
factor in PLHIV’s progression on their cascade of care. The details of what the practice of
medical pluralism fully entails, such as when in a person’s health journey he/she becomes a
plural health user, the reason for such use, manner of use and influencing factors, however,
remain scarce and unclear. Researchers have stated that medical pluralism involves the
“mixing” of medications, medicines, treatments, and providers (see Gwele 2005; Miskelly

2006; Moshabela et al. 2017; VVarga and Veale 1997).

This notion of “mixing”, however, creates some ambiguities in the discourse of medical
pluralism. This is so because even when the ‘what’ being mixed is identified, the ‘why’, ‘when’
and ‘how’ such mixing takes place, remains unclear. With low clarity in this process of medical
pluralism, medical pluralism will likely continue to be highlighted as a major factor in the
failure in the treatment progression of PLHIV. Despite this lack of clarity in how medical
pluralism is practised, the concept continues to be used widely in different contexts. The lack
of clarity affects how we engage with it in the context of health-seeking behaviours of PLHIV
in rural South Africa, especially when the practice among PLHIV is flagged by biomedical
health practitioners and researchers (see Moshabela et al. 2011; Neumann 2010; Nyirenda
2015; and Pantelic et al. 2015) as a negative contributor towards ‘good’ health-seeking

behaviours.

Such a view persists despite instances in the past where there appeared some acceptance of
medical pluralism and its role in healing and treatments as a functional health approach (see
Cosminsky and Scrimshaw 1980; Leslie 1980). More recent studies have also shown a shift
from the longstanding fractioning and dichotomisation of healing into different healing systems
to a more holistic approach in some societies (see Grace and Higgs 2010; Hughes 2014; Kong
2012; Legrip-Randriambelo and Regnier 2014; Neumann 2010; Shih et al. 2010). In the United
States, for example, the government created and funds an initiative, Indian Health Services
(HI1S), which caters for the health needs of Native Americans in the United States of America.

The Native Americans, also known as Indian Americans (Broome and Broome 2007) have a
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belief that there is a some connection and synergy between “Mother Earth”, which is the natural
environment, “Father Sky”, the “Creator”, “Great Spirit”, Great Mystery”, also known as the
“Maker of All Things” (Avery 1991; Broome and Broome 2007; Johnston 2006). Being ill, is
thus seen as a disruption between the different beings in the universe. To mend this disruption,
however, the “imbalances” in nature ought to be corrected, a role played by the traditional
healers. Johnston (2006) states that this process of correction can be a prayer session made up
of chants, or the practice of “smudging”, which involves the use of smoke from sacred herbs,
which is wave off the negative energies from an ill person, tobacco, ointments, tea, and dances.
Hence, maintain high mental, physical and spiritual health, each individual is expected to
adhere to prescribed “lifeways” (Avery 1991). Thus, the HIS collaborates with traditional
healers on issues such as “Veterans Affairs”, such as telemental health (Noe et al. 2014; Shore
et al. 2012), behavioural health among the youth (Goodkind 2011) and on general attempts to
include the Native Indian community into the health system after being historically excluded
from receiving primary health services (Bergman 1999). The sponsorship of this program by

the government, displays its openness to the collaborative values of medical pluralism.

Understanding the concept and practice of medical pluralism, especially by PLHIV, will enable
us to know why there is either resistance or support for the practice by the different health
providers utilised, health institutions, governments and general health users. Hence, this
literature chapter unpacks the understandings and use of this concept of medical pluralism. It
also explores how this concept is practised by PLHIV in different regions, as shown in
literature. Unpacking the concept of medical pluralism serves as a background towards
knowing what health systems PLHIV who are plural health users operate in and how this shapes
their health life. To achieve this, an extensive scoping review of literature on medical pluralism
was conducted. A scoping review has been stated to aim at rapidly mapping “the key concepts
underpinning a research area and the main sources and types of evidence available... especially
where an area is complex or has not been reviewed comprehensively before” (Mays and Popay

2001, 194).

Guiding the scoping review of this thesis was the conceptual framework set out by Arksey and

O’Malley (2005) and the recommendations of Levac, Colquhoun and O'Brien (2010). This

approach to gathering literature data addresses broad study scopes through a rapid mapping of

key concepts in a study area as opposed to a systematic review which focuses on well-defined

questions and study designs identified in advance. Hence, a scoping review seeks to identify

the patterns in the use of concepts in a field and in doing so, identify the gaps in such usage and
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implications of the usage. Arksey and O’Malley (2005) stated that the scoping review approach
to literature review has four main aims: “to examine the extent, range and nature of research
activity”, “to determine the value of undertaking a full systematic review”, to summarise and
disseminate research findings” and “to identify research gaps in the existing literature” (Arksey
and O’Malley 2005, 6-7). The concept and practice of medical pluralism, which is both
complex and less researched, requires such an approach to unpack the concept’s use and
representation in literature. Also, the discourse on medical pluralism, particularly in relation to
PLHIV, is still relatively new and has not been extensively and comprehensively reviewed or
researched. Hence, exploring the literature on the practice of medical pluralism solidifies our
understanding of how this concept is explained both in literature and by users, and how it shapes
the health life of PLHIV. In gaining this understanding, we will be able to grasp not only how
the different health systems interact with each other, but also how PLHIV become the centre
of the interaction and ‘union’ of the different health approaches through their use and

navigation of the different health approaches. The scoping review also helped in identifying

the gaps in the current literature on medical pluralism, especially in the context of HIVV/AIDS.

The use of the different systems, especially amongst PLHIV, varies and depends on different
factors. The major variances are based on the health-seeking patterns of plural health users,
which are often parallel (see Islam 2005; Langlois-Klassen, Kipp and Rubaale 2008),
sequential (alternating) (see Langlois-Klassen et al. 2008; Moshabela et al. 2011; Mukolo,
Cooil and Victor 2015; Ribera 2007) or concurrent (see Appelbaum et al. 2015; Grant et al.
2013; Moshabela et al. 2011; Saethre 2007; Sibanda, Manimbulu, and Naidoo 2016; Mukolo
et al. 2015). As shown, these three patterns have only been discussed in literature either
singularly or in pairs. However, | was first exposed to the possibility of all three patterns being
found amongst PLHIV using plural health in conversations | had with Prof. Mosa Moshabela
in 2015 (conversations with Moshabela 2015). In one of the conversations, Moshabela
explained how the already discussed patterns in literature do not fully capture the multiple

health-seeking patterns of PLHIV, hence ought to be further explored.

The most dominant health approaches in the understanding of medical pluralism are the
following concepts and approaches: traditional healing, Chinese medicine/healing,
biomedicine, spiritual healing, acupuncture, Ayurveda, homeopathy and yoga. The three major

approaches to be explored in this study, however, are biomedicine,* Traditional African

4 This is a key term in this study as it is one of the health systems focused on in the study. Allopathic medicine is
a broad term for medical (biomedical) practice, also known as Western medicine, ‘modern’ medicine or ‘evidence-
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Medicine (TAM),® and spiritual, also known as faith healing.® They will be the focus of this
study, primarily, because they are the most common health systems used in the setting of this
study, rural South Africa, but also in many other African communities who share similar health

beliefs and practices as shown in Moshabela et al. (2017).

1.2.1 Biomedical Healing

Wade and Halligan (2004), in their discussion on biomedical models of illness, asserted that
the biomedical approach to health and illness assumes there is always a causal relationship
between disease and illness. Disease, in this case, is understood as stated by Brown, Barrett
and Padilla (1998, 11), as “the outward, clinical manifestation of altered physical function or
infection”; and illness, as stated by Chigona et al. (2008), Naidu (2014), Parle (2003) and
Richter (2003), is the total experience and perception a person has of his or her health, a
perception and experience often shaped by the individual’s social and cultural views. The
conclusion about the difference between health and illness, said Wade and Halligan (2004), is
based on two major biomedical assumptions: firstly, that disease (pathology) is always the
single causal factor of any illness; secondly, that as disease is the causal factor of illnesses,
removal of the disease will yield good health. Such a view, says Wade and Halligan (2004,
1398), plays a role in the medicalisation of “commonly experienced anomalous sensations”
amongst patients. This view, they said, is a reductionist approach which can be summarised as

follows:

based’ medicine. The term ‘allopathy’ was coined in 1810 by a German Physician, Samuel Hahnemann in
reference to the usual practice of medicine as opposed to homeopathy. The homeopathic therapeutic system of
healing “is based on the concept that disease can be treated with minute doses of drugs thought capable of
producing the same symptoms in healthy people as the disease itself” (MedicineNet 2014).

5 This is one of the key terms in the current study as it is one of the health systems focused on in the study. By
Traditional African Medicine, I mean “health practices, approaches, knowledge and beliefs incorporating plant,
animal and mineral based medicines, spiritual therapies, manual techniques and exercises, applied singularly or
in combination to treat, diagnose and prevent illnesses and maintain well-being” that may or may not be peculiar
to African societies, but are practised and dominant in African societies (WHO 2001). This definition is also in
line with the WHO’s (2013) definition of traditional medicine which states that traditional medicine is “the sum
total of the knowledge, skills and practices based on the theories, beliefs and experiences indigenous to different
cultures, whether explicable or not, used in the maintenance of health as well as in the prevention, diagnosis,
improvement or treatment of physical and mental illness” (13). In this study, the terms Traditional African
Medicine and Traditional Medicine will be used interchangeably

6 The terms ‘faith healing’ and ‘spiritual healing’ will be used in the study interchangeably. Faith healing may be

defined as “supernatural healing that results from prayer or the laying on of hands, rather than medicine... that
evoke a divine power toward individuals who need healing of a disease or disability” (LaMeaux 2015).
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All illness and all symptoms and signs arise from an underling abnormality
within the body, referred to as a disease; all diseases give rise to symptom(s),
eventually if not initially, and although other factors may influence the
consequences of the disease, they are not related to its development or
manifestations; health is the absence of disease; mental phenomena, such as
emotional disturbance or delusions, are separate from and unrelated to other
disturbances of bodily function; the patient is a victim of circumstances with
little or no responsibility for the presence or cause of the illness; the patient is
a passive recipient of treatment, although cooperation with treatment is
expected. (Wade and Halligan 2004, 1398)

Therefore, persons who may experience or report any form of illness that does not fit into an
established biomedical diagnostic routine and become categorised into one form of an already
known health condition or express such a potential, are often met with disbelief by biomedical
health practitioners. Such an approach has been, to a large extent, maintained in the current
implementation of biomedicine as transmitted to different societies through medical
globalisation, otherwise known as “biomedical imperialism”, as shown in Finkler (2000) and
Macleod and Lewis (1988). Nustad (2003, 7) referred to the process of globalisation as the
interaction between “distinct realms of reality”. In this way, both realms play roles in
influencing each other. In the case of biomedical globalisation, however, little room has been
given for local realms of realities to shape the practice of biomedicine; rather, the practice has
been largely enforced on host communities as a “modern” and “safe” approach to health while

local practices are regarded as “risky” and “ancient”, hence ought to be discarded.

This approach to health and illness contributes to the regulations on treatments received by
PLHIV by governments and world health regulatory bodies. This is so because any other
treatments received by PHIV, even if not for treating HIV, are often regarded, mostly by
biomedical health practitioners, as “risky”, “dangerous” and/or “unsafe” for the PLHIV. This
regulation thus limits the possible role of health approaches used by PLHIV for the diagnoses
and treatment of health conditions not treatable by biomedicine. An observation made by Capra
in the 1980s, which still persists, is that some biomedical personnel portray a dislocation
between the patient’s reality and the patient during diagnoses. Diagnoses are often viewed from
the presence of bacteria or physiological disorders in the patient while ignoring their
psychosocial context as possible causalities to their illness with patients approached as “body

parts” (Capra 1982, 346). While the intentions behind the practice and approach to healing
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might have been good, the implementation of the practice, however, seems inconsistent with
the approach of a person as a holistic and interconnected being whose well-being can be
influenced by any form of disharmony in their cosmic space, not necessarily physiological.
Viewing patients as “body parts” has the possibility of detaching health and illness from the
patients’ social context, from which such illnesses might have emanated. This is so because
the illness experience is both internal to an individual, but also has a strong link to external
factors, which may be beyond the understanding and control of the individual or the physician
as stated by Naidu and Darong (2015a, 2015b). Gaining knowledge of such possibilities as
experienced by patients, which often occurs during close interactions between physicians and
patients, according to Vaughn et al. (2009: 64), is important in creating “trust between
physicians and patients”. This trust in turn will enable the patients to “accept and follow the
medical advice (medical adherence) that will restore or maintain wellness” (ibid.). Failing to
carry out such interaction and build trust, however, said Vaughan (1991: 5), “causes those who

are ill to feel powerless and alienated”, but also, leads to a lack of progress in their healing.

1.2.2 Traditional Healing

Traditional healing or medicine is sometimes referred to as folk medicine, indigenous
medicine/healing or ethnomedicine (see Pordié, 2007; Rhodes et al. 2008; Rubel and Hass
1996; Saijirahu 2009; Weisberg 1984). Although the concept of traditional healing and
medicines are sometimes treated separately, they will be used interchangeably in this study to
refer to the process of using traditional approaches to healing, including the medicines. The
concept of “traditional medicine” is not limited to Traditional African Medicine (TAM). This
is because traditional healing is practised in other societies aside from Africa and the term
“traditional” is also used in reference to biomedicine in its “unevolved”’ form. However, in
this study, the concept will be used primarily in reference to TAM. Central to this healing
system is the belief that illnesses can be biological, psychosocial, but also supernatural (Kale
1995; Moshabela, Zuma and Gaede 2016; Naidu 2013; Naidu and Darong 2015a, 2015b,
2015c; Zuma et al. 2016). As stated by Kale (1995), amongst most South Africans, “disease is
a supernatural phenomenon governed by a hierarchy of vital powers beginning with a most

powerful deity followed by lesser spiritual entities, ancestral spirits, living persons, animals,

7 Although biomedicine is still practised independently of any other health approaches in most societies, over the
years, it has, in many societies, moved towards collaborative health delivery with other health approaches by
accommodating the health belief systems of such societies and accommodate members of such societies (see
Grace and Higgs 2010; Hughes 2014; Kong 2012; Legrip-Randriambelo and Regnier 2014; Neumann 2010; Shih
et al.2010; Van Rooyen et al. 2015).
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plants, and other objects” (1182). These powers have an ability to interact with each other and
in the process, increase or reduce the powers and abilities of a person. When there is
disharmony amongst the vital powers, illnesses can be caused and ingredients obtained from
animals, plants, and other objects can be used in restoring the diminished powers of the sick
person (Kale 1995).

Rubel and Hass (1996) defined ethnomedicine as beliefs and practices that emanated from
indigenous cultural developments rather than an external development imposed on a people in
the form of “‘modern’ medicine. This approach allows for the view and treatment of an ill person
as a whole being as opposed to the biomedical approach which often uses a monolithic
approach to individuals as body and mind, a view expressed in Parle (2003) and Truter (2007).
The ethnomedical approach is similar to the bio-psychosocial approach to health where an eco-
systemic view of health, which is hinged on two basic perspectives, is used. The first
perspective views the human person as a whole and complete being whose attributes, even
when distinguishable, remain inseparable (Kirsten et al. 2009, 4). This first assumption gives
room to the second assumption which holds that healing can and should be approached multi-
disciplinarily and multi-dimensionally (Kirsten et al. 2009; Jones et al. 2006). The multi-
dimensional factors emphasised here, which are also often highlighted in critical medical
anthropology, are economic, political and social factors. These factors shape and influence
people’s health and illness experience by either hindering or enhancing health. This belief, that
the human person is a whole and complete being and should be treated as such, is similar in
other societies that recognise and practise traditional healing in a similar form as understood
and practised in South Africa. This view has been similarly expressed in literature by various
authours (see Appelbaum et al. 2015; Dessecker 2014; Dhalla et al. 2006; Macintyre et al.
2005). Accepting such an approach to health has led to the development of concepts such as
psychobiology, as conveyed by Dewsbury (1991) and holistic bio-psychosocial model to health
and illness, as shown in Jordaan and Jordaan (2000). These ethnomedical views stand in
contrast to the Cartesian dualistic view of the human person as body and mind/soul (Copleston
1958; Descartes 1641), and in place promote the bio-psychological view and approach to health

and illness.

In South Africa, the belief in extra-biological powers as role players in a person’s health is
complemented by the high presence of traditional healing practitioners (THPs) who are readily
available, accessible and arguably less costly to provide and access than the ‘formal’ health

system of biomedicine. More than two decades ago, it was stated that there were about 200 000



traditional healing practitioners in South Africa (Kale 1995). This estimation was similar in the
late 1990s when Pretorius (1999) noted that the country had about 150 000-200 000 practising
traditional healers. More recently in KwaZulu-Natal only, the South African province with the
highest prevalence of HIV/AIDS in the country and the province where this study is conducted,
the presence of traditional healers was estimated to be about 25 000 (Ggaleni 2007). This
number is, arguably, the highest in any single province in the country. The high prevalence of
traditional healers in the country goes hand in hand with the frequent use of the traditional
healing system. Popat et al. (2001), for example, conducted a study on how a local South
African herb, Callepis laureola, known locally as impila, meaning health in isiZulu, is used for
stomach aches, infestations from tape worms, impotency, cough and the inducement of fertility.
Bye and Dutton (1991) noted that the greatest use of the plant was in its ‘protective abilities’;
it is believed to be able to ward off evils spirits from those who use it, including protecting
unborn children. This herb, however, has been noted in the literature to have led to many cases
of hepatic and renal toxicity (see Bye and Dutton 1991; Popet et al. 2002; Steenkamp, Stewart.
and Zuckerman 1999; Stewart et al. 1998).

This use was estimated by Kale (1995) to be 80%. He stated that this high use is because
“traditional healers are enshrined in the minds of the people and were respected in their
community, and they are often its opinion leaders” (1182). These figures may not be exact as
some traditional healers are unaccounted for because they do not belong to the official list of
registered traditional healers. The estimates show a sharp contrast to the low presence of other
health practitioners in the country and the province, especially the biomedical health
practitioners. The high prevalence of traditional healers in the country, according to Kale
(1995), was opposed to the 25 000 medical doctors practising in the country in the mid-1990s.
While this figure is likely to have increased as more people now have access to higher education
and funding to study for the medical profession, there continues to be a shortage of biomedical
personnel in comparison to the number of people that need medical attention (Coovadia et al.

2009; National Planning Commission 2013).

The use of multiple health systems and services, especially TAM, led to the suggestion of the
World Health Organisation (WHO) in the late 1990s for the recognition of the role of traditional
healers. It suggested that “social and technical training” be given to traditional healers as a way
of promoting their inclusion into primary health care, especially in their respective
communities (Felhaber and Mayeng 1997). This suggestion was motivated by the evident
presence and people’s utilisation of traditional healing. This suggestion was followed by the



formal recognition of traditional healers and their role in primary health care in different
countries, but most notably by the South African government and with an introduction of the
Traditional Health Practitioners’ Bill in 2004. The Bill recognised the “unique circumstances
of traditional healers, sets professional and ethical standard for traditional healers” and
practitioners as a way of empowering them in their practice (Ross 2007, 17). This was followed
by the introduction of the Traditional Healers’ Act of 2007 (National Department of Health
2015). Moshabela et al. (2016) noted how different these pieces of legislation in South Africa
were to the Witchcraft Act of 1957 which regarded any practice of traditional medicine as
“witchcraft” and unlawful, thus prohibiting anyone involved in the practice from doing so, with
any contravener facing prosecution by the law. Therefore, the Traditional Health Practitioners’
Bill serves as a positive progress in utilising local health knowledge and beliefs in the delivery
of health. The bill has been continually developed, taking the views of the healers into
consideration, as shown in Moshabela et al. (2016). Nonetheless, since the rise of biomedicine
outside Western societies, ethnomedicine, which was the dominant practice in some of such
societies, became the most utilised health system in medical pluralism. This use, however, is
often seen as complementing biomedicine or being an “alternative” healing approach as shown
in literature (Keshet and Popper-Giveon 2013; Mpinga et al. 2013; Rhodes et al. 2008; Stoner
1986; Stuttaford et al. 2014).

1.2.3 Spiritual Healing

Spiritual healing, sometimes known as faith or religious healing, is based on the conviction that
there is a “supernatural healing that results from prayer or the laying on of hands, rather than
medicine... that evoke a divine power toward individuals who need healing of a disease or
disability” (LaMeaux 2015). Although Christianity is often strongly linked to religious healing
(Arias et al. 2016; Gabasiane 2014), religious healing, however, is wider than just Christian
religious healing. As shown by Valenkamp and Van der Walt (2006), traditional African
healing, in its nature, involves the spiritual life and belief of users whereby the presence of
ancestors’ spirits are evoked in healing. Nonetheless, the practice of TAM will be treated as a
different system from religious healing in this study, as seekers of faith healing, especially
within the South African society, often dichotomise the two approaches. In doing so, they seek
spiritual healing from Pentecostal healers while traditional healing is sought from traditional

healers.



For instance, in a study conducted by Pawluch, Cain and Gillett (2000) in Canada, prayers were
regarded by the participants in the study as of high effect to their healing and well-being. This
act of prayer, however, is held in high esteem amongst different belief systems. South Africa
has been shown to have a high presence of religious healers who have great command over
their followers. The extent of the influence of the preachers on the followers and the faith shown
by the followers is often seen in the followers’ willingness to obey and carry out whatever
actions that are commanded by the preachers. Pentecostals within the South African society are
often referred to as “born again” Christians, a term which Garner (2000) claimed, is due to “its
adjuncts and proselytism, provokes gentle mocking in society at large with the use of the
slightly derogatory Zulu phrase abasindiswa, the ‘saved’” (51). The Pentecostal Christians
resort to charismatic healing has been on the rise in the country. Despite incidences which have
been questioned by human right groups as human right abuse and by health practitioners as
hazardous to health, this rise and need for healing from charismatic pastors has not been
deterred (see, for example, The Citizen 2017a; The Citizen 2017b; BBC News 2016; Vilakazi
2016). Such persistence is based on their belief that there are illnesses whereby the causes of
the illnesses are regarded as spiritual in nature, hence need a “spiritual intervention” and only

that are only healable “spiritually” (Gabasiane 2014; Niezen 1997; Rozario 2009).

Users of these three approaches to healing, especially faith healing and traditional healing, are
regarded as plural health users in this study. This is because they are also believed to use
biomedicine, either primarily or as a secondary option in seeking health. This use can be done
in parallel, sequentially and concurrently, as shown in the literature (see Appelbaum et al. 2015;
Islam 2005; Grant et al. 2013; Langlois-Klassen, Kipp and Rubaale 2008; Moshabela et al.
2011; Mukolo, Cooil and Victor 2015; Ribera 2007; Saethre 2007; Sibanda, Manimbulu and
Naidoo 2016) and in conversations with Moshablea (2015). Nonetheless, the faith healing and
traditional approaches are often regarded as playing a “complementary” or “alternative” role
to biomedicine in healing (Keshet and Popper-Giveon 2013). This deleterious response towards
integration can be linked to the tension that has been noted between the health systems,
especially biomedicine, and other healing approaches, as stated by Engel (1989), Keshet and
Popper-Giveon (2013) and Raaphorst and Houtman (2015).

The development of each of these health approaches shapes how they are understood by people

and subsequently how they are used, or people’s attitude towards them. The impact of each

system, however, depends on the dominant ideology that enlightens and guides the conduct of

those who use it. Hence, while these systems are not all the same and have different
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understandings of health, they all have an effect on their users. These effects can be positive,
but they can also be negative (Dessecker 2014; Grant et al. 2013; Macintyre et al. 2005; Subedi
2003).

The use of these different systems consists of multiple complex layers. This complexity is
sometimes traced within the same health system where patients use different levels of care
within the system, but it is also traced between multiple health systems where users seek care
from different health systems. Portraying this complexity, Moshabela et al. (2011), for
example, suggested that medical pluralism can be possibly grouped into different degrees,
depending on the level of care, whereby plural health-seeking is traced within a health system.
Moshabela et al. (2011) referred to this as the different stages in which a patient seeks care
from health providers, either within the same health approach or from multiple health
approaches/systems. They stated that participants in their study showed the use of health care
facilities and providers at three stages: the initial contact, subsequent contact and the final stage.
At each stage, the providers used may be within the same health system, however, the number

of health systems and providers used increases with each stage of care.

...the first degree of medical pluralism involved the use of multiple service
providers within the Department of Health Services and Self-care... The
second degree included those participants who utilized private physicians and
chemists in addition to Department of Health Services... Lastly, the third
degree of medical pluralism captures all the participants who additionally
source for help from non-formal sector during the course of their illness...
(Moshabela et al. 2011, 486-487).

Noting the different ways in which the idea of medical pluralism can be approached, this study
approaches the discussion of medical pluralism as the use of multiple health systems or health
approaches. This is so because, while not denying the existence of other views of medical
pluralism, a persistent element running through the general definitions of medical pluralism
acknowledges it as the presence and use of different “health systems” and approaches by
people seeking health. Thus, the study explores the practice of medical pluralism amongst
PLHIV, who like people with other illnesses, have been shown to continue using multiple
health systems aside from biomedicine, which is their primary source of HIV care (Moshabela
et al. 2012; Nyirenda 2005; Peltzer et al. 2008; Tugendhaft 2010). The focus of PLHIV is

peculiar as their healthcare has been stringent and maintained within biomedicine. Hence,



seeking plural health, regardless of reasons, intensifies the need to understand how such usage

is made and its impact on their health journeys.

This availability and co-existence of multiple health systems and approaches, and their
subsequent use in health-seeking, has been met with a variety of responses by different people
or systems. Reactions, however, usually depend on the health systems in question, the illness,
the people involved and location of the experience. These are influential factors as to how
medical pluralism is explained and understood. Irrespective of how medical pluralism is
explained or understood, the practice faces major reproaches and its proponents and their views
are frequently challenged as shown in literature (see Colvin et al. 2014; Govindasamy et al.
2012; Miskelly 2006; Moshabela et al. 2011; Mugglin et al. 2012; Pantelic et al. 2015; Rosen
and Fox 2011; Saethre 2007). Some of the possible roles played by different health systems
used by PLHIV and other ill people have often led to the call for a mutual existence and
collaboration of health systems in South Africa and beyond. Some of these recommendations
state that traditional healers should be trained in testing and referrals of PLHIV as a way of
aiding the biomedical system in treating PLHIV (Kahn and Kelly 2001; King 2000, 24; King
and Homsy 1997; Madiba 2010; Mbatha 2010).

1.3 Existing Tensions between Health Approaches

In the heart of medical pluralism is the merger of different healing approaches at some point of
a user’s health-seeking journey. This merger occurs despite existing differences in how the
different health approaches are constructed and deliver healing or treatment. These differences
often lead to tensions between the different health approaches. Entrenched in this tension is the
question of the effectiveness of the different health approaches and the effectiveness of

combining different approaches, concurrently, sequentially or in parallel.

Irrespective of the manner of combination, the use of the different health systems exists with
the backdrop of tensions in and between the different health approaches utilised, thus creating
tensions and complexities for users in knowing when and how to use the available systems.
Due to the existing tension between the different health approaches, when ill, people may be
forced to receive partial or ‘harmful’ ‘treatments’ and services from inefficient health care
providers as providers strive to retain their customers despite their inability to adequately assist
the patients (see Peltzer et al. 2008). This act may in the end affect the patients’ health directly
or indirectly. Another possible effect of these existing pluralistic tensions, as stated by Peltzer

et al. (2008) is that patients end up concealing their use of other forms of health care from their
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primary health providers, especially physicians, even when such treatments may not be
harmful. Hence, even when patients make use of harmful ‘treatments’, their various health
providers are unable to render the necessary and timely assistance. While such tensions can be
traced to the differences in health and illness fundamentals of the different systems, the tensions
may also be due to an inadequate understanding of the different systems, not only by users, but
also by health providers. Thus, delving into how the different health care systems understand
each other, the treatments they provide and the role they play (and are capable of playing)
within the South African health system is relevant to understanding how PLHIV make use of
and navigate these systems. This is relevant as the existing tensions contribute to when, why,

and how PLHIV make use the systems.

Another reason for the continual tensions, even when they appear to be intertwined at different
levels, could be the lack of sufficient ‘evidence’ of the ‘effectiveness’ of not only the prevalent
healing approaches in Africa, but also of the effectiveness of their combination with different
health systems making up a plural health system. The question of effectiveness or relevance of
some health systems has led to the conceptualisation and use of terms such as “alternative”,
“additional”, and “complementary”, in reference to some health approaches. The belief is that
such systems are of less relevance or efficacy to others, which are promoted as the primary
health providers in many societies, including those with other health approaches. The idea of a
healing system being viewed as an ‘alternative’, ‘additional’ or ‘complementary’ has been
argued as being problematic (see, for example, arguments by Keshet and Popper-Giveon 2013;
Mpinga et al. 2013). This is because such a view overlooks the possible independence of each
of the health approaches. This independence has, over the years, been derived from such health
systems when they would have been the only or main sources of healing for the community in
which they exist in. The development of new health approaches, one may argue, would have
been regarded as the alternative with the original health approaches in the communities
regarded as the main approach. However, due to the hegemony of biomedicine in its spread
and practice, health systems of local communities that originally had no knowledge of
biomedicine are given little or no value in primary health. Mpinga et al. (2013, 45), for example,
stated that “the attributes ‘additional’ or ‘alternative’ translate an epistemological discomfort
on the identity of these medicines, which are perceived as complements or alternatives to the
modern medicine”. In line with Mpinga et al.’s (2013) argument, Keshet and Popper-Giveon
(2013) also asserted that these terms, in themselves, “reflect hierarchical divisions and power

relations” whereby one form of healing is oppressed and undervalued by the other (369). These



created hierarchies have continued to persist through time despite the historically and currently
known, and in some cases accepted, vital role played by the different health approaches in the

primary health care of many societies.

Despite the criticism, studies have shown that ‘complementary’ and ‘alternative’ medicine, as
they are called, are used by about one third of Americans (Eisenberg et al.1998), one fifth of
British (Fulder 1996) and a similar number in the United States and Europe (Eisenberg et al.
1993; Fisher and Ward 1994). Also, TAM as an ethnomedical health approach has been shown
to be highly prevalent in Africa, amongst other health approaches, and its usage strongly
regarded as ‘alternative’ healing (Appelbaum et al. 2015; Grant et al. 2013; Hughes 2014;
Iroegbu 2005; Peltzer et al. 2008). This usage has continued to persist despite the negative
attitude often shown towards it, especially with the advent of biomedicine. This persistence is
due to the strong belief users of TAM have in the system, thus influencing how they adhere to

what they may regard as foreign.

Critics of TAM being used with biomedicine have placed more emphasis on differences that
have been regarded as the ‘limitedness’ of the practice and its ‘shortcomings’. Some differences
are the possible toxicity of medications — herbs — due to the absence of standard measurements
or the inexplicability of some diagnoses, which are more spiritual than empirical (see, for
example Popat et al. 2001; Stewart et al.1999; Stewart, Steenkamp and Zuckerman 1998;
Thomson 2000; Venter and Joubert 1988). Most of the differences have emanated from a side-
by-side comparison of TAM with biomedicine, which operates strictly based on universal
standards that are always expected to be empirical. Such emphases are made while almost
totally ignoring the persistent value and relevance of TAM with its difference in approach to

illness and health.

Proponents of TAM and other non-biomedical healing approaches have continued to express
the need for the integration of the multiple healing approaches into the ‘mainstream’ healing
process by creating room for mutual complementarity as they are often able to play roles that
one approach on its own is unable to play (see Adler 2002; Aginam 2007; Ben-Arye et al. 2013;
Hughes and Mbamalu 2015; Kong 2012; Patwardhan and Mutalik 2014; Templeman Robinson
2011). Having this view places the different healing systems as complementary to each other
in providing holistic health in different scenarios and times rather than one being

complementary and the other a mainstream approach. Some authors (see Feierman and Janzen



1992; Tilley 2011; Vaughan 1991) have argued for the non-existence of a difference between
the different health approaches, especially biomedicine and ethnomedicine, claiming that they
all have the same origin but their current forms are applied differently based on the ideologies
of the practitioners. While that argument may seem plausible, its rightfulness may be
questioned as the understanding of effectiveness differs between the different healing
approaches. These differences in effectiveness, which are achieved through the deliverance of
treatment, administration of medication/herbs or a healing ritual/process, are fundamental in
the existing difference between the health approaches. Borrowing from Etkin’s (1988, 300)
definition, effectiveness can be generally agreed to, irrespective of medical ideologies, mean a
“combination of symptom reduction and other physical and behavioural transformations that

indicate restoration of health”.

Understanding and valuing the effectiveness of a healing approach, however, especially one
that does not operate on empirical evidence or universal standards can be challenging. This is
so because verifying and determining the effectiveness of an approach can be either from an
emic or etic point of view. While an emic perspective is culture-specific and in line with the
ideologies of the society in question, an etic perspective makes use of concepts and theories
from ideologies other than those of the studied society or healing system as a framework and
yardstick for understanding and measuring effectiveness (Etkin 1988, 300). Having these two
possible perspectives in mind is important while attempting to understand and avoiding
generalising the notion of effectiveness. This is because such generalisation “obscures a wealth
of meanings and expectations that are encoded within the complex patterns of medical
behaviours that characterize different medical systems” (Etkin 1988, 300). Therefore,
understanding the effectiveness of each of the healing approaches used in plural health,
individually or in combination with other healing approaches, is vital towards understanding
the roles of such approaches in the practice of medical pluralism. It can be argued that the
difference in views regarding health, illness and healing between the different health systems
is relied upon to regard one approach as efficacious and the others as non-efficacious. However,
what is held and understood as effectiveness in biomedicine, for example, is not necessarily
understood the same way in TAM or faith healing, despite the general fluidity of effectiveness

in all health approaches.

In biomedicine, for example, the fluidity of effectiveness is not very common as most diagnoses

and treatment to an illness or health situation remain almost constant, irrespective of person or
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location. Although a diagnosis and treatment approach may change over time to tackle mutating
or resistant viruses, this change, however, is often applied to all persons and locations where
such a viral mutation or resistance is detected. In the case of HIV/AIDS, for example,
diagnoses, medications and treatments have been changed over time as new strands of the HIV
virus are detected and existing viruses mutate and become resistant to the already developed
treatment (see Faria 2014; Flexner 2007; McClure and Schulz 1989; Sharp and Hahn 2011).
Despite developments in the discovery and production of new biomedical treatments for
different health conditions, there can be cases of misdiagnosis or the prescription of wrong
treatments and medications (see, for example, Berner and Graber 2008; Rusnak, Borer and
Fastow 1994; Weingart et al. 2000), which can be linked to the health providers’ negligence.
Such a wrong prescription or diagnosis can lead to adverse effects on patients. However, the
few cases of wrong diagnosis or wrong prescription do not necessarily make biomedicine, as a
practice, ‘ineffective’ or ‘harmful’. This is because such incidences may only be coincidental
or accidental. Even when the appropriate treatment is prescribed, as has been shown (see, for
example, Classen et al. 1997; Edwards and Aronson 2000; Forster et al. 2003), some
individuals react negatively to some treatments, despite such treatments being the generally-
prescribed treatments for similar health conditions in others. Such cases are often referred to as
deviant cases or ‘adverse events’. More so, proponents of biomedicine will argue that its
effectiveness has been proven over the years; hence, a few mishaps cannot give rise to the
questioning of its effectiveness as a health approach. Why then, one may ask, do instances of
adverse effects in the use of plural health or health approaches other than biomedicine warrant

the immediate questioning of their effectiveness?

In ethnomedicine, effectiveness can be as fluid as the number of patients seen by a healer in a
day. This is so because, often, medicines or healing approaches in this system are uniquely
tailored based on the individuals needing healing. This individually tailored delivery of health
has also been noted in literature (see De Villiers 2006; Grant et al. 2013; Waldram 2000). In
this approach, the patient’s familial and personal experiences are taken into consideration,
including the state of their relationship with community members, dead or alive. However,
some may argue that biomedicine also takes consideration of patients’ particular medical
history and conditions before administering a healing procedure. That however, is still
conducted within an almost universally prescribed, understood, hence followed procedure
whereby a clinician already has a variety of prescribed approaches for any noticed change
needed for patients’ unique situations. With ethnomedicine, however, there exist no universal

medical combinations or a combination of ‘procedures’ that could or should be followed by a
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healer. As stated by Golooba-Mutebi and Tollman (2007a), healers are able to identify patients’
unique situations and from there are ‘informed’ of the procedure or medicine needed for such
a patient by the ancestors. Therefore, the same health condition experienced by two individuals

may have completely different medicines or healing process prescribed.

Regardless of the existing tensions between the different health systems utilised by PLHIV,
they have been shown to be able to ‘resolve’ the tension through certain strategies that allow
them to make use of the different health approaches. Medical pluralism can be viewed from the
types of illnesses that prompt the switch and change of health approaches. With the
understanding of medical pluralism based on an illness, the illness becomes the point of
departure towards different health systems. From available literature, the most researched
health conditions involving medical pluralism are: HIV/AIDS (Moshabela et al. 2012;
Nyirenda 2005; Peltzer et al. 2008; Tugendhaft 2010); mental illness (Callan 2005; Kajawu et
al. 2016; Teuton, Dowrick and Bentall 2007); diabetes (Aikins 2002; Kolling, Winkley and von
Deden 2010); cancer (Ben-Arye et al. 2013; Broom, Doron and Tovey 2009); and pain
management (Brown 2010; Pan et al. 2013). The practice, impact and acceptance of medical
pluralism, however, vary from one health condition to another. This is so because illnesses vary
in complexity and effect on the human person. While some illnesses may accommodate a
variety of treatment regimens with little or no adverse reactions, others may not. Hence, in
some illnesses, individuals are able to make use of multiple health approaches through a variety
of patterns. HIV/AIDS has been noted as one of the illnesses that people are completely
discouraged from engaging in any forms of treatment aside from the officially recommended
biomedical treatment. Such discouragement is not only targeted at those who may intend to use
other healing approaches to treat HIV, but also to those carriers who may wish to use other
health approaches for treating different health conditions. Some PLHIV, however, have been

shown to make use of different health approaches in an integrated manner.

Concepts such as plural health, integrative medicine/healing and medical pluralism are used in
explaining and building an umbrella over different health approaches when brought together
through usage by health-seekers. Such an approach is embedded in studies that seek to explain
this concept from the culmination of different health approaches before regarding the
combination as plural health care (see Appelbaum et al. 2015; Grace and Higgs 2010; Hughes
2014; Kong 2012; Moshabela et al. 2011; Moshabela et al. 2016; Pantelic et al. 2015; Saethre
2007; Neumann 2010; Shih et al. 2010; Templeman and Robinson 2011). Templeman and
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Robinson (2011), for example, stated that the concept of an ‘integrated’ or ‘integrative’
medicine comes “as a result of attempts to explore new ways of conventional medicine and
CAM [complementary and alternative medicine] working together” (85). In the same vein as
Templeman and Robinson (2011), Neumann (2010) also showed an understanding of medical
pluralism as the combination of “herbal and modern medicine” (2). She stated that “current
Mayan® medical practices are actually an integration of modern and ancient medicine. Because
of this, medical pluralism gives the Maya the security of biomedicine while allowing them to
retain continued access to their cultural medical practices” (Neumann 2010, 3). This sort of
combination allows a person to make use of dual or more health systems through different
patterns. These patterns are the parallel, sequential and concurrent patterns. Hence, the
integration that takes place in medical pluralism is made through the combination of different
health systems such as Chinese medicine, in combination with Ayurveda, Ayurveda with
TAM, acupuncture and biomedicine, etcetera (Patwardhan and Mutalik (2014; Stumpf,
Shapiro, and Hardy (2008). This combination can be between or amongst any of the different

health approaches using the different possible plural health-seeking patterns.

These patterns further display the complexity in medical pluralism and they are alluded to in
literature as health-seeking patterns of participants in studies such as Appelbaum et al. (2015),
Grantetal. (2013), Islam (2005), Moshabela et al. (2011), Saethre (2007), Sibanda et al. (2016),
and Mukolo et al. (2015), Moshabela et al. (2011, 847), in reference to the patterns of plural

health-seeking identified amongst participants in their study, stated:

Two types of pluralism were predominant amongst those showing variations
in the sources of health care for their illnesses ... participants showed a
sequential pattern of use,® whereby participants visited different service
providers in succession without returning to the previous one. ...concurrency
was identified among those who tended to see different providers over the same

period of time.

8 These are members of a rural community in Guatemala where Neumann’s (2010) study was conducted.

9 Also referred to as ‘alternative plural health-seeking’ in this and other studies (see for example, Cassidy 1998;
Ennis 2014; Gilbert 2004; Peltzer et al. 2008).



Their study alluded to two patterns of medical pluralism discovered amongst the study
participants, alternative (sequential) and concurrent usage. Sequential plural health users are
those users who use different health systems alternatively, either for the same or different
illnesses and symptoms, but at different times. Concurrent plural health users, on the other
hand, have been shown to be users who make use of different health systems for the same
health condition, illness or symptoms at the same time. In a study conducted amongst the
Aboriginals, Saethre (2007) showed how some of the participants in the study, whom he named
Sarah and George, sought health for their different illnesses. Noting the existence of local
approaches to health and the existence of biomedicine in their community, Sarah and George,
like many other Aboriginals, said Saethre, made use of plural health concurrently or

exclusively. He said:

Regardless of whether or not the clinic was initially consulted, George and
Sarah both took a variety of biomedical drugs for the duration of each of their
illness episodes. While George attributed his illness to sorcery, he regularly
took paracetamol and requested antibiotics. Even when healthy, George
consumed paracetamol so often that he always kept a pack in his pocket. Sarah
was prescribed medication by the clinic and even after she began consulting
ngangkari — an Aboriginal healer, she continued to take the pills sporadically,
as well as paracetamol. (Saethre 2007, 104)

Interesting in the case was that while one participant had the belief that his illness was
traditional, he found the need to make use of biomedicine for the headaches he was
experiencing due to what he regarded as sorcery. So too with Sarah, even though she had been
to the clinic for her headaches, she still saw the need to ‘double up’ the treatment by visiting a
local traditional healer. These practices are similar in different contexts and are familiar to
concurrent plural health users. While they may seek health care from different health providers
and approaches for the same health conditions, they may also do so for different aspects of the
same condition. This belief in the need to ‘double up’ one’s treatment, said Saethre, was
“because the diagnosis of an illness episode can shift and does not solely influence treatment
seeking, local aetiological beliefs should not be viewed as invariably detrimental to the
adoption of biomedical therapies” (106); neither should local conceptions of health “be
automatically reduced to a single or rigid Aboriginal system that is contrasted with
biomedicine” (108) despite its influence on how biomedicine is conceived and treated within

the Aboriginal society.
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The concurrent use of plural health, although not widely so, was also highlighted by
Appelbaum et al. (2015) in their study of the concurrent use of TAM and biomedicine by
PLHIV in South Africa. They stated that while one of the participants in the study, although
not a concurrent user, asserted the use of TAM and ART concurrently was acceptable, so too
did other participants who expressed a desire and willingness to be concurrent plural health
users. One of the participants in the study was a concurrent user who used TAM to treat HIV
while also being on ART. According to Appelbaum et al. (2015), the patient had been a user
of TAM long before her diagnosis with HIV; thus, she continued her use of the healing
approach concurrently while on ART because “TAM was part of her Zulu heritage that she is
proud of and she believed that it ‘brings [her] health’ to use both TAM and ART concurrently”
(2015, 79).

In the same study, however, Appelbaum et al. noted that some of the participants expressed a
variety of reasons for using TAM while on ART. Many reasons, they said, were not related to
HIV. Some of such reasons included using TAM to gain success in business and sexual
prowess, amongst others. They said, “some of the participants remarked that continuing to use
TAM after beginning treatment is irresponsible”, a view Appelbaum et al. regarded as
“indicating knowledge among the patients in this study of the effectiveness of ART for treating
HIV” (2015, 77). Such usage is what is regarded as parallel plural health use, whereby users of
plural health care make use of multiple systems simultaneously to treat different health
conditions, not even symptoms of the same condition as could be found in concurrent usage
(Grant et al. 2013). The parallel use of the two health systems has also been written about by
Islam (2005) as practised amongst the Philippines with participants displaying similar parallel
plural health-use and reasons for such usage as found in Appelbaum et al. (2015). These three
categories of plural health users can be found in different settings and illness experiences.

The different possibilities in use of health systems place users within a complex system that
can be to their benefit but also can bring more difficulties to their healing process as shown in
literature (see Barker et al. 2006; Moshabela et al. 2011; Moshabela et al. 2012; Moshabela et
al. 2016; Van Rooyen et al. 2015; Wreford 2005). It is within this plural context, however, that
HIV/AIDS and other illnesses exist. Hence, even when noted in literature, the implications of
the different patterns of seeking plural health are not clearly stated. Instead, different studies
have made individual references to the different patterns without providing much detail of how
those patterns are developed, differ, are maintained and affect the health progression of its
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users. In contributing to unpacking the concept and practice of medical pluralism, the different
characteristics of each plural healthcare pattern are teased out in this study. Teasing out the
plural health-seeking characteristics of each pattern is critical, as this study shows that each
pattern has its unique way of playing out while users traverse the plural health system and so

too are the reasons and implications for using each pattern.

1.4 Current HIV Burden

The prevalence of people living with HIV globally in 2016 as stated by the Joint United Nations
Programme on HIV/AIDS’s (UNAIDS) Global Statistics’ Fact Sheet on HIV/AIDS (2017) is
36.7 million [34.0 million — 39.8 million]. Of this number, 5.1 [3.9 million — 7.2 million] are
from Asia and the Pacific; 1.6 million [1.4 million — 1.7 million] from Eastern Europe and
central Asia; 1.8 million [1.4 million — 2.1 million] from Latin America; 310,000 [280,000 —
350,000] from the Caribbean; 2.1 million [2 million — 2.3 million] from western and central
Europe and North America; 230,000 [160,000 — 380,000] from Middle East and North Africa;
6.1 million [4.9 million — 7.6 million] in western and central Africa; and 19 million [17.8
million —21.1 million] from eastern and southern Africa (UNAIDS 2017). New infections have
continued to be recorded each year, although at a lesser rate than in previous decades and the
early days of the HIV breakout (UNAIDS 2011). The UNAIDS Global AIDS Update shows
that in 2016, 1.8 million [1.6 million — 2.1 million] people became newly infected with HIV
(UNAIDS 2017, 1). This is a massive 20% decrease of new infections as compared to the 2.2
million [2 million — 2.5 million] new infections of 2010 (UNAIDS 2011).

This trend is not different in South Africa, a country with the highest number of PLHIV and
ARV treatment globally. In the early 2000s the HIV prevalence in the country was said to be
between 11.4 percent and 20.1 percent in the overall population (Hunter 2003, 689; Shisana
and Simbayi 2002; World Health Organisation (WHO), United Nations Office on Drugs and
Crime (UNODC) and Joint United Nations Programme on HIV/AIDS (UNAIDS) 2004).
Within a period of 15 years, 1990 - 2005, the HIV prevalence rate in the country soared from
less than 1% to around 29% (Hunter 2003, 689). More than a decade ago, WHO reported that
there were 1 600 new cases of HIV infections reported every day in South Africa (WHO,
UNODC and UNAIDS 2004). This meant that there were approximately 584 000 new
infections every year in the country. Since then, Statistics South Africa (2016, 6) has shown
showed that, the number of PLHIV in the country has increased from 4.72 million in 2002 to

7.03 million in 2016. This makes a total of 12.7% of the overall South African population,



although the yearly infection rate has declined from 1.77% in 2002 to 1.27% in 2016 (Statistics
South Africa 2016, 6).

Despite the high prevalence and the yearly recorded new infections, there have been robust
campaigns aimed at controlling and combating the epidemic, particularly increasing
availability and accessibly of ARVs. There has been a significant increase in the number of
people who now have access to ARVs and a rise in viral suppression amongst ARV users
(Granich et al. 2010; Levi et al. 2016; Vitoria et al. 2014). According to the UNAIDS 2017’s
Factsheet of Global Statistics on HIV/AIDS, 19.5 million PLHIV had access to ARVs globally
as at December 2016 (UNAIDS 2017, 1). This is an increase “from 15.8 million in June 2015
and 7.5 million in 2010” (UNAIDS 20164, 1). This increase is almost 5 million higher than the
2015 target set by the United Nations General Assembly in 2011 (UNAIDS 2016b, 1). This
increase in ARV access is also well noted in Africa such as in eastern and southern Africa
where “six out of 10 people on antiretroviral therapy” globally live; about 11.7 million were on
ART at the end of 2016 (UNAIDS 2017, 2). This is about 60% [48 — 68%)] of all PLHIV in the
region. Such a high ART programme can be noted when as at 2016, the UNAIDS’ Global AIDS
Update (2016b, 3) stated that “South Africa alone has nearly 3.4 million people on (ARV)

treatment, more than any other country in the world”.

In Middle East and North Africa, treatment coverage was registered to be 24% [15-41%] in
2016 (5). Likewise in western and central Africa, 2.1 million people were accessing
antiretroviral therapy, 35% [24-44%] of PLHIV in the region (3). All these statistics present a
high increase in access to treatment for PLHIV, both globally and in Africa as a continent. With
the continuous increase in the number of PLHIV in the country also comes a much-needed

increase in the ARV access programme and other intervention programmes.

1.5 HIV Treatment-seeking and Adherence

Despite the high availability of ARVs and the treatment support available for PLHIV, there
continues to be a high rate of new infections, slow uptake of treatment, poor retention in care,
slow progression in viral suppression due to non-adherence and untimely death, along the HIV
cascade (Bezabhe et al. 2014; Colvin et al. 2014; Govindasamy et al. 2012; Nyasulu 2016;
Mugglin et al. 2012; Rosen and Fox 2011). The key to a successful progression on the cascade
of care is said to be strict adherence to biomedical treatment. The importance of this adherence

has been emphasised by different studies, especially its role in preventing drug-resistance and



cross infection (Moshabela et al. 2011; Paterson et al. 2000; Wainberg and Friedland 1998).
Adherence, per se, has been defined as “the act of conforming to the recommendations made
by the provider with respect to timing, dosage, and frequency of medication taking” (Cramer
et al. 2008, 44). To yield a positive outcome in a person’s progression in the HIV care cascade,
Bezabhe et al. (2014) asserted that there has to be at least 95% adherence from the ‘patient’.
This, they claim, will “prevent the development of resistant viral strains” (1). Non-adherence,
on the other hand, “may result in regimen failure, immune suppression, and emergence of
resistant viral strains, limited future treatment options, and higher treatment cost” (1). The lack
of adherence has been noted in a study in Ethiopia where the progression of 3012 adult HIV
patients on the cascade of care was tracked over a period of five years from when they were
enrolled in therapy at a university hospital. At the end of the fifth year, it was reported that
31.4% of the patients had been lost to follow-up (Wubshet et al. 2012). In some instances, the

poor adherence has been said to have led to an increase in mortality.

Previously, the increase in number of PLHIV and the poor state of health services and
awareness on HIV/AIDS led to the sharp increase in mortality, especially in less resourced
countries. In South Africa, for example, the life expectancy of an average adult has decreased
by 10 years (Naledi et al. 2011, 18). The mortality rate in the country increased from the
recorded 381 820 in 1994 to 579 709 in 1999, most of these occurring amongst the population
aged between 20-50 years and the major cause for the addition was attributed to HIV (Statistics
South Africa 2012). UNAIDS (2008) also reported that as of 2008, about 25 million people
had died of the disease globally, an increase in the number of deaths from 20 million in 2007.
These deaths are often either ascribed to poor utilisation of available HIV programmes and
services or poor implementation. Recently, however, due to the increase in access to ARVS,
prevention of mother to child transmission (PMTCT) and other HIV programmes, there has
been a massive decrease in deaths, globally, and in African countries, including South Africa.
The UNAIDS Global Statistics on HIV/AIDS shows that in 2016, “1 million [940 — 1.3 million]
people died from AIDS-related illnesses worldwide compared to 1.9 million [1.7 — 2.2 million]
in 2005 and 1.5 million [1.3 — 1.7 million] in 2010” (UNAIDS 2017: 1). This is a decrease by
43%” (UNAIDS 2016b: 1) globally, and by 38% in eastern and southern Africa since 2010
(UNAIDS 2017, 1).

On a global level, medical pluralism has been featured as one of the characteristics of PLHIV

in their treatment-seeking, regardless of the illness the treatment is being sought for. The

practice of medical pluralism can be based on the health approaches used or based on the illness
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for which healing is sought. However, the geographical location and people involved in the
practice, have also shown to be influential factors in how medical pluralism is explained,

understood, and should be understood.

So much has been written globally on medical pluralism as the use of multiple health care
systems by people in different health, cultural and geographical contexts, mostly not in relation
to HIV/AIDS (see Broom et al. 2009; Callan 2005; Cant and Sharma 1999; Cosminsky and
Scrimshaw 1980; Dessecker 2014; Gilbert 2004; Kolling et al. 2010; Kong 2012; Leslie 1980;
Macintyre et al. 2005; Moshabela et al. 2011; Neumann 2010; Nyirenda 2005; Saethre 2007;
Shih et al. 2010; Stevenson et al. 2003; Subedi 2003; Tugendhaft 2010). Only few studies
within the global context are directed towards understanding the relation of medical pluralism
to HIV/AIDS. In the few instances where such a relation is sought, the identification of medical
pluralism as a negative factor in the health-seeking behaviours of PLHIV is the most
highlighted view. Not much attention is placed on understanding the dynamics involved in this

use of health systems.

One of such few studies was conducted by Micollier (2004) where she sought to understand
the socio-cultural aspects of the HIV epidemic in China, a country which has some of the most
practised and documented plural health-use across health conditions. Micollier noted that “most
people still have great faith in the idea that STDs — sexually transmitted diseases — and AIDS
can be cured by traditional and popular medicines” (2004, 18). This may be partly linked to the
availability and high use of both traditional Chinese medicines and biomedicine within and
outside the institutional health framework, but also due to the general health beliefs of the
health seekers. The availability and accessibility of the different health systems in combination
with different belief systems makes the use of medical pluralism “easy” for PLHIV in China,
she said. For example, she noted that the belief in many Chinese communities that medication
from the Chinese pharmacopoeia (zhongvao), which is one of the most common forms of
traditional Chinese medicines, has the ability to “prevent AIDS and STDs by killing HIV, as
well as other viruses and pathogenic agents responsible for STDs” (Micollier 2004, 17).
Therefore, she suggested that taking note of the local practices and health beliefs is paramount

in building AIDS campaigns (19).

In another study in Canada by Pawluch, Cain and Gillett (2000), the meanings attached to
‘complementary therapy’ usage by ‘lay’ PLHIV, was explored. Their understanding of a lay

person was “one who is active and critical, who has his or her own complex system of ideas



about health and its maintenance and illness and its management, who manages their own
health requirements, and who is discriminating in their use of professional medical advice and
expertise” (Pawluch et al. 2000, 252). Their exploration of the meanings the participants had
in using plural health system covered why the participants used the healings systems they use,
and how the reason(s) relate(s) to their HIV status. The healing systems used by participants in
this study included “traditional native herbal remedies, sweat lodges, smudge pots, drumming
and consultation with Aboriginal healers”. Some of the PLHIV “often incorporated particular
foods, spices and remedies such as boiled tamarin leaves or lemon grass into their treatment
regimens”. Other participants “saw prayer and spirituality as an essential part of their health
care strategy” (Pawluch et al. 2000: 254). The research showed that participants’ attached
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concepts such as “health maintenance strategy”; “healing”; “alternative to Western medicine”;

(13

“mitigating side-effects of drugs”; “a strategy for maximizing quality of life”; “coping
strategy”’; and “resistance” to their use of plural healthcare. The findings of this study and its
portrayal of participants practising medical pluralism is similar to other studies also conducted

in Canada.

In another study in Ontario with 2 400 participants, 81% of the participants reported the use of
“complementary” therapies as at the time of the study or previously, as treatment for their
HIV/AIDS. On the other hand, 73.6% reported using treatment systems different from
biomedicine to treat their HIVV/AIDS related illnesses (Robinson 1998). Of the second category
of participants, there are likelihoods that while they might have previously dismissed the use
of biomedical treatment for HIV/AIDS and only used other treatment processes exclusively,
their subsequent use of the biomedical system for HIV/AIDS and use of other health systems
for HIV related illness is more in line with the dominant plural health care patterns in the
country (Ostrow et al. 1997).

In the studies above, medical pluralism, as explained in the contexts of each of the studies, was
treated with suspicion, and often regarded as a negative factor to the health-seeking behaviours
of PLHIV. That might not be surprising as in some of the studies, the participants showed
negativity towards the biomedical health system which they were meant to receive their ART
from, and in some cases, did not make use of it; instead, they used the “alternative” and
“complementary” systems. This approach can be said to be rooted in the ideology of the
participants who “describe Western medicine as ‘dangerous’, ‘powerful’ and ‘toxic’ in contrast

to non-Western therapies that were seen as ‘gentler’, ‘harmless’, ‘less invasive’ and ‘non-
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toxic’. It was in Western medicine that they were more likely to see themselves as ‘taking a

risk” (Pawluch et al. 2000, 257) as opposed to their use of non-western health approaches.

Within Africa, there have been numerous studies conducted on medical pluralism within the
context of HIV/AIDS and other health conditions (see, for example Abdalla 1997; Dhalla et
al. 2006; Nyirenda 2005; Oyebola 1986; Tocco 2010; Wiwanitkit 2003). While this can be in
relation to the high prevalence and acceptance of health systems other than the biomedical
health system in the continent, it can also be due to the supposedly “negative” effect of the
practice in Africa based on the supposed “toxicity” of its medicines and “lack of
standardisation”. In most traditional African societies, there is a belief in a strong cosmological
and hierarchical bond that exists between all beings in the universe (Parle 2003; Truter 2007).
According to Truter (2007), the hierarchical order is arranged as follows: a ruling deity, lesser
powerful spiritual entities, ancestral spirits, living persons, animals, plants and other objects.
Thus, amongst many Africans, there is an attribution of illness to a spiritual or social cause
whereby a person can be made ill by another through witchcraft and sorcery and not only
physiological or biological means (see Dhalla et al. 2006; London et al. 2003; Naidu 2013;
Naidu and Darong 2015b; Tocco 2010; Wiwanitkit 2003). This notion of a spiritual connection
displays the role of the bio-psychosocial model of health amongst many Africans. As stated by
Naidu and Darong (2015b, 232), the “belief in some supernatural or metaphysical being has
proven to have a great influence on people’s ways of life and attitude towards life”. This view
and belief extends to people’s attitude towards health, illness and healing. Such beliefs, as also
shown in studies conducted outside South Africa (see Dhalla et al. 2006; Wiwanitkit 2003),
have led to the high use of plural health amongst health-seekers, including PLHIV. Some of
these studies have suggested that PLHIV make use of plural health at a higher rate than people
with other “serious” illnesses due to their “vulnerability” (Wiwanitkit 2003, 40). Such higher
use of plural health care, is sometimes linked to the fear of contracting multiple opportunistic
infection by PLHIV due to their high viral load and low CD4 count, which leaves them
vulnerable and susceptible to opportunistic infections; thus, seek plural health care to curb the
rise and or spread of such illnesses in their systems (see, for example, Attia, et al. 2009;
Kalichman, Pellowski and Turner 2011). Aside from this supposed “biological vulnerability”,
PLHIV are also said to be ‘vulnerable’ to stigma (see, for example, Gordillo, et al. 2009;
Liamputtong, Haritavorn and Kiatying-Angsulee 2009; Miller and Rubin 2007; Skinner and
Mfecane 2004), thus, seeking plural health is seen as part of their ploy to avoid the stigma

attached to being HIV positive.
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In Northern Nigeria “patients frequently ‘shop around’ from among different healing options
in attempts to find affordable solutions to their problems” (Oyebola 1986). In a study
conducted in the same region, which is predominantly Islamic, Tocco (2010) stated that the
cultural and religious dynamics of the society were highlighted in relation to the use of the
limited HIV services in the region. He stated that “over the last decade, classical Islamic modes
of healing — with their focus on the spiritual dimensions of illness, the power of prayer and
Quranic recitation, and the natural cures proscribed in the Quran and the hadidth® have

increased dramatically in prominence” (Tocco, 288).

Peculiar amongst such techniques is the presence of group of healing approaches known as
‘prophetic medicine’. This is made up of what he calls, ‘Islamic chemists’ where material
medica — natural mineral treatments — proscribed in the Quran and hadith are made available
to the public by religious scholars known as malamai, who make use of the Quran and other
Islamic texts in dealing with illnesses, both physically and spiritually (Tocco 2010, 388). . The
healers are visited by PLHIV who seek healing from them and the healers make use of two
prominent processes in treating their patients. The first is the rukiyya — a process whereby
“passages from the Quran, renowned for their healing powers, are loudly read, either in person
or through the medium of tape recording, into the ear of the afflicted person” (Tocco 2010,
288). O’Brien (2001, 225) noted that this practice has been institutionalised into the clinics
whereby standard fees are made and specific outcomes are expected for each patient’s illness
when a specific procedure is followed. This process is claimed to have the ability of curing
HIV/AIDS by some of the healers, especially if the cause of the illness is linked to mugun aljani
— evil spirits. The second approach used by the malamai is the shan rubutu — literally meaning
drinking of writing in Hausa® (Tocco, 2010, 299). In this approach, selected passages of the
Quran are soaked in water and the water is given to the patient to drink in order to be healed.
Abdalla (1997) stated in his study that this use of plural health in northern Nigeria is made by
health seekers regardless of their economic status or level of education. He stated that “there
are many [of the educated people] who see no contradiction in consulting a traditional [health]
practitioner in the evening and seeing a Western-trained physician in the morning” (Abdalla,
30).

10'In this process, verses from the Quran are written using a non-toxic ink on a paper. The paper is then washed
in water and the sick person drinks the liquid in order to internalise the potency contained in the verse or verses
(Tocco 2010, 299). It has been asserted that this use of verses from the Quran for medical purposes, recited or
ingested, are acts of piety or devotion “aimed at providing succour or comfort for the sick” (Wall 1988, 237).
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Another African country where medical pluralism is reported is Zambia (see Berman et al.
1995; Ndubani and Hojer 1999; Nyirenda 2005). Like in other African societies, the plural
healthcare in Zambia is made up of the most common health systems, biomedicine and TAM
(Nyirenda 2005). While these systems are different, Nyirenda asserted that they share an
interrelation, which is brought together in the users of the different systems. This usage, which
can be carried out concurrently, is often carried out alternatively, whereby one system replaces

the other in a health-seeking quest (Nyirenda 2005).

This use of plural healthcare in these African communities has often, and in some cases rightly
so, been blamed for delays in seeking treatment, poor adherence or eventual drop out from care.
For example, in a study conducted at Iringa in Tanzania, most participants in the study where
shown to only approach biomedical health facilities for HIV testing when they are visibly sick
and weak as they showed reluctance while they look healthy (Layer et al. 2014). One of the
reasons for such a delay, Layer et al. (2014) asserted, were either due to the internalised stigma
such individuals may receive from their domicile and religious communities, but also because
they may be engage in the use of health approaches other than biomedicine. Even when within
the biomedical health systems, PLHIV often seek care from different facilities without
disposing themselves towards HIV testing or treatment. As stated by Layer et al. (2014, 3),
“medical care was sought at multiple health facilities for recurring illnesses” that may be HIV
related “but HIV testing and counselling (HTC) was rarely recommended during these visits”.
There was also a laxity by faith healers in the study to recommend their HIV patients to
biomedical health facilities to receive health services. The low eagerness to recommend people
who might be HIV positive to undergo testing by some faith healers, said Neddermeyer (2006),
1s because most of such healers belief that “everything in the universe is Spirit, each thing in it
is of the same Spirit and it is all connected”; hence, all treatments are to follow the spiritual

route.

South Africa is one of the African countries which has a high record of both HIV prevalence
and the published studies around the practice of medical pluralism. As earlier stated, the burden
of HIV in South Africa increased from the early 1990s, peaking in the mid-2000s. This was
visible from the less than 1% of the South African population known to be living with HIV in
the early 1990s to around 29% as in 2003 (Hunter 2003, 689). This was estimated by the WHO
in 2004 (WHO, UNODC and UNAIDS 2004) at 1 600 daily new HIV infections. While the

HIV/AIDS burden was increasing, there was also a momentum built by the South African



government in tackling the pandemic. Johnson (2004, 107) stated the primary reason for this
build in momentum against HIV/AIDS as follows: for a growing number of African states,
AIDS can no longer be understood or responded to as primarily a public-health issue: it is a
political issue, a development issue, and a security issue, one that requires a comprehensive
strategy to mobilise social and political resources. He went further to state that South Africa
was seen to be in a good position to lead a “high-profile and comprehensive response to AIDS”
as it had built “a strong and diverse network™ before 1994 “to link governmental organizations,
researchers, and health workers concerned with AIDS with antiapartheid political groupings”
(Johnson 2004, 107-108). This ground work contributed to the “largely democratic and highly
consultative” processes between government and civil society in the development of health
policies in the country (Johnson 2004, 108). Such interactions, said Schneider and Stein (2001,
723), created the impression that “enlightened forces in civil society would work together with
the new government to steer the rapid implementation of a well-formulated and rights-oriented
National AIDS Plan”. Such, was the case for some time until the early 2000s, which is the so
called “denialism™*! period where the South African government was seen as being slow to
responding to the HIV spread and the need for urgent rollout of treatment (see, for example,
Butler 2005; Mbali 2004; Nattrass 2007; Schneider and Stein 2001).

However, although there was a general reduction in new HIV infections in the late 2000s, the
cumulative number of infected persons had risen from 4.72 million in 2002 (Statistics South
Africa 2002) to 7.03 million in 2016 (Statistics South Africa 2016, 6). Due to this HIV burden
in the country, the development of governmental policies and programmes leaned towards
tackling HIV/AIDS treatment and related issues, such as factors leading to infection, were
initiated and gained traction (see, for example, Iwuji et al. 2013; Naledi et al. 2011; Orne-
Gliemann et al. 2016; Tanser et al. 2013). In support of this agenda, there has been massive
rollout and provision of ART in many South African communities. According to Naledi et al.
(2011, 19), “the introduction of the antiretroviral programme in 2003 provided renewed hope
[to PLHIV], the promise of increased life expectancy, and reduction in the burden on health
services”. They also stated that this introduction “provided a welcome morale booster for
health workers, who reported taking strain from both their working conditions and the

increasing numbers of patients dying from HIV-related causes without availability of an

11 This was a period in South Africa where the then President of the country, Thabo Mbeki, was seen to be against
the rollout of ART due to a denial of HIV being a leading factor contributing to AIDS (see Butler 2005; Mbali
2004; Nattrass 2007; Nattrass 2008; Schneider and Stein 2001; Schneider and Fassin 2002).
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effective biomedical intervention” (Naledi et al. 2011, 19). In 2016, the South African
government, in line with the directives of the WHO, began offering ART to everyone who was
living with HIV or tested positive to HIV, regardless of CD4 count (Orne-Gliemann et al. 2016;
WHO 2015). This step was taken in line with the UNAIDS’s call for immediate initiation of
anyone with HIV onto ART regardless of CD4 count as a way of achieving 90% known status
of PLHIV, 90% enrolment on ART and 90% viral load suppression as at the year 2020 (Iwuji
et al. 2013; Tanser et al. 2013; UNAIDS 2014). The intensive introduction of ART, however,
has not yielded the hoped outcome for HIV/AIDS treatment as studies have shown that there
is either a delay of people undertaking testing to know their HIV status, a delay in getting into
the treatment regimen, or a dropout from treatment (see Colvin et al. 2014; Govindasamy et
al. 2012; Rosen and Fox 2011; Moshabela et al. 2011; Mugglin et al. 2012; Pantelic et al.
2015).

Peltzer et al. (2008, 2) noted that “anecdotal evidence from South Africa suggested that a
number of ART patients resort to traditional medicine after experiencing side effects from
ART” without necessarily consulting their ART providers before such use or informing them
of such use. Such use is present despite the caution raised against it by the South African
National ART Treatment Guidelines (Department of Health 2004), which places an expectation
on PLHIV to disclose their use of any non-clinically prescribed or given medication when in
any biomedical health facility as a way of avoiding contraindications and adverse drugs effects.
This act of non-disclosure may not be peculiar to South Africa alone as a study conducted in
the United States (Dwyer et al. 1995, 18) also showed that up to 70% of such patients do not
disclose their use of other non-biomedical treatments to their doctors.

Although multiple factors have been identified as role players in the spread and management
of HIV/AIDS, the origins, nature and treatment of HIVV/AIDS has been conducted and provided
through biomedicine. This precedence leads to the expectation on PLHIV to maintain a highly
restricted and controlled ART treatment within the biomedical health provision system as it is
within this treatment regimen that they will gain improved health status (Peltzer et al. 2008;
WHO 2017). A deviation from this regimen is believed to cause delay in seeking treatment or
resistance to the prescribed ARVs. Peltzer et al. (2008, 2), however, noted that amongst patients
who deviate from the formerly prescribed treatment standards, “few data are available on the
prevalence and patterns of traditional and alternative therapy use”. Thus, some studies show
that there continues to be a lower than expected number of people seeking HIV care and
treatment or dropping out of the mainstream medical system (see Colvin et al. 2014;
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Govindasamy et al. 2012; Rosen and Fox 2011; Mugglin et al. 2012; Pantelic et al. 2015).
Pantelic et al. (2015, 41) for instance, in their study of HIV positive parents in a rural South
African community asserted that “medical pluralism emerged as a persistent negative predictor
of ART utilisation among those needing it”. This conclusion was reached based on their
observation that 30.2% of the study participants practised medical pluralism and were not on
ART while 20% practised medical pluralism while on ART. Their reason for such a difference
was that the delay in HIV testing or dropout was due to conflicting medical services. However,
Pantelic et al. (2015, 42) noted that the quantitative evidence shown in their study as well as
the findings of other studies (such as Horwitz et al. 2013; Moshabela et al. 2011; Muhamadi et
al. 2011; Unge et al. 2011) that looked at the role of medical pluralism on HIV testing, ART
uptake, and dropout of care, were limited, thus requiring continuous research in the area in
order for more “firm inferences” to be made on the role of medical pluralism in the health care
seeking of PLHIV.

In 2012, for instance, Ferguson et al. stated that prevention of mother-to-child transmission
(PMTCT) programmes in Sub-Saharan Africa found that 38-88% of known HIV positive and
ART-eligible women identified in PMTCT services fail to initiate ART. A meta-analysis by
Mugglin et al. (2010) of a study tracking patients from HIV testing to ART initiation indicated
that 72% of patients had a CD4 count conducted, among whom 56% were eligible for ART,
and of these, only 63% started ART (Mugglin et al. 2012, 1510). The use of plural health care
was highlighted in the study as a major cause of the delay or complications experienced in
treating PLHIV. Such and other similar propositions; however, have been made without an
exploration of the experiences of PHLIV in using these systems while on HIV care. This claim,
however, was rebuffed by Appelbaum et al. (2015, 77) who asserted that “all participant groups
(in their study) expressed different motivations for traditional African medicine use among
patients receiving ART, many unrelated to treating HIV ... such as success in business, sexual
virility, ridding oneself of poverty”. The study, however, does not provide much information
on the experiences of the patients in navigating these systems and the possible effects of using
these systems on their health and their HIV health-seeking journey. Considering some of the
limitations in the mentioned studies, this study also gives room for the exploration of the
experiences of PLHIV who may not be on ART but may are active users of biomedical
facilities. Including individuals who are not active ART users allows us to also gain knowledge

of their experience and how their use of plural health played a role in their non-use of ART.



1.6 Need for this Study

Some critical questions that will continue to be asked in the discourse of medical pluralism are
as follows: is medical pluralism responsible for delayed HIV testing, uptake of ART and drop
out of care? If yes, partly or solely, to what degree, a major factor or a minor factor? What are
the other factors, if any, contributing to the delay in HIV testing, uptake of ART and drop out
of care? While many studies flag medical pluralism and its users as major contributing factor
in the delay of HIV testing, uptake of ART and drop out of care, the role played by other factors
in the dent on HIV care, such as the belief systems of the users, those of the health providers
and how these affect the health-seckers’ uptake or maintaining of care are often ignored. This
focus on medical pluralism and its users, however, does not often bring clarity on when, why
and how users of plural health care engage in plural health use. Therefore, a major question
that needs exploration is regarding how users of medical pluralism have been able to maintain
this usage and why they are able to maintain the practice of what seems, from an outside
observation, a chaotic system. With a closer exploration of the experiences of the PLHIV using
the plural system, a broader understanding of the practice of medical pluralism can be
developed. This study explores the experiences of PLHIV in using plural health care, when and
how they use and negotiate the different systems and how they are able to maintain consistency
of being plural health users despite the disapproval of their biomedical health practitioners,

from whom they receive their HIV treatment.

This was done by probing which health systems they use, what stage of their illness they use
the different systems and services, their reasons for using the different systems, and how they
navigate the different systems and services they receive. Not only does this study seek to
comprehensively understand the patterns involved in the practice of medical pluralism, it also
seeks to expand on how these patterns play out and the reasons for such patterns. The study
takes the discussion around health care delivery from the long-standing duality between
traditional health care and biomedicine to a context whereby focus is placed on the users and
not only on the systems. It brings to fore why and how PLHIV are able to navigate between the
complex interplay that exists between the health care provision systems despite the differences
in their understanding and approach to health illness. Also, exploring the views of each of the
systems’ health providers on their role in curbing HIV/AIDS and the roles of other health
systems, enables us to understand some of the barriers entrenched in each systems’ view of
itself and the other systems. This exploration shows us how such barriers contribute to creating

division of loyalty to the different health systems and providers used by the PLHIV, which in



the end can endanger their healing process. This study will add to the developing pool of
knowledge on medical pluralism and thus contribute towards building the evidence on the need
to address the tensions within the existing medical systems and how such tensions affect users’

health-seeking behaviours and health.

This study presents a better understanding of the health-seeking experiences of PLHIV in using
a plural health system and their motivations towards this use. It also allows us some knowledge
into the types of treatments they receive from the different providers; how they negotiate the
treatment services they receive; and how this usage and negotiation influence their initiation,
progression and retention in HIV care both positively and negatively. Having a better
understanding of the experiences of seeking plural health care by PLHIV will allow for better
intervention procedures and an appreciation and utilisation of the positive treatments that
benefit PLHIV from the different health care providers. It will also enable us to focus more on
finding the appropriate obstacles to early initiation to HIV care, ART, low cost of service

provision and retention in care.

1.7 Research Problems and Objectives

To explore the stated gaps in research and meet the objectives of this study, the following key
and secondary questions are considered. The following were the key questions of the study:

1. Why do PLHIV seek plural health care despite the rejection of such health-seeking behaviour

by biomedical practitioners?

2. What forms of health conditions do PLHIV present to the different health approaches they

visit?
3. What forms of treatments do PLHIV receive from the different health approaches they visit?

4. How do PLHIV negotiate and use the various treatments and health services offered by the

different health approaches?

5. How aware are PLHIV of the seemingly inherent tensions between their plural health service

providers?

6. How does this tension influence their use of the health services they receive?
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Medical pluralism is embedded in and influenced by the health approaches used and their
providers, who sometimes have varying views towards health and illness and how these should
be approached. This study also unpacks the perceptions and beliefs each system has of itself
and of the other systems in terms of HIV/AIDS healthcare service provision. This enables us
to understand some of the barriers entrenched in each system’s view of itself and the other
systems, the tensions between the systems and how such barriers contribute towards creating
complexity in the health-seeking behaviour of PLHIV. Most studies (see King 2000; LaMeaux
2015; London et al. 2003; Louw and Pretorius 1995) have presented us with what each system
regards as its role in the fight against HIVV/AIDS. This study goes further in teasing out the
systems and their practitioners’ understandings of the roles of other health systems. These

views contribute in shaping the choices and use of plural health care systems by people PLHIV.

Thus, the questions answered within the broader context of this study were:

1. What do the different health systems used by PLHIV understand as their role and the role of
other health systems in combating HIVV/AIDS?

2. What are the existing differences in health approaches and tensions between the major health
systems and how do these affect the health-seeking behaviours of PLHIV?

1.8 Structure of the Dissertation

This dissertation is structured into six chapters, each containing a major theme of discourse but
also closely interconnected. The introduction chapter serves as the background to all the
discussion in the thesis, the methodology chapter serves as a guide to how the study was
conducted, while Chapters Three to Five show the findings of the study. Each of these findings
chapters serves as a precursor to the chapter that follows it. The conclusion chapter weaves a
thread through all the chapters, explaining the patterns and mechanisms used by the study

participants in using plural health care.

CHAPTER ONE: Background and Literature Review

This chapter firstly looked at the different understandings and the use of the concept of medical
pluralism, based on views of health systems, illnesses or geographical regions. The chapter
highlighted the contested understandings of medical pluralism, understandings which are
fundamental in how the effects of medical pluralism are viewed in the health-seeking

behaviours of PLHIV. Although medical pluralism is often seen as a negative factor in health-



seeking, the chapter brought to the fore some of patterns in which medical pluralism has been
recorded in literature, patterns which leave gaps in the understanding of the practice of medical
pluralism, hence yielding partial findings and conclusions. Literature, as shown in the chapter,
shows how the practice of medical pluralism is complex and often marred with tensions,
especially between the different health approaches used by plural health users, but also within
the users in knowing when to use what system. The chapter also highlighted the three major
health approaches used by plural health users within the study community and how the three
approaches are understood in literature.

CHAPTER TWO: Research Methods, Methodologies and Theoretical Frameworks

A clear understanding of the map of a journey sheds light and makes the journey easier than
when a map is not available. The methodology chapter of this thesis serves as the map of the
study, describing all the processes followed in the development, implementation and analysis
of this thesis. This chapter deals with the methods, methodologies and theoretical frameworks
used in the course of the study. The study used an ethnographic and qualitative approach with
recruitment of participants through theoretical sampling (which is an aspect of a grounded
approach), with data collected through repeat interviews. Collected data was analysed through
thematic formation whereby the concepts discovered in the data were analysed towards
understanding the notion of medical pluralism as experienced and practised by the study
participants. The chapter shows the techniques and manners in which the chosen methods were
used and the reasons for their use. It takes a step-by-step approach to explaining how
participants were recruited and how the data was collected and analysed. In exploring the
methods and methodologies used in this study, room was created for clarifying the reasons for
using each method and its possible impact on the study outcome. Doing this allows for a clear
reading and understanding of the findings of the study in light of the methods used.

CHAPTER THREE: Use of Multiple Health Approaches by People Living with HIV:
Intentions and Reasons

The chapter looks at what health approaches the participants used for the different health
conditions they had suffered in their lives. This was to enable the reader to take note of the
different approaches involved in the plural health-use of the participants. Considering that
biomedicine remains the primary source of treatment for PLHIV for their HIV treatment, the
use of biomedicine was prevalent during the study, for the treatment of HIV and for other health
conditions. Hence, this chapter explores the experiences of the PLHIV in this study and how

they make use of the biomedical health facilities in the community. The chapter looks at how
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the participants made use of the clinics, hospitals, private doctors and chemists to treat illnesses
such as diabetes, tuberculosis, asthma, epilepsy, body pains and HIV/AIDS. This usage was
consistent with their views and understandings of those illnesses and how they should be
treated, hence, why they opted to make use of biomedical health facilities.

The chapter also dealt with the traditional and religious healing approaches utilised by the
participants. The chapter showed how these systems were also often utilised concurrently,
sequentially or in parallel. The chapter showed that while a participant may suffer from a
particular health condition, seeking healing for that health condition may involve visits to
different health providers, concurrently, sequentially or in parallel. This chapter further
presents the motivations and treatment mechanisms used by the PLHIV in this study.

CHAPTER FOUR: Perceptions of and Experiences of Complexities, Dilemmas and
Tensions in Plural Health Use

While the previous chapter presents the health systems utilised by the study participants in
seeking health, it was evident that this health journey was not a smooth-sailing venture. Often,
the participants’ choices of health system were met by resistance from different sources,
particularly health providers, but also by some family members. This chapter discussed the
concepts of ‘tensions’ and ‘complexities’ as experienced and shared by research participants
as opposed to how tensions and complexities are generally understood in literature of medical
pluralism. These tensions are the lived experiences of the participants in deciding what health
system to use, for what illness and at what stage of the illness. The tensions and complexities
are also derived from the pressure or segregation received by participants from the health
systems and providers they use, some of whom often discourage them from using certain health
systems. Thus, in some instances, some of the health providers expressed some level of
‘understanding’ for the patients, thus allowing them to make use of health approaches that they
both deemed fit for the patient. Such gatekeeping, however, goes on to show the structured
violence positioned in the health-seeking route of the participants. The chapter also presents
the understandings of the different health care providers as to what the different health care
systems used in the community can contribute towards the fight against HIVV/AIDS.

CHAPTER FIVE: Support Systems and Mechanisms used in Navigating and Creating
‘Harmony’ or Resolving Tensions in Plural Health Use
The chapter captures the mechanisms used by the primary participants in different systems,

thus marrying the rather complex systems and becoming the unifying factor between the
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different approaches. It shows us some of the ‘minor’, but critical, practices used by the
participants to allow them to successfully navigate the plural health system while still
remaining and progressing on their cascade of care. The chapter presents strategies such as the
discontinuation of using some herbs that are considered ‘strong’, the discontinuation of any rite
that involves spewing, separation of time between taking one’s ARVs and the use of herbs, as
some of the mechanisms used by the PLHIV in the study to navigate the tensions they
experience in using plural health systems. It also presents us with the experiences of
participants who dropped out of ART or did not start ART due to their plural health-use. Thus,
the chapter compares these categories of participants and how they understand their use of

plural health and how this, in turn, affects their health-seeking behaviours.

CHAPER SIX: Conclusions and Recommendations

This chapter contains the conclusion of the thesis by providing a summary of all the study
findings. This development arose from the data showing how medical pluralism is practised
amongst PLHIV. The various aspects of medical pluralism and their basics as noted from the
lives of the PLHV in the study were also considered. Such aspects related to the factors and
circumstances that either promote or hinder the use of plural health amongst the primary
participants. They included the personal and external circumstances faced by the PLHIV when
making decisions on using plural health. The personal factors or circumstances included their
health knowledge, their cultural and religious beliefs, their previous health-seeking
experiences, as well as their socio-economic situations. The external factors, which were often
beyond the control of the PHIV, were the tensions between the different health approaches they
use, the belief systems of providers, both health and religious, as well as community beliefs
and values. The chapter also presents recommendations for implementation and further studies
based on the findings from this study. Some of the recommendations include capacity building
within health approaches, knowledge sharing within and between health approaches,

collaborative work between health approaches and the education of health users.

1.9 Conclusion

In most of the reviewed literature, a persistent reality in different societies and systems is the
existence of the great complexities faced by PLHIV in seeking plural health care. These
complexities are mainly due to the differences within the different systems they use, but also
due to the lack of understanding or general agreement in understanding medical pluralism. The

concept of medical pluralism from different contexts where people are said to be practitioners



or users of plural health systems was firstly teased out in this chapter before delving into the
practice amongst PLHIV. While in some contexts, the practice is regarded as complementary
or as an alternative treatment (de Andrade and da Costa 2010; Hughes 2014; Lee and Orman
2012; Matthews et al. 2005), in other contexts, it is regarded as integrative medicine or health
(see Adler 2002; Grace and Higgs 2010; Hughes and Mbamalu 2015). Despite these differences

in understanding, the concept continues to be used widely across contexts.

The difference between the different systems used in medical pluralism and how medical
pluralism is perceived thus creates tensions not only between the systems, but for the users of
the systems as they find it difficult to know when to use the different systems without being
seen as “bad patients” (Ondenge et al. 2017). Due to the existing tension between the different
approaches, PLHIV may be forced to receive partial or ‘harmful’ ‘treatments’ and services
from health care providers as providers strive to retain their customers despite their inability to
adequately assist the patients, an act which may in the end affect the patients’ health directly
or indirectly. Another possible reason behind these existing pluralistic tensions is that patients
end up concealing their use of other forms of health care services from their providers,
especially physicians, even when such treatments may not be harmful (see Peltzer et al. 2008,
255). Hence, even when patients make use of harmful alternative medications, the appropriate
physicians are unable to render necessary or timely assistance. One may argue, thus, that
understanding the circumstances in which PLHIV make use of plural health care systems and
services is highly relevant towards creating more open and safe channels for health care
seeking. This chapter has focused on teasing out the practice of medical pluralism by PLHIV
in different societies and the health systems used as recorded in literature. Doing this has
enabled me to not only take note of the gaps in the literature, future needed areas of study, but
also to consider how to go about creating a better understanding of this practice to build on

existing knowledge in the discourse.



CHAPTER TWO

Research Methods, Methodologies and Theoretical Frameworks

2.1 Introduction

Due to the curious nature of the human being and the need to solve problems around us, ways
of understanding the world and the phenomena we experience daily have been sought through
the ages. Bertram and Christiansen (2014) stated that there are three major ways or methods of
making sense of the world: reliance on myth or folklore, reasoning (philosophy) and research
(Bertram and Christiansen 2014, 7). Different phenomena and problems, however, require
approaches that best suit them and allow for the most efficient and meaningful discovery of
each phenomenon. This can be seen as a demystification process, whereby pertinent
information about the phenomenon is gained. Hence, through research, this study, which sought
to unpack and increase the understanding around the experience of PLHIV using plural health,
required the gathering of pertinent information about the experiences of the participants. The
pertinent scientific and systematic information on the experiences of the research participants
was sought by drawing evidence from their daily experience of seeking or providing — in the
case of providers — health. To gain access to this evidence, data, which is a set of information
collected for the purpose of analysis (Kothari 2004), needed to be gathered. To gather a study-
relevant set of data, however, there was a need for a research design. A research design, which
is a methodological schema and systematic approach, helps to construct the map of a study
(Durrheim and Wassenaar 2002). This designed and planned approach of observation,
according to Durrheim and Wassenaar (2002), is what differentiates research from other forms
of observations as research is systematically planned and strategically carried out and analysed.

While there are many styles of conducting systematic research such as case studies, life
histories, action research, surveys, experimental research and correlational studies through
qualitative, quantitative, or a mixed-method approach, the approach taken depends on the type
of quest sought through the study. This study, being about the lived experiences of PLHIV and
their use of a plural health system, required and made use of a qualitative ethnographic
approach to data collection. Corbin and Strauss (1990, 10) defined qualitative research as a
“type of research that produces findings not arrived at by statistical procedures or other means

of quantifications”. In other words, it is an approach which does not seek the use of



mathematical processes to both data collection and or interpretation, but is mainly carried out
through in-depth data collection and analysis in order to discover the concepts in the data and
their relationships for the purpose of theoretical development or explanation (Corbin and
Strauss 1990).

While research often takes a step-by-step progression through designing, sampling,
recruitment, data collection, and analysis, this study, based on its data collection approach, was
made up of back and forth movements between the different steps and stages in the research.
In doing this, while the sections on sampling, data collection and data analysis have all been
written out separately in this thesis, these processes occurred simultaneously during the data
collection. Analysis of each interview, using open coding, led to the next step or direction to
be taken. In some cases, this was a repeat interview or visit, and in others, the recruitment of a
new participant who was identified based on theoretical/purposive sampling as a link to the

visited person and who played a major role in the health-seeking behaviours of the participant.

This chapter looks at the methods, methodologies and theoretical frameworks used in this
study. It also provides reasons for their usage and how they were used to achieve the required
outcomes of the study. Research methods, as defined by Kothari (2004, 7-8), are the
instruments and techniques used by researchers in conducting the operations of research;
research methodologies, on the other hand, are ways of systematically solving a research
problem by studying and understanding the various methods used in a study together with the
reason for their usage.

2.2 Research Site

This study was conducted at Hlabisa sub-district of the uMkhanyakude district in KwaZulu-
Natal, South Africa. uMkhanyakude is a 13,855km? area in northern KwaZulu-Natal. Hlabisa
sub-district covers parts of the Mtubatuba local authority and the Mpukunyoni tribal areas in
the southern part of the uMkhanyakude District. uMkhanyakude District lies along the coast of
the Indian Ocean. It shares local boundaries with Zululand and King Cetshwayo Districts and
international borders with Mozambique and Swaziland. The district is the second largest in the
province with five municipalities: Jozini, Big Five, Hlabisa, uMhlabuyanlingana and
Mtubatua, and 68 wards (Local Government Handbook 2017).'? uMkhanyakude has a
population of about 638 011 people, 53.3% females and 46.7% males, the majority of who are

12 See Appendix 15 for map of uMkhanyakude.



amaZulu. Hence, isiZulu is the generally used language in communication in the district. The
population density is 46 people per km?, thus making it the most sparsely populated district in
KwaZulu-Natal province.'®* About 54% of its households are headed by the 53.3% females and
46% by the 46.7% males. About 51% of the population is below the age of 19. Amongst the
population aged 20 and above, 17.8% have no formal education, 31.1% are matric holders
while only 6.4% have higher education qualifications. The district is ranked as 51 of 52 most
deprived districts in the country (District Department of Health — uMkhanyakude 2015, 14-
15). The main economic activities in the district are agriculture, as it is a rural area with fertile
soil, trade, especially of crafts, and tourism as it prides itself with the Isimangaliso Wetland
Park (District Department of Health — uMkhanyakude 2015; Local Government Handbook
2017).

The district has five district hospitals, 56 primary health care (PHC) facilities — clinics — and
17 mobile teams. These facilities, however, are not evenly distributed round the district.
Mtubatuba, for instance, despite having 28% (179 378) of the district population lacks higher
level care. It has no hospital or a Community Health Centre. The cost of primary health care in
the district has been estimated to be R108 per person — ranging from R82.5 in Hlabisa to R116.4
in uMhlabuyalingana. Both, however, are below the R210 national average of funds directed
for PHC. The expenditure per capita for the district’s PHC is R388 and only 3.9% of the
population in the district has access to medical schemes. This will mean that a whopping 96.1%
of the population mainly depend on public health services if they are to undergo any check-up
or treatment. There is limited access to the PHC facilities in the District due to the long
distances in getting to clinics as some of the clinics are outside a 10km radius (recommended
maximum spacing), the poor road infrastructure or cost of transportation. In most cases it is a
combination of more than one of these factors. For instance, only 5% of the roads in the District
are tarred while the other 95% are either sandy or gravel. These poor road networks, as stated
in the District Department of Health — uMkhanyakude’s (2015, 13) district health plan,
“contribute to regular breakdowns of motor vehicles that affect the transport fleet and leads to
poor EMRS — emergency medical response services — response time”. The community rely
heavily on public transport when accessing the available health facilities. As such, rainy
seasons present more difficulty in using the roads which become muddy and slippery.

13 See Appendix 14 for map of KwaZulu-Natal.



Clinics that are highly accessible, however, are often overloaded with patients and are
inadequately staffed. Visits to the clinics within the district are conducted by the doctors from
the five hospitals in the district at least once a month with an average workload of 34.2 patients
per visit (District Department of Health — uMkhanyakude 2015). This is because there are no
full-time doctors in the clinics. The government-run clinics in the district offer free primary
health care services, including HIV and AIDS care services. Patients requiring hospital care are
referred to one of the five district hospitals that may be in close proximity to the referral clinic.
Despite the district being one of the most socio-economically disadvantaged districts in the
country, its link to Mozambique and Swaziland through its borders, mean its health facilities
are utilised by foreign clients, often at unbudgeted costs (District Department of Health —
uMkhanyakude 2015).

One of the major factor for choosing uMkhanyakude as the study site was because it has been
shown that the uMkhanyakude District has the highest prevalence of HIV/AIDS in KwaZulu-
Natal (35% in 2012 according to Cullinan 2014). According to the report of the District’s
Department of Health:

HIV/AIDS remains the biggest challenge to the health care system in the
District. HIV/AIDS adversely affects life expectancy, maternal mortality,
perinatal mortality, child nutrition, child mortality, tuberculosis incidences and
cure, and incidence of MDR-TB and XDR-TB, and impending progress
towards Millennium Development Goals (MDG). (District Department of
Health — uMkhanyakude 2015, 9)

Despite the current high rate of HIV prevalence in the district, it has made some progress in
the management of HIVV/AIDS over the past decade. It is reported that due to the HIV/AIDS
programme in the District, about 58 643 PLHIV in the district are on ART; prevention of
maternal to child transmission (PMTCT) is 1.7% leading to a drop in antenatal prevalence from
41% to 35.2% from 2007 - 2015; life expectancy has also increased by ten years (District
Department of Health — uMkhanyakude 2015).

It has also been reported that black rural areas and places with a high HIV prevalence, such as
uMkhanyakude, have higher chances of users of plural health care systems over urban, peri-

urban and places with low HIV prevalence (see UNAIDS 2006). This was evident in a study



conducted by Pantelic et al. (2015, 42) where they stated that in line with most clinic-based
studies within South Africa, their community-based study “suggest that respondents residing
in rural areas were more likely to utilise multiple healthcare modalities than respondents from
urban settlements”. This, they said, can be partially due to the lack of clinics or other primary
health care facilities in rural areas as well as the quality of service received from the available
few facilities. Thus, this site was chosen to conduct this study at as it is a rural area with a
predominantly black population, most of whom form part of the 55.5% — 30.4 million — South
Africans living below “the upper-bound poverty line (R992 per person per month (ppm) in
2015 prices)” (Statistics South Africa 2017: 14). The poverty level amongst the Black African
population of South Africa has been shown to be the highest compared to Coloureds,
Indians/Asians and Whites, as shown in the survey conducted by Statistics South Africa
between 2006 and 2015 (Statistics South Africa 2017: 19).

While some of the communities and clinics in uMkhanyakude were visited during the course
of the study, the operation of the study was conducted from the Africa Health Research Institute
(AHRI), Somkhele Branch. During the conceptualisation of the study, 2015, the institute was
known as the Africa Centre for Health and Population Studies, then Africa Centre for
Population Health in 2016. The study was hosted at the institute as part of a Wellcome Trust-
funded study at the institute entitled The impact of medical pluralism on the cascade of care
for people living with HIV/AIDS in rural South Africa (Grant Number — 105825/2/14/Z), which
sought to understand the role played by medical pluralism on the progression of PLHIV on
their cascade of care using both qualitative and quantitative methods over a period of four years,
04/2015-03/2019.14

2.3 Sampling and Recruitment Selection Techniques

This study involved two major categories of participants, primary and secondary. The primary
participants were PLHIV who were also users of plural health care. The secondary participants
were health providers of PLHIV, in the study or not, who use plural health care. To identify
and recruit the participants, multiple sampling and recruitment strategies were used. The

foremost sampling approach was purposive sampling, which was based on the existence of

14 The Wellcome Trust is a UK based, but global charitable foundation which is politically and financially
independent. It supports scientist and researchers globally to tackle major health issues, raise imaginations, spark
debate and source for viable solutions to health issues (Wellcome Trust 2016).



PLHIV who were plural health users as well as the existence of health care providers of these

health users.

Nine PLHIV were recruited as primary participants in study, irrespective of their stage of HIV
treatment. Four of these nine primary participants were also traditional healers. Although the
four primary participants were traditional healers, they were however, recruited primarily for
being HIV positive. Although their expertise as traditional healers might have contributed to
their views and attitudes towards medical pluralism, our focus in discussions with them was
primarily as health users, although their expertise as traditional healers often became part of
the discussions. Most (seven) of the participants were actively on ART while a few (two) were
not on ART. The key criterion for their inclusion in the study was based on the theoretical view
that there exist some PLHIV who make use of multiple health systems in seeking health,
regardless of the reasons or purpose of such health-seeking. PLHIV who were on ART and
those who were not on ART were included for a comparative view of the different ways in
which plural health systems are used in the study community by PLHIV. Having nine primary
participants for the study enabled the researcher to identify a low number of people with whom
a deep qualitative observation could be carried out over a long period of time, 12 months,
considering the context of the study time frame, while at the same time reaching saturation of
the issues that arose in the study. All primary participants were above the age of 18, with the
youngest being 28 and the oldest 61 years old. The choice of this age group was because the
prevalence of HIV/AIDS has been shown to be highest in persons of this age group, especially
15-49 year-olds with a prevalence of 15.8% (Statistics South Africa 2016, 7). However, the
presence of people of different and older generations was also critical to the study as the
experience of people within the plural health system varies from one generation to another. The
experiences of a younger generation might not necessarily be the same experiences encountered
by older PLHIV. Although gender was not a primary recruitment criteria, due diligence was
given to the need for some representation of both males and females in the study. This was
considered because there could be differences in factors contributing to the use of plural health
system and the manner in which it is used by those of different genders. Therefore, the

researcher ensured representation of both males and females in the study community.

To recruit the primary participants, both purposive and theoretical sampling was used.
According to Tongco (2007, 147), purposive sampling, which is also known as judgment
sampling, is “the deliberate choice of an informant due to the qualities the informant



possesses”. This sampling technique is non-random; rather, the researcher decides, based on
his or her set aim of what he or she wants to know through the study, and reaches out to people
who are able and willing to assist in providing vital information to the researcher based on their
knowledge and experience of the studied phenomenon (Bernard 2011; Lewis and Sheppard
2006). This choice is based on the belief that the researcher knows a particular group of people

that are directly relevant to the research and would be of value to the study.

The primary participants were specifically targeted and there were three phases of sampling.
The first phase was carried out through identifying users of plural health care from a study
conducted at AHRI entitled: The Health Care Bottlenecks Study (protocol number —
BE338/15), to be referred to henceforth as the Bottlenecks Study, which I was actively involved
in from July 2015 to May 2016.%° A section of the study population was made up of users of
plural health. Permission was sought and granted by the Principal Investigator of the study for
such participants to be noted and afterwards approached for possible recruitment and
participant in the current study (see Appendix 2.1 for Letter of Collaboration from The
Bottlnecks’ Principal Investigator). This purposive approach was conducted at the end of all
Bottlenecks Study visits. This was so done to avoid having the same participants in multiple

studies concurrently.

Initial identification was carried out by reviewing the Bottlenecks Study’s field notes and case
summaries to identify participants that had reported being users of plural health care. Five
potential participants were identified. From the five initially identified potential participants, a
screening was conducted whereby participants with the closest attributes to the categories
sought for the current study were selected. This selection was based on the theoretical assertion
that that there are PLHIV who make use of more than one health system at the same time, as
such showing an ability to harness multiple health systems. After this screening stage, two
individuals were identified as suitable to be interviewed first. Their suitability to participate in
the study was based on the simple attribute of being open users of plural healthcare while on

ART. This was as different to others who had been initially identified as potential participants.

15 The study was initiated by the network for Analysing Longitudinal Population-based data on HIV in Africa
(ALPHA) in order to understand and deal with the problems faced during the process of providing HIV services,
which in turn retard or terminate the progression of PLHIV on the continuum of care. The study was
simultaneously conducted in host communities of seven health research sites based in six sub-Saharan countries,
Karonga (Malawi), Kisesa (Tanzania), Kisumu (Kenya), Manicaland (Zimbabwe), Masaka and Rakai (Uganda),
and uMkhanyakude (South Africa). | was a team member of the study and the field coordinator of the South
African site. Through this involvement, | was able to traverse the research field, both the community and
biomedical health facilities and gained a good understanding of the people and the lifestyle, health, social, cultural
and spiritual, lived by the community members.



One such individual was excluded as he was considered unsuitable for immediate participation
in the study as there were inconsistencies in his version of health-seeking behaviours with that
of the clinic’s database. While the clinic database recorded him as an irregular patient — a
patient who does not fully comply with the advised clinic visits and collection of medication,
the potential participant asserted that he was a dedicated ART patient. Therefore, even though

he claimed to be using traditional medicine, it would have been difficult to trust his claims.

The other two potential participants were excluded from those to be immediately recruited due
to the complex nature of their qualities. They were users of plural health services while also
working as traditional health providers. Due to this, there would have been difficulties in
ascertaining if their assertions were made as providers or users. This category of plural health

users, however, was to be involved later in the study.

Two potential participants were only approached about five months after their participation in
the Bottlenecks Study to ease any possible research fatigue. Due to my lack of fluency in
isiZulu, I conducted the visits with the same fieldworkers who had interviewed the participants
in the Bottlenecks Study. This visit was held both as a final visit for the Bottlenecks Study but
with the intention of possible recruitment for the current study. The fieldworkers, who were
residents of the District and amaZulu, were trained and experienced qualitative interviewers.
The potential participants were informed of the current study, told why they were found to be
suitable to take part and asked if they wanted to participate in the study, but were under no
obligation. When a potential participant was unsure about his/her willingness to participate in
the current study, he/she was presented with the information sheet of the current study and
asked if he/she was willing to be visited again so that he/she could inform the fieldworkers of
his/her decision. Using purposive sampling in this first stage of recruitment gave room for both
direct identification and recruitment of this hard-to-find population from already known
PLHIV who were also users of plural health care. This approach reduced any levels of stigma

by removing any third parties from the process.

The second phase of recruiting primary participants for the study was conducted through a form
of purposive sampling known as theoretical sampling. Theoretical sampling is an aspect of
grounded approach, which is “theory-driven rather than data-driven” approach to sampling
whereby interpretive theories are built from emerging data, tested and elaborated with new

samples in the same study (Kielmann, Cataldo and Seelay 2012). The identified theoretical



threads/concepts influence the selection of subsequent participants. This form of sampling
allows for a deeper concentration in the emerging themes and concepts in the process of data
collection, which also involves analysis, as opposed to the piling of imperforated data. Some
of the already recruited participants from the first phase of recruitment had partners or family
members who were living with HIV and used multiple health systems, or played some role in
the plural health-seeking of the already identified primary participants. Therefore, in order to
develop an understanding of the identified concepts in the practice of medical pluralism of the
participants using this approach, after each interview, the collected data was coded, analysed
and the study hypothesis tested before further sampling and data collection. The research team
was informed about such individuals, some of whom had been initially introduced to the
research team as family members of the participants. For example, the discovery of the huge
role played by the faith healer of a participant made the faith healer a likely participant in the
study for the development of the thread arising from the primary participant. Such individuals
where then approached by the research team, with the help of their already recruited family
member, and in some cases, this process was initiated by the participants, to ascertain the
keenness and willingness of such family members to take part in the study. With their consent,
they were recruited into the study. They were fully informed of the study and their roles which
involved at least three interviews or more if they were willing and available, and other visits

that did not involve formal interviews.

Using this sampling approach aided the research team in reaching some members of the hidden
population through individuals who were familiar to them. The presence of a familiar person
helped to reduce the reluctance in openness often experienced in initial visits to research
participants. In the case of this study, participants generally warmly welcomed the research
team with whom they were familiar, even before their recruitment to the study. Using this kind
of theoretical sampling as the basis for sampling participants for the study was to ensure that
data was only collected from the personal experience of medical pluralism by the respondents,
either as users or providers. This was to ensure that the data was of high quality and value due
to the nature of the study, which required personal experience as opposed to opinions of non-

affected individuals.

This process can, however, according to Bertram and Christiansen (2014) lead to biased
sampling. Bertram and Christiansen (2014, 62) stated: “bias means that a person has an
inclination for or against something or somebody. That means they cannot make an impartial
judgement”. This could have been the case in this study, as in any other, due to the role of the



researcher’s positionality. The researcher’s positionality in this study was mainly in relation to
the health approaches in the study. Being an African who believes in the role of ATM and a
religious person having studied towards being a Catholic missionary, may have led to bias in
how the researcher approached the different health approaches in the study and their users. To
limit the possible bias that purposive sampling method may create and ensure that the study
sample was representative of PLHIV who were users of plural health care without selectively
choosing any pattern of care over another, constant comparison was used between the identified
concepts. According to Corbin and Strauss (1990, 421), constant comparison “means that as an
incident is noted, it is compared against other incidents for similarities and differences”; also
“making comparisons assist the researcher to guard against bias” as the researcher’s thoughts
and beliefs are constantly challenged against the data. Using this procedure, the study team was
able to identify, without bias, individuals that were linked to the primary participants based on
how they influence their health choices. The procedure was then continued until no further
identification of new concepts was made, a state also known as the state of saturation (Goodman
1961, 148).

The third phase of recruiting primary participants, which was also intended as an alternative
recruitment strategy if saturation was not reached in the first two phase of recruitment, was a
combination of both purposive sampling and theoretical sampling done through the health
providers, particularly biomedical health practitioners. This choice was made due to the
practicality of identifying patients who were HIV positive by this set of health providers as
opposed to traditional healers or faith healers who might not necessarily have such information
at their disposal. In this phase of recruiting primary participants, the assistance of health care
providers was sought to identify and notify, from their patients, those living with HIV/AIDS
who openly consented to making use of multiple health approaches. They were to identify and
seek the consent of their patients living with HIV/AIDS to be contacted by the study team for
a one-to-one recruitment visit. Visits were made by the research team to six of the clinics in the
District where permission had been granted by the ethics committee and the facilities’
stakeholders, the supervising hospital manager and the Department of Health, District and
Provincial. Fridays, in most of the clinics, from the observations made before the data collection
period, were the least busy days. Hence, these visits were mostly conducted on Friday
afternoons, and when conducted on a different day, they were at lunch time or in the late
afternoon when most of the clinics were less busy. This was because sensitivity was needed

regarding the workload of the facility managers and staff. On our first visit to each clinic, a



request was made to meet the facility’s Operational Managers (OM) at a time suitable to
him/her. In most of the clinics visited, the OMs attended to us, either immediately when on

break or after consulting the patients that were waiting.

In our meetings with the OMs or their representatives, we introduced ourselves and the study,
presenting them copies of the study protocol and all the gatekeeper letters of the study,
including the ethics approval. We were then taken to either the ART nurse or the HIV
counsellor® for more direct assistance. Firstly, this was for familiarity as they were possible
potential participants for the study. Secondly, this was for assistance in identifying and
recruiting patients who admitted to being plural health users and were willing to be contacted
by us. Thus, the study was also introduced to the ART clinics’ staff members so they could
explain it to their patients when introducing the study. The health care providers presented
identified plural health users with the information sheet of the study and requested their
permission to be contacted by us for possible recruitment. No contact was made with any
patient until they voluntarily agree to the health provider to share their contact details with us.
This was to avoid breaking the protocol of confidentiality prescribed for PLHIV, by protecting
the identities of the PLHIV in the facility from the study team, until they choose to be contacted
directly.

When a patient from the facility agreed to be contacted by the study team, their contact was
then presented to the study team. To facilitate this process, the providers were given writing
materials for writing patient details and stickers for identifying the files of such patients. The
study team then took down the details from the providers in order to contact the patients for
possible recruitment. The patients were contacted telephonically to set up a meeting on days
most suitable to them in their homes. When contacted by the study team, the potential
participants were also given an option to be part of the study or not, a decision which was not
known to any of the nurses or counsellors who assisted in the identification and recruitment of
the participants. This non-disclosure of the identity of participants who agreed or disagreed to
be part of the study was to protect the identity of the recruited participants from the health care
providers. Hence, they were not made aware of those patients who agreed to be part of the

18 The HIV counsellors in this study were “facility-based” lay health workers. According to the WHO (2013, 1),
a lay health worker (LHW) is a “health worker who performs functions related to health care delivery and is
trained in some way in the context of an intervention, but who has not received a formal professional or
paraprofessional certificate or tertiary education degree”. It also states that others terms used in reference to LHWs
in different parts of the world included “’community health workers’ (CHWSs) and ‘village health workers’
(VHWS).” (:1). The level of education and job description of LHWs vary from one setting to another. This is often
based on the health priorities of each community (United Nations Children’s Fund 2004; Zeelie 2014).



study. Although no potential participant openly objected to be part of the study, continuous
postponement of visits by some potential participants, even before knowing what the study was
about, was taken as a lack of interest to participate in the study. Although there was a conscious
effort by the study team to promote the protection of the confidentiality protocol protection
PLHIV, there was a possibility of bias in recruitment by the health providers, which was beyond
the control of the study team. This possibility could be that the health providers identified and
recruited individuals they whom share a particular line of thinking in relation to the practice of
medical pluralism. Such a possibility can be seen from the high representation of traditional
healers in participants recruited from the clinics. This high representation could also be due the
openness of traditional healers to share their experiences of practising medical pluralism as
opposed to individuals whose health views and practice cannot be easily identified. Hence, it
is acknowledged that the high representation of traditional healers in the study could have
created bias in views, but also a limitation in capturing more diverse views on the practice of
medical pluralism. The openness and fair representation of the views of study participants that
were not in line with those of the traditional healers aided in mitigating the high effect possible

biases.

This recruitment processes were maintained until full saturation or an attainment of the least
intended number of primary participants (nine) for the study was met. This multiple sampling
approach was critical to reaching the hard-to-find population of PLHIV who were on ART and
use plural health care. Although health providers readily had knowledge of PLHIV who were
on ART, the key factor was the openness of the plural health users to the biomedical health
providers. Most of the participants recruited through this process, however, were users who
were also traditional healers. The reason for such an occurrence can be linked to the fact that
PLHIV who are users of plural health still find the biomedical health system highly
stigmatising. Traditional health practitioners, however, in this case, appeared to be more at
home with their plural healthcare-use and openly discussed it with their biomedical health
providers on their visits to the ART clinics. Besides, being visibly seen at the ART clinics

wearing items only used by traditional healers gives away their identity as traditional healers.

Using a standard sampling method which required the availability of a list of a population from

which participants could be easily selected was impossible for this study. This was because the

primary study population, PLHIV who make use of plural health care, is a hard-to-reach

population. Firstly, due to the continued stigma faced by PLHIV in their communities despite

the wide knowledge of the illness, but also due to the double stigma faced by PLHIV who are
~53 ~



users of plural healthcare, especially from biomedical health practitioners. Thus, it was
important that the sampling methods used in identifying and recruiting the primary participants

in this study were appropriate.

The secondary group of participants were the health care service providers from the three major
health care approaches focused on in this study: traditional, biomedical and faith healing. There
were three traditional healers (excluding the four who were also primary participants), five
biomedical practitioners (two HIV counsellors and three ART nurses)'’ and one faith healer.
The ages of the health providers ranged from 41 to 84 years. Their years of experience (that
they had dealt with and understood the dynamics of medical pluralism as experienced by their
patients) ranged from 10 to 50 years. One of the criteria for recruiting a provider, whether they
were ART nurses, counsellors, traditional healers or faith healers, was that they must have
attended to patients whom they knew were users of plural health. Such providers would have
better understanding of how their practice requires them to handle such patients and practical

experience of working with them.

In recruiting secondary participants for the study, both purposive and snowball sampling were
used. Snowball sampling has been defined by one of the founding fathers of the method as “a
random sample of individuals drawn from a given finite population” (Goodman 1961, 148).
Each individual from this randomly chosen sample is then requested to identity different
individuals from their circle. The next group of identified individuals are also expected to do
the same, identify individuals from their circle, but not those already identified in previous
selection stages. The initial providers recruited were the providers of the primary participants
in the study. The participants informed us of the providers and we asked if they could link us
to them. In our presence, the participant made calls to the providers and took us to visit them
in person. In situations where they did not have the contact details of the providers, especially
their biomedical health providers, they told us the name or names of the practitioners who often
attended to them. We afterwards visited the facilities, introduced ourselves and the study and
attempted to get a sense of the practitioners’ knowledge of the participants and their health-
seeking behaviours. Some of these participants were well-known by their providers, due to
their “uniqueness”, which was often regarded as “stubbornness”. This approach was relevant

as it helped us not only reach “random” health providers, but providers who were directly

7 The counsellors were biomedically trained personnel, based at the health facilities, and conduct services such
as HIV testing and counselling.



linked to the primary participants of the study. Recruiting the primary participants’ direct health
care providers strengthened not only the narratives and health-seeking history of the
participants, but also our understanding of the links and complexities in dealing with medical
pluralism from different perspectives; especially the perspective of practitioners whose patients

openly make use of plural heath care.

The second approach of recruiting the health care providers was through purposive sampling.
In this approach, we visited the hospital and clinics which were part of the study, introduced
the study to the Operational Managers, who in turn introduced us to the ART nurses and/or
counsellors. The ART nurses and/or counsellors were introduced to the study by the research
team who responded to any questions the providers had for clarification. When satisfied and
willing to take part in the study, the providers were provided with the consent forms. This
approach was also used in recruiting more faith healers, whose churches the researcher attended
in order to observe the proceedings and informally discuss church events with members. In the
case of the faith healers, the research participant sought meetings with the healers at times they
found suitable. This meetings involved introductions of the study team and the study to the
healers. If they agreed to participate in the study, the healers were given consent forms for
signing. Purposefully recruiting health providers from their facilities and churches allowed,
while it provided no guarantee of identifying providers who might have dealt with plural health
users, gave us the opportunity to recruit the providers who consented rather than being
recommended by their patients who would have been primary participants in the study. This
diversified the recruitment process and allowed the providers to feel more independent in their
decision and choice of taking part in the study, not by a default process of being a provider to
a study participant. On meeting with all providers, especially when purposefully sampled from
health facilities, they were asked if they had attended to PLHIV who were users of plural health.
Responding in the affirmative was vital as we needed to ensure that we only recruited

practitioners who had experience of dealing with patients who are plural health users.

The third phase of recruiting the health care providers was through snowball sampling, which
was mainly carried out with traditional health practitioners. In this approach, the head of
traditional healers identified and recommended some of the healers in the local community
who might have had visits from PLHIV, even if such visits were for reasons other than HIV
treatment. Nonetheless, in meeting such healers, the study team introduced itself to the healer,
seeking to know if the healer had any contacts or treatment of PLHIV who were also users of

other health systems, especially if they still kept their appointments at the clinics for their ART.
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As traditional healers do not practice open sessions as in religious houses where recruitment
was done purposively or biomedical health facilities where there was a structure and hierarchy,
recruiting traditional healers was most viable through snowball sampling.

The method allowed us the opportunity to identify healers who were aware of the practice of

medical pluralism and had treated patients who make use of plural health care in seeking health.

On our first visit to participants, an introduction of the study team was made, particularly for
those who were not familiar with us if they had not been recruited from the Bottlenecks Study.
Participants were handed copies of the study information sheet and informed about the study,
including those recruited from the Bottlenecks Study. Their roles in the study were fully
explained and they were given space to ask any questions for clarification. When fully satisfied,
participants were provided with copies of the study consent forms for signing. A set of the
forms were then kept by the study team while another set was kept by the participants. When
participants expressed the need for more time to go through the study form, especially when
they had little time for the meeting with the study team, they were allowed to keep the study
information sheet for perusal and a subsequent visit was arranged. In one of the recruitment
visits, the potential participant expressed the need to be assisted by his son, who would then
approve of his participation or not. The son read through the study information sheet, presented
questions to the study team, and when he was satisfied, he informed his father that he could

participate with no concern.

The number of participants that was anticipated for recruitment in the study, as at the
conceptualisation stage and as can be seen on the Primary and Secondary Participants’
Information Forms (see Appendix 6 and 9), was not reached at the end of the study. This was
because there was a good level of saturation reached in the finding of new theoretical links with
the recruitment of each new participant. More so, the narratives and theoretical links discovered
from the participants recruited were of such depth that they required further exploration. Hence,
rather than seeking to attain the proposed number of participants, more focus was given to the
development of the theoretical links and exploring the findings from the already recruited
participants to avoid the production of redundant data.

2.4 Data Collection



Data has been referred to by Bertram and Christiansen (2014, 71) as “the evidence or
information that researchers collect in order to find answers to the particular questions they are
asking” and it can take many forms. Data can be a set of results, statistics, interview transcripts
or video recordings. This study made use of both secondary data, in form of published and grey
literature, as well as primary data, in the form of collected data from conducted ethnographic
fieldwork (see annexure 1 for secondary data collection procedure). Ethnography, as an
anthropological research method, has been termed “the practice of writing about peoples”
(Barnard 2000, 4). In order to gain knowledge about people and write about them in
ethnographic research, a researcher spends time within the natural setting of his or her study.
Doing this allows the researcher to observe and keep notes of the observed culture, beliefs and
behaviours of the studied community. This form of research is also known as participant
observation. An ethnographic approach and participant observation were used in collecting this
study’s data, which was qualitative. DeWalt and DeWalt (2011, 1) defined participant
observation as a research method whereby “a researcher takes part in the daily activities, rituals,
interactions, and events of a group of people as one of the means of learning the explicit and
tacit aspects of their life routines and their culture”. In doing this, the researcher is able to, as
stated by Hancock and Algozzine (2006, 31), “observe and learn the patterns of behaviour,

customs, and ways of life of a culture-sharing group”.

In this study, the researcher spent qualitative time being with and observing the lifestyles of the
participants, both primary and secondary. I lived within the study community, sharing in the
lifestyle of the community and all the available amenities (or lack thereof), seven months prior
to and 12 months during the study’s data collection. The evening walks; moments spent
watching young boys play soccer on roughly created football pitches and young girls playing
in groups by the roads or outside kiosks; attending the traditional healers’ meetings; attending
church services in in different churches in the community; to conducting visits to the clinics in
the study community, all enabled me to observe the daily activities of the community in general.
Aside from residing in the study area before, during the development of the study, and during
the data collection and analysis, being a team member of the Bottlenecks Study, which was
conducted at the same research site prior to this study, gave me an opportunity of spending
considerable amounts of time observing and understanding the studied community, especially
PLHIV and the primary health facilities. This time spent allowed me to gain some insight into
the general lifestyle, norms and practices of the community, especially health beliefs and

behaviours. It also allowed me time to become more in tune with the community, physically



and emotionally. After the recruitment of the study, qualitative time was spent with the research
participants, within their residences or during their visits to their health providers, depending
on their consent and comfort. Most of the time with the participants, however, especially the
primary participants, traditional and faith healers, was spent in the homes of the study

participants, usually with additional family members too.

This participation, however, was limited as | could not have actively taken part in every aspect
of their daily lives, which also involved taking their medication, for primary participants, or
being present during patients’ consultations, for both secondary and primary participants. This
form of participant observation has been described by DeWalt and DeWalt (2011, 23) as
“moderate participation”. They explained that in this form of participant observation, the
researcher is present at the research site and is identified as a researcher; however, he or she
does not participate actively or only participates occasionally but interacts with the people he
or she is observing. This form of research is important as it gives the researcher room to observe
for him or herself, while at the same time acknowledging and accepting the limitations of his
or her participation, rather than depend on narrations without any personal verification. This
form of research also contributes to the authenticity of the study as the researcher not only

listens, but sees and feels what the participants share with him or her.

While ethnography and participant observation allowed me to be “correctly” positioned within
the study setting, to observe and learn, further data collection tools were needed for the
gathering of the direct data from the participants. The tools used were field notes and some
aspects of grounded theory, such as theoretical sampling and open-ended interviews. Grounded
theory, as an approach to data collection, was developed by Barney Glaser and Anselm Strauss
over three decades in different publications together and individually from the 1960s in the
Chicago school of symbolic interpretationism (Glaser 1978, 1992; Glaser and Strauss 1967,
Strauss 1987). Although grounded theory is primarily a data-collection tool that allows for the
development of theories, the approach was not utilised in this study for the development of a
theory or theories. Some aspects of this approach were chosen because, as Corbin and Strauss
(1990, 12) stated, grounded theory is a data collection method that allows for an in-depth
approach to data collection and analysis, allows for open-ended interviews not guided by any
form of structured or semi-structured questions, and gives room for deviation from the specific
topic of inquiry. Such an approach, thus, allows for the collection of rich data, geared towards
understanding and answering the study’s key questions, as opposed to the development of a
theory, which is, primarily, the purpose of grounded approach. As Corbin and Strauss (1990)
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stated, the collection of data using the grounded approach and the analysis of the data allows
for the discovery of concepts embedded in the data, but also the relationship between the
discovered concepts through a process of analysis. This process, they said, is either for the
purpose of theoretical development or explanation. Hence, the qualitative data collected in this
study, through the use of ethnography and some aspects of grounded approach, were geared
towards the explanation of the concepts discovered from the data and their implication and role
in the plural health-seeking behaviour of the PLHIV in the study. Using this approach, all
collected data are regarded as relevant to understanding the studied phenomenon. This form of
research allows for flexibility in conducting open and efficient research based strictly within
the collected data rather than based on the data within an already established theory (Charmaz
2003; LaRossa 2005). Hence, using certain aspects of the grounded theory approach, | was able
to collect and analyse the study data simultaneously.

Fluent natural isiZulu-speaking qualitative interviewers, who were part of the study team, were
always with the researcher during field visits. While the interviewers conducted most of the
conversations in isiZulu, including the tape-recorded interviews, the researcher, who had basic
knowledge of isiZulu, participated fully in the fieldwork. This was done during the
observations carried out, conversations with participants before and after tape-recorded
interviews, and the occasional responses made during interviews. After recruitment, during
initial visits to participants, casual introductions and conversations helped to develop a rapport
with the participants. At least two tape-recorded interviews were held with each participant,
aside from the short visits to the participants, for either rapport-building, follow-ups for
clarifications or sustenance of created relationships. As stated by Bernard (2011, 156), an
interview can be regarded as a communication, which is in the form of a conversation between
a researcher and a respondent. This form of conversation, however, differs from the everyday
conversation as it has a set agenda designed by the researcher in order to probe a particular

issue as a way of gathering information on that issue.

For the interviews, an aspect of grounded approach was used whereby participants were asked
open-ended non-structured questions which ranged from their family history, life history,
occupational history, health journey and general social views. This approach enabled the
researcher to gain a better understanding of the participants, beyond the peripheries of their
biographies. Before each interview, the interviewer reminded participants of the study and
sought their consent to continue participating in the study and to be tape-recorded. Each

interview was attended by a qualitative interviewer and the researcher, who often played an



observational role while taking notes for further queries. During the interviews, the researcher
took note of the environment, activities around, the participant’s looks, tone of voice and facial
expressions while responding to the interviewer. After each interview, the researcher asked
further questions for immediate clarification. The interviews were then transcribed and
translated into English for immediate analysis and coding. On return from the field, debriefings
were immediately conducted with the interviewer to allow synergy and alignment between the
observations of the researcher and the views of the interviewer regarding the interview. Field
notes taken by both the interviewer and the observer were then elaborated and compared for
further alignment of findings. Where questions that needed further explanation by the
participants were identified by the research team after each interview and analysis, a visit was
scheduled and semi-structured questions were developed, as opposed to the open-ended
discussions held in prior interviews. This process was followed and repeated in all subsequent
interviews. All visits to participants were based on their availability and willingness.
Refreshments were provided after each interview, not in exchange for the participants’

participation, but as a sign of appreciation for their time and to replenish their energy.

A semi-structured interview is a method whereby a number of interview questions that have
been prepared prior to the interview are used as a guide but not to be strictly followed as they
remain open-ended and flexible in the course of the interview (Polkinghorne 2005). | used
semi-structured interviews for this study as it allowed for a more in-depth discovery into the
reasons behind the participants’ use of plural healthcare services and the views of the health

care providers regarding their patients’ plural healthcare-use.

2.5 Data Processing, Coding and Analysis

As a researcher, even before beginning to collect data, one usually chooses the details one is
keen on collecting and collects these within an already chosen conceptual framework and
research questions (Bernard 2011). This, however, was not the case in this study. This study
made use of established theories as well as aspects of grounded approach in analysing the
collected data. Data analysis, as Corbin and Strauss (1990, 13) stated “is the interplay between
researchers and data. It is both science and art. It is science in the sense of maintaining a certain
degree of rigour and by grounding analysis in data”. It is also an art which requires creativity,
which Corbin and Strauss (1990, 13) claimed, shows itself in researchers’ ability to “aptly name
categories, ask stimulating questions, make comparisons, and extract an innovative, integrated,

realistic scheme from masses of unorganized raw data”. This process of data gathering and
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simultaneous analysis required finding a balance between science and creativity. This process
of analysis involved narration, coding, interpretation and theorising the collected data through
extreme creativity. To reach the abstraction level required in data analysis, Miles and
Huberman (1994, 10-11) presented three stages that ought to be adhered to consistently in data
gathering and analysis: “data reduction, data display and conclusion and verification”. Data
reduction is “the process of selecting, focusing, simplifying, abstracting and transforming the
data that appears in written-up field notes or transcriptions” (Bertram and Christiansen 2014,
116). The data was firstly reduced manually through coding, open, axial and selective. As
Bernard (2011, 407) suggested, this process can take place throughout the period of the project,
especially when a grounded approach to data collection and analysis is used for explanation of
the studied concept. Hence the shift and transition through the different stages of coding was
cyclical and non-linear throughout the study.

Corbin and Strauss (1990, 62) explained open coding as a process whereby “the data are broken
down into discrete parts, closely examined, compared for similarities and differences, and
questions are asked about the phenomena reflected in the data”. This process involved
unwrapping and dissection of the data. In this study, this process occurred after each interview
with each participant. The data collected from each of the interviews was broken down by
noting the presence of indicators and highlighted for possible processing into concepts.'® After
the indicators and concepts of an interview were highlighted, a picture began to form, but there
were gaps. Follow-up interviews helped to close these gaps and patterns emerged from the data
of each participant. These patterns allowed for a good understanding of that participant’s
health-seeking behaviour. This coding process was repeated with all participants until the
health-seeking patterns of all participants emerged. A key step in this process was the testing
of the early developed health-seeking behaviours through the concepts from the initially
interviewed participants. This process is what LaRossa (2005) called axial coding. It is a
process whereby categories, which come about from the merging of concepts across different
participants, are related to their sub-categories, that is closely related categories or variables.
These sub-categories, according to Corbin and Strauss (1990, 125), “answer the questions of
‘when, where, why, who, how and with what consequences?’” In this study, axial coding

allowed the researcher to identify the similarities in the reasons behind the health-seeking

18 LLaRossa (2005, 841) described the terms indicators and concepts as follows: an indicator refers to a word,
phrase, or sentence, or a series of words, phrases, or sentences, in the materials being analysed. A concept is a
label or name associated with an indicator or indicators; stated another way, a concept is a symbol or conventional
sign attached to a referent.



behaviours of the participants as well as the motivations for these. This stage of coding enables
the development of hypotheses on certain behaviours or practices, which are further tested in
subsequent stages of coding and analysis. Hence, after the reduction of data, the data is
displayed in organised and compressed format through thematic formation to enable the
researcher to create links and discussions between the discussed issues, the questioned
phenomenon and the existing theoretical frameworks. The next stage of coding, according to
LaRossa (2005) is selective coding. This stage, he said, “entails the identification of a core
variable. The core variable is one variable among all the variables generated during coding that
in addition to other qualities, is theoretically saturated and centrally relevant” (541). Similar to
LaRossa, Strauss and Corbin (1998) had also asserted that such a variable needed to have
“analytical power” due to “its ability to pull the other categories (variables) together to form an
explanatory whole” (146). As Glaser (1978, 95) stated, such a core variable has to have “clear
and grabbing implications for formal theory”. It is from such a variable that the core findings
of the study can be centred. Although all the streams of data analysis are interwoven and each
is used at a different stage of the study, drawing final conclusions and verification was carried
out as the last step of data analysis as collected information can change the meaning of the data

before the end of the data collection and analysis.
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2.6 Ethical Considerations

Ethics has to do with “behaviour that is considered right or wrong” (Bertram and Christiansen
2014, 65). In research, ethical conduct is of great importance, especially when the study
involves people, animals or the environment. A researcher is expected to respect the rights of
his/her research participants. Durrheim and Wassernaar (2002, 66) stated that there are three
major principles that need to be observed by any researcher. These are: autonomy, non-
maleficence and beneficence. These three major ethical principles do not only apply when
fieldwork has started, but also from the process of developing the study protocol and in the
report writing of the findings. Hence, to promote ethical principles guiding participants in this
study, the study was firstly presented to the Culture Cluster of UKZN’s School of Social
Sciences for theoretical and methodological scrutiny before it was presented to the host
community, represented by the Community Advisory Board (CAB)*® at AHRI, which was the
host institution of the study’s fieldwork. The AHRI’s Community Advisory Board granted
permission for the study to be conducted within the community without any issues or
reservations (see Appendix 2.2 for CAB letter). Given the involvement of public health
providers as research participants in the study and the Department of Health’s facilities being
some of the study areas for recruitment and observation, the study was presented to the different
Department of Health’s stakeholders for scrutiny and consideration. The study was presented
to the ethics board of the Hlabisa Hospital, which was the overseer of the clinics that were to
be part of the study. The study was also presented to the ethics committee of the
uMkhanyakude’s District Department of Health and to the ethics committee of the KwaZulu-
Natal’s Provincial Department of Health for ethical scrutiny. The protocol was approved by
the different Department of Health’s stakeholders (see Appendix 3 for the Department of
Health’s Stakeholders’ Gatekeeper Consent Letters).

After receiving ethical clearance and approval from the different community and Department
of Health’s stakeholders, the study was presented to the ethics committees of UKZN, being the
institution under which the study was academically registered. The study was presented to
UKZN’s Social Science Research Ethics Committee (SSREC) and subsequently to the

19 This is a group of lay community men and women, both youthful and elderly from different walks of life, who
have been nominated by the general community and recognised by the community head as representatives of the
community with the organisation that hosted the study. This board conducts scrutiny of all studies to be conducted
in the community, not only for their ethical sensitivity, but also for their clarity and benefit to the community.
Until a study is certified by the board to be clear enough for the understanding of lay community members,
ethically sensitive and beneficial to the community, it is not allowed to be conducted until the concerns raised by
the board are rectified.



Biomedical Research Ethics Committee (BREC) as the study involved visits to the health
facilities and contact with health providers and patients of such facilities (see Appendix 1.1
and 1.2 for UKZN’s ethics approval and recertification). Submitting the proposal of the study
to the various research ethics offices was primarily for ethical scrutiny and to ensure that the
study was within the appropriate and accepted ethical guidelines of the university and
safeguarding the human rights of the participants and respecting the host institutions while
generating credible knowledge. Full ethical clearance was granted before the fieldwork began
(BREC Reference Number — BE005/16 — see Appendix 1 for ethical clearance form) and
recertification was sought for the second year of the study. Gatekeeper letters were also sought
from, and granted by the Mpukunyoni and uMkhanyakude heads of traditional healers to
involve traditional healers within the community in the study (see Appendix 4 for the

traditional leaders’ letters).

Before the study’s fieldwork began, the study team visited some of the clinics in the community
which were to be part of the study to introduce the study and the team to the Operations
Managers (OMs). The OMs of clinics which were later visited based on the links and their
usage by the study participants were also visited and the study and study team were re-
introduced to them before any field work began in the clinics. In the course of the study’s
fieldwork, I was fully aware of the ethical principles and guidelines of research and adhered to
them. Aside from my academic study of ethics and my previous experience of conducting
ethically-sensitive research, my week-long training on ethical guidelines on Good Clinical
Practice before the study and another two weeks of ethics training with the Global Health
Bioethics Network (GHBN)?° contributed to strengthening my ethical conduct throughout the
study (see Appendix 5.1 for GCP certificate, Appendix 5.2 and 5.3 for the GHBN’s
certificates). When recruiting, each participant was made fully aware of what the study was
about as they were presented with the study information sheet, either in English or isiZulu,
depending on their preference, and queries were adequately responded to (see Appendix 6 for
information sheet). In doing this, they were also informed that their participation was voluntary

and they could choose to withdraw from the study at any point without penalty. When a

20 According to the Global Health Bioethics Network web page, the networks is “a collaboration between the five
Wellcome Trust Major Overseas Programmes (MOPs) in Kenya, Thailand-Laos, South Africa, Vietnam, and
Malawi and the Ethox Centre at the University of Oxford” (Global Health Bioethics Network 2017). It is also a
partner with the Wellcome Trust Brighton and Sussex Centre for Global Health Research, and aims to: promote
and support ethical reflection within MOPs; carry out ethics research across the MOPSs; and improve the capacity
of the MOPs to identify and address the ethical issues in their own research (Global Health Bioethics Network
2017).



participant expressed a clear understanding of the study and the role they were to play, they
were then presented with a consent form to sign, which were both English and isiZulu to
accommodate either preference (see Appendix 7 for study informed consent forms). In cases
where a person showed preference for isiZulu as a language, the assistance of a research
assistant fluent in isiZulu was sought. The use of a translator at the request of a research
participant helped to enrich the data as using a language natural to the participants allowed
them to be more open and share more. While not all conversations with the research
participants were electronically recorded, 1 however, sought their consent to use an electronic
recorder during the semi-structured interviews and provided a consent form for this request.
Using an electronic recorder enabled me and the interviewer to concentrate more during the
discussion, a process suggested by Bertram and Christiansen (2014, 66). This was particularly
the case for all the interviews in isiZulu (see Appendix 8). Only when consent was granted for
the interviews to be recorded was audio recording conducted. There was no resistance from

any participant for recording.

The autonomy of the study participants was also respected and guaranteed and | consciously
avoided allowing my position as a Christian and also a sympathiser of TAM to shape my
probing or analysis of their views and experiences of the different health systems. Through
their own voices, the participants were able to express their autonomy in telling their stories.
Hence, the participants’ ability to self-express was practical in how they decided on when,
where and how long to be interviewed, as well as who should or should not be present during
the interviews or be aware of their participation in the study. They were often comfortable
being visited even when there were other family members or friends present. This was despite
the general fear within the research institute in which the study was hosted that community
members are uncomfortable being seen with researchers from the institute as they would be
noted as PLHIV.

Non-maleficence as an ethical principle means “no harm”. As stated earlier, it is essential that
the study respects and does no harm in any way to the research participants (Bertram and
Christiansen 2014, 66), especially when the studied population is regarded as “vulnerable”
within the codes of research ethics. PLHIV, who were the primary participants of this study,
have been termed a “vulnerable population” (see Knickman et al. 2002). Vulnerability has been
defined as the degree to which a population, individual, or a group of people is unable to
anticipate, cope with, resist and recover from the impacts of disasters (Blaikie, Cannon and

Wisner 1994) or susceptibility to harm or frailty, which is universal, regardless of location or



status, health, economics or social (Fineman 2008). The inability of the individual or group of
people to cope with, resist or recover from unsettling circumstances or conditions, natural or
otherwise, thus, makes them a “vulnerable population” and worthy of protection, a concept that
is said to be traceable to the Belmont Report of 1979 (see Luna 2009, 122).% Vulnerable
populations have been defined as individuals or groups of people “who are relatively (or
absolutely) incapable of protecting their own interests. More formally, they may have
insufficient power, intelligence, education, resources, strength or other needed attributes to
protect their own interests” (Council for International Organizations for Medical Sciences
[CIOMS] and WHO 2002, 64). Knickman et al. (2002) suggested such individuals were the
economically disadvantaged, racial and ethnic minorities, the uninsured, low-income children,
the elderly, the homeless, PLHIV, and those with chronic health conditions. The concept of
“vulnerable populations” is thus built around the “dangerous cultures” or circumstances faced
by some groups of individuals in society. These “dangerous cultures” or circumstances are
often human induced, such as stigma, economic and cultural oppression. In some cases,
however, the factors that heighten the vulnerability of individuals can be natural, such as
disasters and diseases (Wisner and Adams 2002). How such “natural” circumstances arise,
however, remains debateable, as human induced or not; hence Luna (2009) discussed the
notion of vulnerability as a concept with layers. She stated that the notion is “relational” and
“dynamic”. Commenting on Luna’s (2009) view on vulnerability, Lange, Rogers and Dodds
(2013, 335) claimed that Luna (2009) asserted that vulnerability is relational “because it
discovers each ‘layer’ of an individual’s vulnerability by closely examining the context in
which she [or he] finds herself [or himself]”. They also stated that it is “dynamic” “because it
recognizes that as the context changes, layers of vulnerability may come and go” (Lange et al.

2013, 335).

The dangerous cultures and circumstances around PLHIV, such as stigma and low access to
health care that led to their categorisation as a “vulnerable population”, are thus fluid as there
was a poor understanding of the disease and the illness experience in its early days, which is
not necessarily the same in the present day. Hence, while PLHIV are often categorised as a

“vulnerable population”, Luna (2009, 125) however, questioned such generalisations of groups

2L According to the United States’ Department of Health and Human Services (2018), “the Belmont Report was
written by the National Commission for the Protection of Human Subjects of Biomedical and Behavioural
Research. The Commission, created as a result of the National Research Act of 1974, was charged with identifying
the basic ethical principles that should underlie the conduct of biomedical and behavioural research involving
human subjects and developing guidelines to assure that such research is conducted in accordance with those
principles. Informed by monthly discussions that spanned nearly four years and an intensive four days of
deliberation in 1976, the Commission published the Belmont Report, which identifies basic ethical principles and
guidelines that address ethical issues arising from the conduct of research with human subjects.”



of people as a ‘“vulnerable population” needing protection. She questioned whether
vulnerability could be regarded as a category and if it is a “blanket concept that applies to all
members of the group identified” (Luna 2009, 125). For example, she asserted that “although
it is clear that all elderly people are elderly, and that very sick patients are all very sick, it is
not equally clear that all elderly people are vulnerable or that all very sick patients are
vulnerable, even if it is true that the elderly or the very sick may be vulnerable” (Luna 2009,
125). This view sets doubt on the notion that all PLHIV are vulnerable; hence some seek plural
healthcare to avoid their vulnerability or need to be protected.

Nonetheless, at no point in this study was there any physical, emotional or social harm caused
to the study participants. Although none of the research questions was intended to cause any
emotional imbalance, participants were informed that they could have access to a professional
psychologist (see Appendix 6 for information forms) who could counsel them in cases where
they expressed some form of emotional imbalance due to the questions being asked. I also
informed them that they could refuse to answer any further research questions if they felt
uncomfortable at any time. The participants were also informed that a medical doctor was
available if they needed to be attended to (see Appendix 6 for information forms), should they
express any severe physical medical conditions in the course of the interview, be this due to
the questions asked or not. The participants were informed that the data collected from the
study could be used in publications or oral presentations, but their identity would be respected
and kept anonymous through the use of pseudonyms. The participants were also informed that
the data gathered from this study would be kept safe in memory sticks and folders that would
be locked with passwords only accessible to the research team. This would be kept secure for
five years after the fieldwork, as advised by the UKZN Research Ethics Office, and later

destroyed through shredding and permanent deletion.

The last major research ethical principle is the principle of beneficence. This principle states
that “the research should be of benefit, either directly to the research participants, or more
broadly to other researchers or to society at large” (Bertram and Christiansen 2014, 67). This
study will firstly be of benefit to the wider research community through providing an insight
into the motivations behind the use of plural health care by PLHIV. This will be achieved by
uncovering the mechanisms of how they use and negotiate these health services, hence
knowing the types of services they receive and how they negotiate and place themselves within
these systems. It will also be of benefit to the participants as this study will help give a voice

to their experiences, plights and needs while making use of services from a plural health care



system. Knowing the experiences of the users of the existing systems will lead to the
improvement and creation of appropriate HIV policies and services that address the health
needs of such health users. As an immediate benefit, at the end of each interview, a combo or
refreshment — a sandwich, a 250ml juice and a fruit were given to each participant.

The traditional healers were informed that this study would be of benefit to the participants and
the organisation directly and indirectly. The study sponsored the hosting of one of the
Traditional Healers’ Organisation’s meeting where they were to raise some of their worrying
issues as well as research problems, such as the training of traditional healers in HIV care and
recognition of their role in health provision, which they felt needed to be researched. The timing
of this meeting was the decision of the organisation. The larger study, of which this study is a
part, will further collaborate with other researchers from the Africa Centre to initiate an Action
Research Programme at the end of the study. This programme will create room for dialogue
between the different healthcare providers in the study brought together to discuss some of the
differences between them and ways for better coexistence and possible collaboration. The

participation of the providers in the forum will be voluntary.

Ethical considerations were also considered in the write-up of the thesis, which reports on the
collected data. This is also known as intellectual credibility, a process where the findings are
reported justly, accurately without bias or censorship, regardless of the levels of analysis. As
this research took an interpretive approach, facts may not necessarily be in relation to general
or universal notions of concepts or their understandings. Thus, facts in this study were the
participants’ thoughts as expressed in their assertions and actions, but also their feelings
expressed at each particular time. As this research reports on people’s personal experiences, to
maintain credibility, during the analysis and write-up of this thesis, the researcher was
conscious of questions such as “how well is the data reflective of the respondents’ reality?”,
rather than asking if the data were facts or were true. According to Bertram and Christiansen
(2014), it is the ability to respond to such a question in the affirmative that boosts the validity
of the study and hence its reliability if tested in similar situations. Bertram and Christiansen
(2014, 186) stated that reliability “is the extent to which the test, measure or instrument can be
repeated with the same or a similar group of respondents and still produce the same (or very

similar) results”.



2.7 Study Limitations

In conducting any research, there are always possibilities of shortcomings. The major
limitations in this study were the unavailability of medical doctors to be recruited in the study
and the researcher’s lack of fluency in the local language used by the study participants, isiZulu.
Although involving medical doctors was part of the conceptualisation of the study, this proved
difficult. This difficulty arose mainly due to the absence of medical doctors in the clinics, who
only visit about once a month and when in the clinics, they consult with an average of 34.2
patients. This unavailability of biomedical doctors in the study community made it difficult to

involve them in the study.

There was also a possibility of bias in the views represented due to the high representation of
traditional healers in the study, some of whom were amongst the primary participants and
others among the secondary participants. Caution, however, was taken against such a limitation

by openly and clearly capturing the views of other participants who had different health views.

The language challenge faced by the researcher prompted the use of research assistance so that
interviews could be conducted in the natural language of the study participants, thus, limiting
the active involvement of the researcher in the data collection process. A research assistant,
whose fluency and efficiency in both isiZulu and English, was highly recommended by the
Social Science Research Coordinator of the Africa Health Research Institute (AHRI). The
skills of several research assistants were observed and tested in two weeks’ training and
interviewing, which included practical activities to test and strengthen research skills. Their
ability to interpret, transcribe and translate texts from isiZulu to English and from English to
isiZulu, were part of the tested and developed skills. Hence, all interviews were held in isiZulu,
and the audio recordings were translated into English and quality checks were conducted by
the Social Science Research Assistant’s Supervisor, whose fluency in both isiZulu and English

was highly rated at the institute.

The role played by the research assistants, both of whom were familiar with the study
community, was vital to the study. One of the research assistants was a qualified teacher with
vast experience of fieldwork for AHRI in the study community and the other had retail
experience in public relations and interactions with non-familiar persons. With their qualities,

the study team was equipped for the shortcomings of the researcher. The strong charisma of



both assistants and their ability to freely interact with participants in our first meetings always

put participants at ease and they soon openly shared their life and experiences with us.

Due to the need to conduct interviews in isiZulu before transcribing and translating into
English, there was a possibility that some meaning would be lost in the process of translation.
This process of transcription and translation contributed to the length of time spent in
conducting the study. This time, however, allowed for a deeper understanding of the data by
the research team. This understanding was constantly shared by the research assistants who
sought questions to some of the issues they found arising from the data even before completing
the transcription and translations, thus allowing the team time to engage fully in not only the
data collection processes, but contributing to the initial stages of analysis. This involvement in
turn boosted their understanding of the study and their approach to subsequent field visits. Also,
to limit possible loss of meaning, which was a factor that ought to be avoided in any study, if
collected data are to be viewed with credibility, the research assistants took turns to verify each
other’s translations in relation to the original transcripts. Verification was also done between
the original transcripts and the audio recordings to ensure that transcripts were accurately

captured. This process aimed to ensure that the data was of high quality, credible and accurate.

The study methodology, although intended to enable a robust process of data collection and
analysis, also had its limitations. This was particularly in relation to the time limitation that
could have allowed for a deeper understanding of the study phenomenon using grounded
approach and the development of a theory of medical pluralism. This limitation was also linked
to the limited qualitative study approach. A longitudinal and more mixed approach has the
potential of giving a more rounded view and understanding of the experiences of PLHIV using
plural health care and its impact on their cascade of care as opposed to a shorter qualitative
study. The number of participants, also, did not allow for general conclusions about PLHIV
who use plural health. These shortcomings, however, were to be dealt with through the larger
main study of which this doctoral research is only a part. The main study is longitudinal,
involves more participants and makes use of a mixed method approach in terms of data
collection. This study, however, focused on a limited number of participants to present an in-
depth and accurate representation of their experiences and how they are able to negotiate the
complexities encountered in seeking plural health care.

2.8 Principal Theories, Models and Frameworks



Although theories cannot be regarded as panaceas, according to DiClemente, Crosby and
Kegler (2009, 3), they do enable us to develop certain conceptual frameworks when choosing
an important hypothesis that will influence a study. They help in providing some guidance in
the manner of views held and expressions made around a phenomenon. Thus, theories were
necessary for this study as they often serve as the guiding principles for a study across different
disciplines, especially anthropology (see Barnard 2000; Creswell 2013; McGee and Warms
2004). As stated by Grant and Osanloo (2014: 13), “without a theoretical framework, the
structure and vision for a study is unclear, much like a house that cannot be constructed without
a blueprint”. They are the windows through which the collected data in a study are understood,

explained and interpreted.

Being a discipline mostly “concerned with understanding the ‘other’” (McGee and Warms
2004: 1), anthropology and anthropologists make use of emic and etic research guided by
certain established theories and frameworks in order to study people’s behaviours, beliefs and
lifestyles. Theories have been defined as “interrelated sets of constructs (or variables), formed
into propositions, or hypothesis, that specify the relationship among variables (typically in
terms of magnitude or direction)” (Creswell 2013, 51). They illuminate the “grey” area in
studied phenomenon as a way of linking and bridging the dotted lines that may be observed by
a researcher. It could also be said that they help a researcher gain a clearer perspective on the
phenomenon he or she observes in relation to established conceptions of society. In summation,
the use of theories as stated by Grant and Osanloo (2014, 12), becomes the foundation on which
knowledge is developed. In attempting to understand, explain and interpret the data collected
in this study, two established social sciences theories and one health sciences theory were used
in order to gain more understanding of the mechanisms of medical pluralism and the experience
of users, especially in terms of how they negotiate the different services they receive as
presented in the developed theory. The theories used in this study were Structural Violence
Theory, Behavioural Theory and the Health Belief Model.

In the 1960s, a Norwegian sociologist, Johan Galtung introduced the concept of Structural
violence. Galtung is renowned for founding the Discipline of Peace and Conflict Studies. At
the heart of the Structural Violence Theory is the discourse on how “social structures —
economic, political, legal, religious, cultural — stop, hinder or limit individuals, groups, and
societies from reaching their full potential” or “the cause of the difference between the potential
and the actual, between what could have been and what is... that which increases the distance

between the potential and the actual, and that which impedes the decrease of this distance”



(Galtung 1969, 168). Galtung (1969, 106) stated that the concept of violence used here is in
relation to the “avoidable impairment of fundamental human needs or... the impairment of life,
which lowers the actual degree to which someone is able to meet their needs below that which

would otherwise be possible”.

While PLHIV might have not suffered any physical violence for being HIV-positive, the lack
of understanding between the service providers and the restrictions they receive can be
regarded as a contributor to the impairment of the possible health services they would have
otherwise attained if not for the rejection of some of their health behaviours. This form of
violence, Galtung stated, can be termed “psychological violence”. He said this is a type of
“violence that works on the soul; where the latter [psychological violence] would include lies,
brainwashing, indoctrination of various kinds, threats, etc. that serve to decrease mental
potentials” (Galtung 1969, 168). The complexity and tensions between the systems directly
impacts on their level of comfort and ability to use the different systems at their best-chosen
moments. As Gilligan (1996, 306) asserted, “Structural violence is often embedded in
longstanding ubiquitous social structures, normalized by stable institutions and regular
experience”. These structures can be regarded as the different guiding principles expected of
the PLHIV using the health systems as well as the types of health services received by the
PLHIV. Due to the nature of the guiding principles, health seekers are expected to adhere to
the types of health care services provided, the established values of a system which are intended
for a positive outcome can in the end become violent to its users. Such violence is inevitable
when the holistic natures of the users’ needs are not taken into adequate consideration, yet they

are expected to religiously follow established standards of a health system.

This theory was relevant to this study as it helped us in understanding how the beliefs and
practices of the different health systems as societal institutions, individually or combined,
become violent to PLHIV and their health. This violence was seen to take place at different
levels. Firstly, it was through the oppression and rejection of some of the systems used in plural
health-seeking by other dominant systems. Secondly, it was through the transfer of fear by
dominant systems to users of plural health regarding the “risk” of using health systems other
than the dominant systems. The oppression of one system of thought or health system over
another can bring about tensions and violence not only between the systems but in and on the
users of the different systems. As stated by Farmer (2004, 306), structural violence is strongly
connected to social injustice, which is an “avoidable impairment” that reduces the degree of

health that is otherwise achievable by PLHIV. This theory, thus, helped us unpack some of the



embedded beliefs transferred to users from the different health systems and how these beliefs
and services shape the health-seeking behaviours of the PLHIV. Understanding how powerful
health structures and views contribute in shaping the health-seeking behaviours of PLHIV
allows us to begin to work towards changing the influence such structures and systems have
on the health-seeking decisions of plural health users. Bringing this change is a call for us to
begin to study the systems “not as we typically do, from the top down (systems to influence),
but rather from the bottom up (experiences of individual users of the systems)” (Bevir 1999,
353). Taking the bottom-up approach allows us to place the users of the different health
approaches at the centre of all health initiatives rather than working to change the health users
to adapt to the prevailing health approach in the society. Being able to place the seekers of
health at the centre of how health systems are operated, leads to peace in health-seeking and
provision rather than the prevailing tensions and violence. Attaining peace, however, as
Galtung stated, is the continuous negotiation of principles that do away with violence, which
is a factor in increasing the gap between what a person can potentially attain to what a person
actually has attained (1969, 168).

Another theory used in this study was Behavioural Theory. Behavioural Theory is a theory
which asserts that humans behave in certain manners as a way of growing into a certain state
of being or in order to gain a certain state or results. This notion has been explained by
researchers (see, for example, Hennessy, Merro and Rathke 2003; Kelley and Michela 1980;
Schultz 2004; Waelti, Dickinson and Schultz 2001) as an attribution of one’s behaviour or
action to one or more causes. Such behaviours can either be personal or can be linked to cultural
practices and rites. Behavioural theorists state that the developments of sociocultural systems
are explainable through certain analogous principles. One of the principles is the Principle of
Enculturation. Through this principle, people are able to live and adapt from one generation to
the next through social learning and constant adaptation. As asserted by Alland (1973, 268) in
an aphorism, “individuals die, new individuals are born, but culture lives on”. Each individual,
with the normal learning abilities, is able to inevitably become a “carrier of certain sociocultural
traits because he or she is exposed to the system of rewards and punishments, the contingencies
of reinforcement, maintained by the members of a particular society” (Langton 1982, 341). The
second principle held by the Behavioural Theorists is the Principle of Innovation. This principle
states that the novel replication patterns of thought and action within a society develop in a
random manner. Hence, “the selection of thought or action, whether positive or negative, is
typically a function of the environmental consequences it generates” (Langton 1982, 341). This

is also evident in Bandura’s (1977, 96) assertion that “behaviour is, in fact, extensively



regulated by its consequences. Responses that result in unrewarding or punishing effects tend
to be discarded whereas those that produce rewarding outcomes are retained”. Behavioural

theory is one of the well-known and often-used “attributive theories”.

Health beliefs, health-seeking behaviours and health practices have taken a range of forms and
practices in different societies. Behavioural theory assisted me in understanding why PLHIV
make use of plural systems — behaviour that has received much attention and criticism over the
years in research on medical pluralism. The theory also assisted me in understanding and
analysing the how/mechanism of medical pluralism, which are the basic steps taken by users
in using and negotiating the services they receive. With understanding the mechanisms behind
the negotiations implored by PLHIV in plural health-seeking, more light was shed on how
PLHIV incorporate the different health services into their medical regimen and their aim and
motivations for engaging in this practice. The health-seeking behaviours of the PLHIV in the
study varied from one pattern of plural health to the other. Through behavioural theory, | was
able to understand how and why the health-seeking behaviours of the participants varied and
how such variations influence their well-being. All patterns, however, were seen to be as a
result of the different health-seeking cultures developed by PLHIV in the different categories.
The term ‘culture’ has been defined as the “transmitted and created content and patterns of
values, ideas, and other symbolic — meaningful systems as factors in the shaping of human
behaviours and the artefacts produced through behaviour” (Kroeber and Parsons 1958, 583).
The behaviours of people, however, are carried out with hoped-for or expected reactions. As
asserted by Kelley and Michela (1980, 358), the common idea behind peoples’ behaviours can
be interpreted based on their causes and the reactions that can be discovered after the
behaviour. Behavioural theory in this study aided in exposing not only the health cultures of
the participants, but showed how their religious as well as traditional cultures contribute
immensely to how they understand and approach health and illness, including HIV. Their
behaviours showed consistency in wanting to attain a better state of health, thus expressing
their agency and resilience in surviving the rather complex system of medical pluralism, which
exists in the face of tensions and challenges to primary health care delivery in the study

community.

Embedded within the debate on behaviours and action is the notion of agency. This debate is
on the question of what shapes people’s behaviours as contended by the behavioural theorists.
Agency as a word is derived from a Latin word agentia, which is an abstract noun of another

Latin word agentem, meaning “effective” or “powerful” and it is the present participle of
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“agree”, which means “to set in motion”, “to drive forward”, “to do”, or “to perform”. The
word was used in the 1650s to mean “active operation”, and in the 1970s as “a mode of exerting
power or producing effect” (Online Dictionary Etymology 2018). Rapport (2004, 1) asserted
that the word pertains to the debate on the “relationship between individuals and social
structure” and “to the nature of individual consciousness, its ability to constitute and
reconstitute itself, and ultimately, the extent of its freedom from exterior determination”, in
other words, becoming creative. This process of self-reconstitution is made of human actions,
which Max Weber emphasised, spawns from rationality: consciousness, reflection, intention,
purpose and meaning. This view however, has been noted by Rapport as a liberal stand towards
“agency” as there is a communitarian view, with the French sociologist, David Emile Durkheim
as its founding father, which holds that human creativity operates only within the bounds in
which already developed social structures allow, and is thus restricted (Rapport 2014). Indeed
people’s actions are carried out within existing structures; this, however, does not take away

the conscious effort made to creatively act or navigate through the existing societal structures.

Although the existing structures may result in constraint decisions, these structures do not
necessarily take away the power of conscious decision-making of individuals or dictate what
actions individuals make. Societal structures, as they are, are developed by people and
continually evolve over the years. This process of evolution is a result of how individuals
engage with the structures, mostly, how the existing structures are constantly recreated through
the use of individual creativity, which is an expression of agency. This recreation of society,
Leach (1977) held, is because agency is the display of a deep-seated desire inherent in humans
to act against established societal rules as a way of generating new ones. He stated that “all of
us are criminals, born by instinct. All creativity... contains within it a deep-rooted hostility to
the system as it is” (1977, 19). Sharing Weber’s view, however, I hold that this desire to
recreate society is systematic and conscious, not necessarily instinctive. The debate on the
recreation of social structures as a conscious human effort has been widely discussed in
literature. Lavie, Narayan and Rosaldo (1993, 5), for example, stated that creativity is “human
activities that transform existing cultural practices in a manner that a community or certain of
its members find value”. Also, Giddens (1976. 15) stated that “while not made by any single
person, society is created and recreated afresh... by the participants in every social encounter.
The production of society is a skilled performance, sustained and ‘made to happen’ by human
beings”. Thus, regardless of which view one holds of agency, the concept as related to this

study pertains to how the study participants were able to consciously make goal-oriented



health-choices despite the social structures, rules or requirements on them from the health

systems they use, to develop new pathways to seeking health.

Behavioural theory also allows us to understand how the study participants withstood the
complexities they faced while seeking and developing new health pathways. In withstanding
the complexities of using a plural health system, the participants displayed a high level of
resilience in expressing their agency in making their health-choices, despite the opposition of
some of their health providers. Unger (2008, 26) defined resilience from three dimensions. He
said resilience is “... the capacity of individuals to navigate their way to resources that sustain
well-being”, “... the capacity of individuals’ physical and social ecologies to provide these
resources” and “... the capacity of individuals, their families and communities to negotiate
culturally meaningful ways for resources to be shared” (2008, 26). These definitions, he said
highlight “the need for individuals to exercise enough agency to make their way (navigate) to
the many resources they require to meet their developmental needs. These resources must be
both available and accessible. They range from psychological resources like feelings of self-
esteem and a sense of attachment to accessing health care, schooling and opportunities to
display their talents to others”. Rak and Patterson (1996) stated that emphasising resilience
increases the attention paid to strengths and reduces the emphasis on pathology. This effort has
also been highlighted by O’Leary (1998, 426) who stated that “psychologists have recently
called for a move away from vulnerability/deficit models to focus instead on triumphs in the
face of adversity...” Thus, he went on to assert that “the potential theoretical, empirical and
policy significance of the proposed paradigm shift from illness to health, from vulnerability to
thriving, from deficit to protection and beyond, ought not to be underestimated” (O’Leary

1998, 426).

To aid in the understanding of the collected data and their analysis, the Health Belief Model
was also used. Our understanding, socially learned or self-engineered, of society and its
structures play a role in how we construct and understand health, health practices, and how we
interact with health services. A theoretical background to this form of understanding is the
health belief model. This model of understanding people’s health beliefs and practices is a
systematic explanation and prediction of preventive health behaviour. This theory was
developed by Godfrey Hochbaum, Stephen Kegels and Irwin Rosenstock around 1952. This
theory strives towards unpacking people’s health behaviours and motivations as a way of
“distinguishing illness and sick-role behaviours from health behaviour” (Hochbaum,

Rosenstock and Kegels 1952, 1).



This model was vital to this study as it aided me in understanding some the beliefs behind the
use of plural health care systems by PLHIV and how such motivations shape their general
health beliefs. Hochbaum et al. (1952, 2), in constructing this analytic model, were of the belief
that this theory could enable researchers to predict and understand how people’s health
behaviours have been constructed and maintained by their belief towards prevailing health
systems and practices. As this study does not only seek to understand the beliefs and
motivations behind the use of plural health care systems by PLHIV but also how they interact
with these systems, this theory assisted us in creating the link between the beliefs and health
practices of the research participants. The theory allowed me to understand the various health
beliefs and understandings held by the research participants. Such beliefs ranged from how
they traditionally view health and illness and how such views are forced to change when they
interact with the biomedical health facilities, and how they view their use of plural health as
not only a health-seeking process, but as a way of asserting their power of choice rather than

conforming to dictated dominant norms.

The three theories used in the study shaped the conceptual approach of the study. The theories
were all linked, build on each other and offer different contributions to the understanding of a
phenomenon. Theories often do not singularly fully provide the conceptual guide needed in
understanding a phenomenon. Due to this, researchers often adopt different aspects of different
theories in developing conceptual frameworks when exploring a phenomenon. Firstly, the
health belief model shows how the participants in the study had different health beliefs which
spur them to using different patterns of health-seeking, thus expressing their health behaviours.
However, their health behaviours are not necessarily independent of interference. The plural
health system in which they operate is riddled with complexities and tensions between the
different systems used. These tensions often play out violently to the users in their journey of
health-seeking. This form of violence is somewhat embedded in the health structures in the
society and how they are practiced. These structures, due to their different founding principles
towards health and illness, can lead to the users being torn apart in discomfort and uncertainty
in choosing when and how to use what health approach. The subsequent self-chosen health
routes of the participants in complex health system, which arise from how they are able to
navigate the different systems, are expressions of how they adopt certain survival behaviours.
These navigation mechanisms of what is often seen as a “dangerous” and complex system of
health practice, portrays their health behaviours, which are not only shaped by their health
beliefs, but also by the existing factors in their health seeking. The adoption of this conceptual

framework provided an approach as to how the research problem was to be solved. Grant and
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Onsloo (2014, 16) implied the development of a conceptual framework shows a researcher’s
understanding of not only how the research problem will be solved, but also an understanding
of “the specific direction the research will have to take, and the relationship between the

different variables in the study”.
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Figure 2.2: Health seeking journey: conceptual framework

2.9 Conclusion

The exploration of chosen phenomena by answering identified research questions can be
regarded as an adventure. This process allows us to make sense of some aspects of the world
through the research of a phenomenon, as stated by Bertram and Christiansen (2014). The use
of guiding aids, in the form of research tools, methods, and frameworks, not only aids in
creating order for a systematic data gathering and analysis, also allows for a coordinated

presentation of the collected and analysed data.

This chapter looked at the different tools used in this study, how they were used and the
justification for their use. The chapter presents some details about the study community, the
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manner in which the study participants were recruited, the approach to the data collection and
analysis while considering the necessary ethical guidelines. The chapter also presents some of
the challenges encountered in the course of the study and how such challenges were mitigated
in order to attain high quality and credible findings. The principle theories and frameworks
used in the study were another key aspect of the study looked at in this chapter. These theories,
which served as windows through which the data was viewed, interpreted and presented, were
fundamental in the understanding of the experience of PLHIV who were plural health users
within a wider societal context. This context, which is made up of different institutions and
beliefs, contributes to how PLHV make health decisions and behave. The presentation of these
different aspects of the study presents readers with a clear map of how the study was conducted

and how the findings were reached.



CHAPTER THREE

Use of Multiple Health Approaches by People Living with HIV:
Intentions and Reasons for Plural Health-Seeking

3.1 Introduction

Defining and understanding the concept of health conditions or illness varies, depending on
what health model or philosophical and ideological approach a person uses. When having a
disease or being ill, one is said to be sick. Hahn, an American epidemiologist and
anthropologist, for example, defined sickness as unwanted conditions of self which, to some
level, pose a threat to a person (1995, 22). As a result, the threat may be, according to Brown,
“a clinical phenomenon, defined by the pathophysiology of certain tissues within the human
organism” (Brown et al. 1998, 11). This threat can also be the vivid experience of pains
believed to have been caused by a neighbour’s spiritual influence, the ancestors or God’s way
of passing a message or reprimanding a person (Brown et al. 1998; Chigona et al. 2008;
LaMeaux, 2015; Naidu 2014; Parle 2003; Richter 2003; Valenkamp and Van Der Walt 2006).
Whether regarded as a disease or an illness, the participants in this study experienced different
health conditions, through which they sought plural health. The participants often sought
healing from different health approaches, depending on the health condition and their

understanding of the condition.

The use of plural health amongst people living with HIV/AIDS has been shown to be prevalent,
globally (Micollier 2004; Pawluch et al. 2000) and in Africa (Nagata et al. 2011; Peltzer et al.
2008; Tocco 2010). In South Africa, for example, Peltzer et al. (2008) showed that many ART
patients resort to traditional medicine due to the side-effects of ART or other HIV related
symptoms. Such use is also seen in Pantelic et al. (2015), in a study with 2 477 parents or
primary care givers in some rural and peri-urban areas of KwaZulu-Natal, South Africa. A sup-
sample of 435 of the 2 477 participants was identified as needing ART. Of these 435
participants, 20% were reported to be users of plural health. With more openness in disclosing
the use of plural health, such percentages are likely to be higher. This is likely to be the case
as cases of plural health use are sometimes either not detected by health care providers or are
not reported by the plural health users. Such non-disclosure has been said to be mainly due to
the negative reaction meted on plural health users by some health care providers (see, for
example, Baer 2008; Baer 2015; Ennis 2014; Marwick 2005). Plural health practice by people



living with HIV, like amongst people with other health conditions, involves the use of different
health systems. The case of a patient in Moshabela et al. (2011, 846) is one of these classic
scenarios. In this study, Moshabela et al. documented how Mabuti, one of the study
participants, sought health from different health approaches and providers in his HIV health-
seeking journey. In the study, the health-seeking journey of the participant was seen to take
about four years between having symptoms of HIV to eventually being initiated on ART. This
use, as literature has shown, is a complex web which does not have a standard operation
procedure guiding users as to when to visit what system and with what health conditions. The
“rules” of the practice, when and where they seem to exist, are often fluid, mostly depending
on user’s health view, but also on the health condition suffered. Thus, this chapter focuses on
exploring the health systems used by the participants and the drive they had towards the use of
each of the health approaches.

3.2 Use of Biomedicine by People Living with HIV

Despite the existence of many health systems in the study community, the participants in the
study all made use of the biomedical health approach. The use of biomedical health facilities
by the participants was for both HIV care and the treatment of other biomedically-related and
understood health conditions. For most of the health conditions reported by participants in the
study, especially conditions that the participants believed were treatable biomedically, they
sought biomedical assistance in clinics or hospitals, except when they had an understanding of
the illness that differed from that proffered by biomedicine. The use of a health system by the
participants was a sign of their health knowledge and how this shapes their health care seeking

behaviour.

One of the major streams of biomedicine used by participants in the study was the clinic. As
the clinics have been structured by the Department of Health to be the primary health care
centres in communities and the most available and accessible biomedical health facilities, they
were often the first point of contact most participants had with the government’s health care
facilities. Some of the participants in the study reported to have only started making use of the
clinics as adults. This was because when they were younger, there were either few accessible
clinics in their communities or their parents were staunch believers and users of other health
practices, hence did not make use of the clinics. Some of the participants, however, began using
the clinics from their childhood, even though the clinics were not in close proximity to their
homes, they were able to make regular visits to the clinics for different health conditions. One
of the participants stated:



| use the clinic because it is the clinic which refers me to the hospital if there
IS a need to go to the hospital and that depend on the fact that | am very sick
(Sifiso).

One of the participants who always made use of the clinic, stated:

| was not initiated on treatment, my CD4 count was high, and | only took the
pills for prevention for the child, yes. | continued checking my CD4 count and
the child was taking her treatment. | have [also] started. | am taking it [ART]

since last year 2015 July. | normally use the clinic. (Nobuhle)

Nobuhle was one of the participants who said they had found a very good need to always visit
the clinic whenever they had any health need, especially in maintaining a “proper” regimen for
their ART. This choice to make use of the biomedical health facilities is in line with the general
requirement from biomedical health practitioners to PLHIV, who are always advised to
constantly make use of the facilities for all their health needs, especially HIV care. Her health
choice of always making use of the clinic was strengthened when her father and sister passed

away as they did not make “proper” use of the clinic, especially her father.

Another participant who showed dedication in using the clinic despite being a traditional healer
was Nolwazi, who has maintained an active ART programme for about seven years. She spoke
highly of the need for all those living with HIV to maintain an active ART adherence and a
healthy lifestyle. This view, she said, she also passed on to people whom she trained to become
traditional healers, especially those who are HIV positive. Living close to the clinic, she is well
known by the clinic staff as she had been an active user of the clinic even before she tested

positive for HIV. She is also one of the reputable traditional healers in the community.

From the narratives and the participants’ use of the clinic, it can be seen that although there are
other health approaches for treating other illnesses or health conditions, the treatment of HIV
was limited to the biomedical health system. This was because the study participants clearly
felt and accepted that HIVV/AIDS can only be treated biomedically. Some were aware of certain
instances where traditional healers had failed to treat HIV/AIDS which contributed to their

confidence in biomedicine.



HIV testing and treatment was the main reason the participants to use the clinics. Due to their
knowledge of HIV/AIDS and way in which it can be treated, most of the participants were

positive towards treatment when they discovered they were HIV positive.

1 didn’t have any stress I just say just because I know that I'm infected that is
my wellness. Because father [husband] was sick for a long time, that means
he was infected a long time ago. Yes he was a cheater but I didn’t feel bad that
my husband went around the world and came back and infected me. | just said
to myself I also touch people who are infected if they are here it can happen
that I am the one who infected him. So I didn’t know I just accepted it.
(Nolwazi)

| found out | was HIV [positive] in 2013. It was painful but | thought it was
life and that it will go on, the child will live and | will be if I continue with the

ways (health practices) | was taught at the clinic. (Nobuhle)

Despite being believers and users of multiple health systems before and after being HIV
positive, most of the participants expressed immediate acceptance of their HIV status when
they first tested positive despite the shock. Some of the participants asserted that this
willingness to engage in treatment was due to the counselling received from the HIV
counsellor, but also because they had partners who were already HIV positive, hence were
prepared for a similar outcome. The attitude of the participants resonates with that of many
members of the community who are seen to be actively on ART. The role of HIV education
received not only from the clinics, but also from health research institutes such as AHRI was
highlighted by the participants as contributing factors towards their acceptance of their HIV
statuses and understanding of how to manage their experience of living with HIVV. While some
of the participants immediately accepted their HIV status and treatment in the clinics, others

initially rejected their HIV status and the treatment offered.

After testing positive | saw that it was hard and | could not accept it because |
didn’t think it was like this. They made me a transfer letter to go to whichever
clinic | could afford to go to. | then went to the [name of her local clinic] and
| was accepted. Being educated there made my heart accept and | even felt
accepted here at home. | have accepted it now because | have been going for

my CD4 count right here at the mobile [clinic]. (Lindiwe)



Although Lindiwe initially rejected the fact that she was HIV positive, she later accepted her
HIV status and made adjustments towards a life of living with HIV. Her initial rejection,
however, was not due to her belief in traditional healing, but due to the shock of finding out
that she was HIV positive, especially considering that she was a teenager at the time. Since the
acceptance of her HIV status however, she has maintained an active ART programme
throughout her HIV journey, despite being a traditional healer. Lindiwe’s immediate response
is similar to that of many people who discover that they are HIV positive. This is the case, as
stated by Kelly et al. (1998), because often people are unable to envisage themselves as
becoming HIV positive, regardless of a risky lifestyle. Therefore, the trauma of this knowledge
can leave people depressed or in denial. However, the counselling and health knowledge of the
participants enabled them to make use of the clinic for their HIV care, despite the initial shock.
There were other participants, however, despite their knowledge of HIV and the awareness of
the available treatment in the clinics, chose not to take on treatment after finding out they were
HIV positive. Although the study participants use the clinics for the treatment of illnesses such
as TB, diabetes, asthma, epilepsy and body pains, the most common use of the clinics amongst
all the participants was for either HIV testing or treatment, as most of the participants
participated in ART in their various clinics. One of the participants, who was not on ART,
stated that he was “cleansing” himself using traditional healing before going back to the clinic.
He said he was taking this as the nurses had informed him during his diagnoses that his blood
was dirty. The second participant not on ART, was a traditional healer who was unhappy with

how he was treated by the nurse at the clinic when he was diagnosed of HIV.

After testing positive, they said I must come back on Monday, but I didn’t go
back. No, | was afraid (laughed). Ey | was just shocked. They tried to give me
counselling but I didn’t think what they were saying was that serious because
what they told me was confusing. I believed the results, the machines won'’t lie,
but what was confusing me was the way the nurse talked to me. She said “you
see now, you will stop (laughing) saying it’s the ancestors now you see that
you are sick”. She just used what she saw on my body (the traditional healers’
beads). What she said didn’t sit well with me, but I just got over it because
nurses are disrespectful, I know. I got out and left, but | was shocked, yes | was
afraid, ya | am afraid. Now that I know the result, (laugh) 7 don’t know, but I
need to visit the clinic, it’s just that I don’t feel any pain in my body. I won't
take any action as... I am afraid but I will go, I have to force myself to do it,

but | am afraid of the nurses. (Nkosinathi)



Nkosinathi’s refusal to begin treatment was mainly due to the nurse’s reaction after he tested
positive with HIV. The nurse pre-empted the possibility of him claiming that he was only HIVV
positive due to some ancestral role in his life and rebuked him for this. This discouraged him
from beginning his treatment. While the practice of medical pluralism may be, and is often,
regarded as a barrier to the progression of PLHIV on their cascade of care, the attitude of their
health care providers, especially biomedical, may be a greater barrier. This is so because the
practice, per se, does not necessarily hinder the plural health users from engaging and seeking
health care from the biomedical health facilities, as seen in the case of Nkosinathi. Instead, the
negative reactions to the users’ plural health practice by their biomedical health providers often
serve as a deterrent and put people off visiting or utilising the biomedical health facilities. In
addition to Nkosinathi, Mqondisi also accepted that his blood was “dirty”, a phrase often used
by nurses to mean that a person is HIV positive; however, he opted to “cleanse” the “dirty

blood” traditionally, rather than biomedically.

| did all the tests when | was having TB for the second time. | said to the
providers to do all the tests and they said my blood was too dirty... they said

that they didn’t find any TB but the result said my blood is too deoxygenated.

After | arrived at home | went to [name of a clinic close to his home] and they
also did the tests, same time they said my blood was not right and they asked
if  was using any traditional medicine and I said yes. And they said “okay we
should have given you the pills but if you have herbal mixture that you are

using then you can carry on using it.

I don’t know what pills those were, even now. | wish to know but I was waiting
for them to tell me that as I said I'm taking herbal mixture, “you must come
back to do the retest to see if the blood is improving or not so that we will give
the pills for your illness” because if the blood is dirty there is no illness that

you will not suffer. (Mgondisi)

The understanding of HIV to mean that one’s blood is clean or dirty was highly influential in
the participant’s resorting to traditional healing for “cleansing” of the “dirty blood”. While in
our encounters with Mgondisi, he showed an understanding of what HIV was, there was no
clarity as to whether he understood that he was HIV positive or not as he continually referred

to his HIV status as “dirty blood”. In consultation with his biomedical health providers, the



study team discovered that he was due to be enrolled on ART after his second visit to the clinic,
however, he did not return to the clinic. Instead, he informed the study team that he was still
consulting his traditional healer to attempt to clean the “dirty blood”. Mqondisi said he would
only return to the clinic to check his “blood status” after completing the different ritual
procedures he was involved in to clean the blood. His actions seem to be in line with his

understanding of the conversations he had with the nurses in the clinic. He said:

They said “no you can continue using it (traditional medicines), if you see that
you have tried everything and it’s not helping then you can come back to the
clinic to take treatment”. I just said | will hear from you which pills I will
come and take if I am not feeling well. I just take traditional medicine. Since
then till today it’s just flu that makes me cough only, nothing else that makes

me suffer.

While Mqondisi’s assertions may appear at odds with what is regarded as the “normal”
recommendation from nurses to patients who are diagnosed with HIV, the experiences of other
participants in clinics were similar as to how the nurses responded to them — condescendingly
— if they are aware of their use of plural health. They reported that some of the nurses often
angrily said to them they could keep using their traditional medicine instead of ARVs to see if
it helps them. This response from the nurses however, as later discovered in our interviews
with the nurses, was not because they approved the use of traditional medicines in place of
ART.

Instead, it was because they believe that the patients are “too stubborn” by wanting to make
use of traditional medicines while on ART even when they, as nurses, warn them against such
a health-seeking approach. To the nurses, however, both treatments should not be taken
concurrently as there are likelihoods of counter-indication. Within the differing manners in
which the nurses and the patients approach treatment adherence is often a misunderstanding
of the intentions and actions of the patients from the nurses. The patients appear not to
necessarily intend seeking a cure for their HIV from other health approaches, as assumed by
the nurses; rather, they often utilise these systems to treat health conditions they believe are
treatable within such health systems or conditions they believe paved the way for their HIV
positive status, such as in the case of Mqondisi. These differing views, in most cases, can leave
patients feeling constrained, especially as the power dynamics in the relationship with the
biomedical health practitioners is not on the same level and the providers often hold the higher

grounds of power in the relationship. Such attempted restrictions can be regarded as a form of
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psychological violence towards the patients, their beliefs as well as their health-choices. The
effects of such psychological violence towards the patients, however, contribute to pushing
them towards making a choice between using one health approach over another. Such a
reaction from the nurses, in line with Galtung’s view on structural violence, can be “the cause
of the difference between the potential and the actual, between what could have been and what
is... that which increases the distance between the potential and the actual, and that which
impedes the decrease of this distance” (1969, 168). This is so because the nurses’ response to
the patients increases the distance between the actual state of health of the patients and their
potentially improved health. For some patients, however, such a choice is not to be made as
they prefer to use both health approaches, not choosing one over another. However, when a
choice is made, their default health approach becomes the chosen approach, as in the case of
Mgondisi, thereby expressing their agency, albeit constrained, in finding health peace and

harmony regardless of the existing structure and experienced violence.

Within the context of biomedicine, the hospital was widely used amongst the study participants.
Although most of the participants reported using the hospital at different stages of their
different health conditions, Cothoza had multiple and prolong visits to the hospital when he
had a swollen stomach. Due to the hospital’s failure to diagnose and treat his condition, he
went on to visit other health systems. However, he still returned to the hospital for check-ups
and for his final treatment, which saw the end of the swollen stomach. The hospital, for most
of the participants, was only utilised when facing major health conditions that were not
treatable in the primary health facilities. Aside from the lack of need to constantly visit the
hospitals, the distance of the only hospital in the sub-District made it difficult to be utilised by
the participants in the study. Nonetheless, when there was a need or when referred to the
hospital by the health providers at the primary health centres, the participants were not hesitant

in using the hospital.

| came to the hospital and they checked and tested me there. They got
everything about my health then they said that it was this thing the... the
Tuberculosis. Then when | started taking this treatment, the TB treatment, ooh
there was the stomach. It became big. It was like a mountain eeh. | was asking
myself then that ooh what was happening. | went back there; they kept trying
to drain this water. Well they drained that water and it came back again. They
didn’t know it was the liver. (Cothoza)



Some of the participants also made visits to pharmacies while seeking health care. While
seeking treatment for his swollen stomach, Cothoza experienced flu, a health condition that is

easily associated with the changes in the country’s weather.

He said:

| was just myself, feeling just fine then | noticed that no this flu now I was
trying this and that but no, then | went to buy pills at the chemist for flu, flu
mix from the chemist. | was trying them taking them but I ended up going to

the clinic.

The frustration of seeking health from different health providers was rife in Cothoza’s health
journey. He was often disappointed with the inability of the different health providers he
sought help from to heal him from the various health conditions he had experienced. Hence,
going to the chemist was one of his resorts to seek health when experiencing flu. However,
with the flu being an opportunistic infection that persisted due to his possible high viral load,
he ended up going to the clinic for help. This assumption about his viral load was confirmed
when he said, “they also took blood and did everything then they found out that the CD4 count
now was not good, it was low. I had to start this thing (taking ARVs)”.

Another participant who was familiar with the use of medicines from the pharmacies was
Mkhumbuleni who spoke about medicines such as The Beauty Zone and Skhwili nobhoko, or
“to look for the painkillers only” if he had flu. The same could be said of his partner, Nobuhle,
who said, “I use muthi from the pharmacy for cleaning gall juices which you take the whole

bottle at once”.

The use of pharmacies and chemist was not peculiar only to the group of participants who were
not traditional health practitioners. One of the primary participants, who was also a traditional
health practitioner, reported using the pharmacy, where he buys some medicine for body

cleansing:

No I only use that (the chemist) if I want to clean myself like iziwasho it’s the
holy water with the lucky stone bought from the pharmacy. | used to buy them

from the pharmacy in town than | came back and mix it. (Nikhil)

While Nikhil made use of the medicines from the chemist and was also a dedicated user of the

clinic services, especially for his ART and other treatments, he said he tries to make the best



use of any health approach that he finds helpful and mixes it with traditional medicines, if

necessary.

While many of the participants made use of clinics and hospitals when needing treatment for
most of the health conditions they suffered, some participants (who were able to afford it) also
made use of private doctors. Cothoza stated how he received treatment from a private doctor,

one amongst the three he had visited.

The doctor treated me, from there then said no the stomach is full of water.
“Ok since you have water in the stomach let me give you the referral letter to

the hospital”, said the doctor. He made me the referral letter to hospital.

The use of private doctors, however, was often aligned to people with a stable or economic
status. Such people, who have stable sources of income, often make use of medical aids to fund
their medical bills, thus, are able to avoid going to the government clinics and hospital
whenever they want to. As stated by Lindiwe: | would use a doctor most of the time because

by that time | was still under the medical aid so we would use a town doctor. (Lindiwe).

The use of biomedical health facilities was common amongst the participants of the study as
they regarded some of the illnesses they experienced as “biomedical in nature”. Some such
ilinesses had already been treated as at the time of meeting the participants while other illnesses
were still being treated. These health conditions were viewed as “biomedical” by the
participants because they believed that such conditions are “officially” researched, explained
and treated within the biomedical sphere. This view had been gained from health awareness
programs and clinic visits. Hence, with conditions categorised as ‘biomedical’, the participants
were convinced that they needed biomedical assistance, even when they might have, in the
end, used other healing approaches in alternation or sequentially and even concurrently, for
the conditions. The use of the different biomedical health practitioners was viewed differently
by the participants. High regard was often given to the formal systems, clinics and hospitals,
regulated by the government’s Department of Health while the private chemists/pharmacies
and private doctors were regarded as a different tier of biomedical health. In most cases, the
private biomedical health providers where only utilised when participants were not well cared
for in the “formal” biomedical health facilities. This, attitude, however, remains unclear as the
private biomedical practitioners are known to be more costly but also provide “better” and

timely services than the formal primary health facilities regulated by the government. This



debate on the differences between the types of biomedical health practitioners and providers,

however, is outside the scope of this study.

3.3 Traditional Health Systems

As shown in many studies, the use of traditional healing is common in rural South Africa.
Similar to people who have different illnesses such as mental illness, TB and other health
conditions as shown in literature (Callan 2005; Kirmayer 2014; Knutsen 2010; Teuton et al.
2007), PLHIV in this study also showed frequent use of TAM. They presented different
patterns of plural healthcare use. In using the traditional healing system, the participants
displayed varieties of categories and patterns of usage, parallel, concurrent and sequential use,
as stated by Nikhil, a 33 year-old male participant who was a traditional healer on ART. He

said, when growing up, “they used to treat us traditionally and also the clinic sometimes”.

Amongst the participants, there was a strong belief in the role of the ancestors in their daily

lives, which includes their health.

1 go to the hut and inform the ancestors that ‘[ am not well, can you please get
me well and allow me to maybe use pills’. I ask them for the pills to work
because sometimes when you are taking pills without telling them, the pills
won’t work. If you didn’t inform them they asked themselves that what is this
that you are giving them, because you tell them everything you are doing. Even
if 1 have to travel, | tell them and ask them to go with me. When | have
headache and want to use snuff, | ask them that if | use this snuff it should
work. I use snuff because it won't affect my treatment it will just drain that
pain. Even when you give muthi to a patient you must ask them (the ancestors)
for that muthi to work for that person because that person came to consult you
because they (her ancestors) make them to come to you and that spirit is the

power that they gave you. (Lindiwe)

Lindiwe stated that she had had a long history of back pains and had been on medication for it,
however, she was unable to take any medication without seeking permission and receiving
consent from the ancestors. This, she said, was because they are responsible for granting any
healing to her or her patients. Thus, seeking their consent before using any medicines allows
for the medicine to be efficacious; the absence of such a consent process renders the medicine

invalid and does not lead to any health improvement. This is so because as shown in literature



(see, for example, Kale 1995; Moshabela et al. 2016; Naidu 2013; Naidu and Darong 2015a,
2015b, 2015c; Zuma et al. 2016), a key aspect of many African communities, including the
amaZulu (the study participants were amaZulu), is the belief in the ancestors and their role in
people’s daily lives. Hence, as stated by Kale (1995), all daily phenomena, including health,

are seen not only from the perspective of nature, but primarily from a supernatural perspective.

Some of the participants may be regarded as ‘parallel plural health users’ as they made use of
the traditional health system in parallel with other health systems for different illnesses. One
of the participants in this category was Mkhumbuleni who, when asked if he only started using

traditional medicines as an adult, said no,

...it was something | am used to because you know men if you feel that you
are not well, I get something that will help me ... When on the diabetic
medication, even the urine is hot, getting the izimbiza helps to open the tubes
to go back to their original state. After drinking the izimbiza, you pee and feel
that you have been cleaned. There are things that are going out from inside or
you have enema and notice that well somethings have gone out not because of
body pieces but the waste that was kept there... the izimbiza helps to detox.
After the cleaning, well | felt that no | feel fresh. If | was feeling dizzy, maybe
not feeling well or tired, it goes away. All of them if you are taking [ART] pills
and [pills] for diabetics, you can feel that there is some cleaning that has been
done. (Mkhumbuleni)

He said he uses traditional medicines to boost his sexual life because his diabetes and HIV
medication made him tired and weak. The traditional medicines he had most commonly used
were sexual enhancement herbs from the traditional healer, not for treating the diabetes or
HIV.

1 just take out gall juices. Maybe it could be that which was called... (trying to
remember the name of the herbal mixture he uses, he stood up to look for the
container). Yes, (picking up a white container with a printed paper label
wrapped on it), it is suspension, yes... and I have a runny tummy. It wouldn’t
be for what I have (HIV), it’s for fixing my system in another way (laughing)
and feel it that it [his system] is really changing. It [his herb] is really helping.
If I can keep on taking only pills sometimes it feels like I am locked in my bones

of which I don’t know what is causing that. Finding out that even to be horny,



to have lust, you find out that it is ay, difficult (laughing). Yes especially the
one for the diabetics. They are really killing the feelings for real. So maybe
once after two weeks | do the enema with that imbiza. It detoxes me,
cleaning the whole of my body. Maybe it could be full of... they call it rough
stools. Clean that rough stools and you will feel good saying ooh it’s clean.
(Mkhumbuleni)

Being a 61 year-old strong-looking man with a 25 year-old girlfriend, Mkhumbuleni was eager
to stay strong, especially in relation to his need to satisfy his girlfriend sexually. Why the
emphasis on sexual prowess, one may ask? This needs to be considered as part of the view on
gender and gender roles in most traditional African societies. This view is that it is a man’s role
to ensure he satisfactorily provides for his female partner, including providing maximum sexual
pleasure (see, for example, Eagly and Wood 1999; Hood 1986; Thompson and Walker 1989;
Wilkie 1993). Therefore, Mkhumbuleni, and possibly other men, as stated by some of the
nurses in the study, felt the need to ensure they could satisfy their female partners sexually or
they stand the chance of losing them to other men. Mkhumbuleni’s girlfriend was a tertiary
education student at a technical college in a different district, though her family home was
within close proximity to his home. The woman was 36 years younger than Mkhumbuleni.
Most of her time, if not at school or with her mother and two daughters, is spent with
Mkhumbuleni at his flat. Mkhumbuleni had been on diabetes treatment from 2008, the same
day he was tested HIV positive. He lamented how the diabetes treatment had contributed to his
low sexual prowess. Although he only started his HIV treatment in 2012, Mkhumbuleni also
believed that the ARVs, being “strong medications”, have contributed to his low sexual

prowess and inability to be fully sexually active.

Literature (see, for example, Bacon et al. 2003; Laumann et al. 2005; Laumann, Paik and Rosen
1999; Verma and Collumbien 2003) has shown that men are more likely to seek help to boost
their sexual prowess than they would with any other health condition. The help, however,
depends on the health beliefs of the man as well as the social, cultural and economic situation
they face. While some men may make use of private doctors and hospitals or government
facilities to seek sexual help, others resort to the use of traditional medicines and herbs for
detoxing, as they belief that such practices will enable them to regain their sexual prowess.
Despite his use of traditional medicines and healing, however, Mkhumbuleni always visited
the clinic for his ART, diabetes medication or any other health issue.



According to Burke et al. (2007, 1438), sexual dysfunction is a combination of different aspects
of a person which can be affected by diabetes in forms such as low “sexual drive, erectile
(dys)function, ejaculatory function, sexual problem assessment and sexual satisfaction”. A
strong relationship has been established in literature between diabetes and erectile dysfunction,
especially among men (see Bargiota, Dimitropoulos, Tzortzis and Koukoulis 2011; Bhasin et
al. 2007; Burke et al. 2007; De Berardis et al. 2007; Rendell et al. 1999; Romeo et al. 2000).
This relationship has been recognised since the 10" century when Avicenna?? referred to the
“collapse of sexual functions” as a complication in the understanding of diabetes and its effects
on sufferers, especially in men (Bargiota et al. 2011; Bhasin et al. 2007). Although sexual
dysfunctions are equally experienced by both diabetic men and woman, as stated by Bargiota
et al. (2011), more emphasis and studies have focused on diabetic men’s sexual dysfunction.
Regardless of the emphasis in research, open discussions and rigorous studies around the sexual
dysfunction experienced by diabetics only gained vigour around the 1950s, mainly due to
taboos surrounding sexuality and all discussions around it (Bhasin et al. 2007). The numerous
studies in this field all show that men as well as women, with diabetes, have more risk of
erectile or sexual dysfunction, even at earlier ages, as opposed to the sexual function of non-
diabetics of the same age groups. According to Bargiota et al. (2011, 196), such an occurrence
“is related to duration of diabetes, poor metabolic control, and the presence of diabetic
complications”. Thus, health care providers are able to note sexual dysfunction as a key
indicator of the sufferer’s vascular or critical health status. This association between diabetes
and sexual dysfunction increases with age, says (Bhasin et al. (2007), who states that this

prevalence can be as high as 75% amongst older people.

Aside from the relationship between diabetes and sexual dysfunction, it has also been shown
in research that there is a prevalence of sexual dysfunction among about 13% - 74% of HIV
infected men, particularly those on HAART (see, Guaraldi et al. 2007, 1059). This belief, thus
has led to numerous research being conducted, again, especially among men, to identify the
possible link(s) between sexual dysfunction and ART (see Collazos et al. 2002; Crum et al.
2005; Guaraldi et al. 2007; Jones, Klimes and Catalan 1994). These supposed links, however,
remain unclear as different studies posit different conclusions. Some studies conclude that ART
has a direct effect on sexual functioning among HIV positive men on ART (see, for example

22 Avicenna was a Persian Islamic physician and philosopher who lived around 980-1037. Pouyan (2015) saw
Avicenna as “the most widely influential Persian contributor to world medicine” and equalled his standing in the
Christian and Muslim fraternity to that of Galen (129-299), a famous Greek physician and writer (Pouyan 2015,
165). Pouyan also referred to Avicenna as “the prince of physicians” especially due to the wide influence
Avicenna’s Canon of Medicine had within Western universities’ medical course between 1250 and 1600.



Colson et al. 2002; Schrooten et al. 2001). Others, however, express a different view whereby
sexual dysfunction cannot be conclusively linked to ART (see, for example, Guaraldi et al.
2007; Lallemand et al. 2007). For example, after using sexual desire, erection, orgasm,
intercourse satisfaction and overall satisfaction, as assessment criteria for testing sexual
functioning amongst 350 HIV positive men at the University of Modena and Reggio Emilia,
Guaraldi et al. (2007) stated that the direct relationship remains inconclusive. They stated that
they were able to note the relation between psychological areas of HIV perception, such as
self-perceived body changes and mental health, and lipodystrophy to sexual dysfunction.
However, the same may not be said of hypogonadism? or ART as “androgen deficiency has
been the most widely reported cause of sexual dysfunction in HIV infected men” (Guaraldi et
al. 2007, 1062). A conclusion about the relatedness of the two health condition could not be
reached, as doing so could have required the testing of the effect of each of the pills used, which
was not possible in this study. Currently, the different combination for each level of care is
used as a single dose for treatment. Therefore, researchers may stand a greater chance of

knowing the possible link between the effect of taking ART and sexual dysfunction.

The participant does not only visit the traditional healer to manage his erectile dysfunction, but
also for any problem he has, including headaches where he is given herbs such as umbhemiso
(a powdery herb sniffed to stop headaches). His conviction in the traditional healing system
stems from his experience of its effectiveness, both as a child and as an adult, but also in his
belief that Western medications are derived from the same components used by the traditional
healer. He said, although he maintains the use of his ART and check-ups, the traditional healer

is able to suppress the HIV virus: “fo me yes they do”. Asked how they do so, he said:

Where do you think the western people used to make pills? I'm telling you that
they mix trees and herbs to make western medicine pills. It is the same thing
that applies with the traditional healer. He made his muthi by mixing trees or
herbs.

Mkhumbuleni grew up with traditional medicine given to him by his parents. He said “when
we were sick we were taken to eZinyangeni and all those things”. He expressed confidence in
the medicines as he said he experienced a better state of health after using the herbs. His use
of traditional medicines and healing was known to his biomedical health providers at the clinic:

2 Hypogonadism is a health condition where sex glands, also known as gonads, produce low or no sex hormones.
This condition occurs in both males and females. In males, the gonads are the testes while in women they are the
ovaries (Martel 2015; Mayo Clinic 2016).



“they know, I told them [laughing]. I am the one who can feel that no I don’t feel alright now,

and then | take my traditional medication... What can they possible say, [ am my own man”.

Some of the participants also made use of traditional healing to treat body pains, shaped by
their understanding of the causes of such pains.

When | was growing up there were obstacles which disturbed me actually.
There was a time almost two years when I couldn’t walk — | was like a crippled
do you see... actually I had a problem with my ankles and knees do you get it?

It was just a thing, a thing but after sometime | got better. (Mgondisi)

In Mgondisi’s case, his body aches were not due to any natural causes, rather from what he
termed isilwane. He said:

.. after some time we went for consultation we found out that no there is
isilwane (isilwane is a form of spell made on a person to hinder them from
succeeding in anything they do). They said | have the isilwane ooh, so now this
isilwane as I'm still at school what must I do, quit school and deal with this

isilwane?

Visibly irritated by thoughts of what his paternal family did to his mother, his siblings and
himself, Mqondisi stated:

I don’t even want to talk, actually I'm not a talkative person. Most of the time
I point out that I don’t like this and that, I don’t even utter the words I just
keep quiet with it. Nobody was left at home because even my sister never goes
there. Till now they don’t show — they just laugh and show teeth and you won'’t
really see what is on their mind. So you can go to them seeing them laughing
and you think they are good people but they are pretending.

Mgondisi asserted that not only was he and his mother affected by the “bewitchment” from his
paternal family — his father was also “bewitched” but did nothing about it. He said: “They also
did to him even though he kept quiet about it. So I don’t think he didn’t know about mine, it’s
Jjust that he didn’t raise it ”. Due to the spells Mgondisi believes have been cast on him and his
immediate family by his paternal family, he is unable to get a job or maintain a relationship
with his female partners. He constantly visits the traditional healers to conduct rituals to unbind

him from these spells.



Another category of participants in the study were those who use the traditional healing system
sequentially. This category involved those who were users of traditional medicine but also use
biomedicine and are open to continual use of the traditional healing system if they experience
certain illnesses that they consider culturally bound. There were also those who were dominant
users of traditional medicines but were intending to return to their use of biomedicine after
conducting rituals with their traditional healers at the time of the study. This category also
involved participants who were users of traditional medicine in combination with biomedicine

and faith healing.

3.3.1 Treating umkwebhelo with Traditional Medicines

Sifiso, who had previously made use of traditional medicines and healing, but was a sole user
of biomedicine as at the time of the study, expressed his inclination towards using traditional
medicine. This is due to his knowledge and belief that certain illnesses are culture-bound. These
are health conditions that occur in specific contexts and are only explainable within those
contexts and not within a wider understanding of health and illness (Griffith 2014). Thus, Sifiso
stated: “no I don’t do that [use traditional medicines] currently. I don’t go for that because
they [nurses] said it clear at the clinic. They told us not to mix pills and not to use things that
will make us throw up” (referring to traditional mixtures that users take to make them nauseous

and vomit).

| used to threw up and enema. | used water only. They told us at the clinic not
to do the enema then | stopped. | thought of doing the enema then you phoned
and | decided not to go ahead with it. Yes you phoned then | stopped doing the
enema. | felt that my stomach was upset then | thought of enema. (Sifiso)

Sifiso has been informed by the clinic that he should not use enemas or medication that will
induce vomiting as this would affect his ART routine and he could vomit the ARVs before
they are absorbed into his system. The clinic nurses and counsellors “told us at the clinic
[during initiation to ART] not to do the enema then I stopped”. However, during our third visit
to Sifiso in his home, he expressed openness to using the traditional healing system. He felt
that his mother ought to have been given imbiza (a traditional herbal mixture) when she

suffered from umkwebelo.

It is an illness that the feet become swollen, swollen head and stomach, just

like that. Eventually sores develop then they would say its diabetes. Yes it has



diabetic’s symptoms... The umkwebhelo makes the feet to peel off as if they
have impehlwa [infection which develops under the feet]. ... but if you can
quickly get traditional herbs and use them it quickly heals, it is one thing...
You must get izimbiza then the last option is to go to the hospital, maybe
getting a person who knows izimbiza first then you go to the hospital later.
(Sifiso)

He said people get the condition for different reasons, in his mother’s case; it was because she

was being called to be a sangoma. He said when people notice the condition:

... that is when they say they must go for isangoma training; others say they
should go to the hospital and they cut the foot... They develop here on feet. It
affects one leg. They cut it bit by bit until it comes to another leg and go straight
up. They will cut it again. My uncle had this illness. He didn’t survive. They cut
him and he used the wheelchair, both legs. My mother went to someone who said
she had the same illness as my uncle. They [doctors] didn’t cut off my mother’s
foot but she was due to be cut off — well the family refused and they fetch her and
she was brought home... She came back and stayed here then she went back to
the isangoma’s house saying she was going to the isangoma dance but it was all
the same. She ended up dead. My other sister who is also late said she must fetch
her but she was about to die. They got there when she was already gone [he kept
quiet briefly before he continued speaking]. They thought of fetching her in that
afternoon and they found out she was already gone. She died at isangoma’s

house. It was only umkwebhelo. (Sifiso)

Asked why he felt a person needs to get traditional help first and what makes him sure that this
is best, he recalled a person who used this approach first rather than going to hospital like his

mother and uncle had.

| say this because one [of my neighbours] had umkwebhelo, [he] took izimbiza
and felt better. Then he went to the hospital and came back without his foot
being cut off [as done to those who go to the hospital first]. He then got sick
with something related to asthma... Yes he thought he had it [diabetes] as they
said at the clinic that it was diabetics but it was just umkwebhelo. So he took
izimbiza and he felt better...Ooh I have seen that many people just die. Once
they go to the hospital and they cut them. Even the one who was training my



mother was cut off eventually. She suffered from it. Her leg was swollen, the
aunt didn’t survive it, and she died of umkwebhelo. There is no one that I know
who suffered from umkwebhelo, used izimbiza and whose foot was cut off. It

IS better if you are taking izimbiza and go to the hospital later. (Sifiso)

In this case while Sifiso does not dismiss the use of the biomedical health facilities in
determining or treating the condition, he firmly believed that using traditional medicine first
helps people to survive the condition; many people seem to die if they use biomedical treatment
first. Although he agreed that a certain condition might have the same symptoms as diabetes
and can even be regarded as the same thing, it does not necessarily have the same cause nor
need the same treatment as diabetes. While diabetes may be treated biomedically as it is caused
by biomedical factors, umkwebhelo should and can only be treated traditionally as it has its
causes rooted within the traditional health frame, he said. His belief and use of the health
system, is thus a sequential approach where he chooses what health system to use, depending
on the condition or the stage of the condition.

3.3.2 Cleansing “Dirty Blood” with Traditional Medicines

Mgondisi was another participant who had a sequential approach to plural health care seeking
but was a predominant user of traditional medicines at the time of the study. In his bid to regain
his health after experiencing prolonged coughing, he had visited the clinic for a check-up to
find that he had TB and HIV. Before going to the clinic, however, he had consulted his
traditional healer for a variety of reasons. The first was when he had shingles and on three
occasions when he had isilwane and “dirty blood”. He was familiar with the traditional health-
seeking territory. Hence, when he was told by the nurse at the clinic that his blood was “dirty”
after his HIV test, he immediately decided that he needed to visit his traditional healer who

would be able to clean his blood. This was because he believed that:

If the blood is dirty there is no illness that you will not suffer. If you have illness
in your body you won't gain weight. Being ill won’t make you fat, it really
won’t happen. Instead of gaining weight you will lose weight and then people
will say this one is dying and wonder what is killing him ... ooh this one is

dying of AIDS he just doesn’t want to admit it.

Mqondisi appeared physically strong and healthy, which he needed to be, as a builder. He said
he was strong as he was being cleansed from the dirty blood, thus revitalising himself. He stated

that after four further cleansing sessions, he would go back to the clinic to check how clean his
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blood had become. Mqondisi’s understanding of HIV/AIDS, as shown by Golooba-Mutebi and
Tollman (2007b) and Naidu and Darong (2015a), stems from the belief that a person becomes
ill, no matter what the illness is, because there are unwanted elements in the person’s life, which
could have been caused by others in the community, but also by the ancestors. If the illness is
in direct connection to one’s blood, the blood is said to be unclean, and needs to be cleansed.
Mgondisi’s use of traditional healing is sequential and he was willing to use biomedicine, but

this did not stop him from using his traditional medicines. He said:

I won't stop ever, even now I have it. I have it right now, if it’s finished I get
another one. | should have told her [the healer] but I realised that its helping
me sometimes because | used to have sores that came up yet this herbal
mixture kills it inside, you see? Now | realised that if | stop to use herbal, what
if the sores come up again then | should start afresh paying the traditional
healer again? No, [ must use it because it’s not giving me any problem, any

running stomach or anything.

Because Mqondisi had suffered no ill effects from his use of traditional healing (in fact, he had
experienced only positive outcomes), he believed in its effectiveness and continued to use it.
He also continued to use biomedicine at the same time. This shows Mqondisi’s ability to fight
against the ‘violence’ of the different health systems and to express his agency through making

decisions as to what he felt worked best.

3.3.3 Treating TB with Traditional Medicines

The effect of HIV on a carrier’s immune system makes them continually susceptible to
tuberculosis (TB) (see, for example, Charalambous et al. 2008; Golub et al. 2008; Lawn and
Churchyard 2009; Lawn et al. 2006a, 2006b; Nahid et al. 2007). In making use of multiple
health systems, some of the PLHIV in the study sought help in treating TB using traditional
healing as they had had recurring experiences of TB. Mgondisi, aside from visiting the hospital
when he had TB, also visited a traditional healer when he repeatedly experienced TB in hope

of understanding why this was happening and in an attempt to treat it.

She [the traditional healer] gave me the muthi to kill these things [the ilInesses
he had] inside me [coughing] because what she gives me is for cooling down.
You see when she gives me this for cooling, when it suppresses then | will be
able to take it out. The medication is for drinking and licking. It is dry, it is

like mealy meals (maize powder)... she works on dirty [conditions] like this.
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She works with these that | was consulting for. She saw it that | have things
like that. She gave me her things [herbs] for all that she saw; those are the
things she is working on. | wanted her to disassemble the problems and she
did so. I started seeing her in January this year [2016] and it’s August now...
| am good really. Maybe the doctor will tell anything he likes but I am fine. |
don’t have anything, anything. I am feeling better than the previous time.
(Mgondisi)

This 41 year-old participant, Mqondisi, who lived in his maternal grandparents’ house due to
family issues that he considered to be related to “bewitchment”, expressed absolute confidence
in the traditional healer he visited for the numerous health conditions, he had, including TB.
He had also had recurring TB, about three times. He asserted that the medication given to him
by the healers helped him in regaining his health and that even if a doctor told him otherwise;
he would not believe the doctor. This, he claimed, is because he feels completely healthy as he
has been treated by the traditional healer and cannot be lured into believing that anything else
is wrong with him. This attempt to use traditional healing for the treatment of TB may be linked
to what can be termed a traditional understanding of tuberculosis as shown by some of the
participants, but also the expression of creativity in deciding how new possible health pathways
can be created or recreated.

Charalambous et al. (2008), in their study of factors contributing to the recurrence of TB,
especially around South African gold mines, noted that recurrence of TB, often after cure, is
highly prevalent in locations with a high prevalence of TB and HIV. Beyond the role played
by specific locations in contributing to recurrence of TB amongst PLHIV, “HIV infection...
and drug resistance” were identified in the study as some of the identified risk factors for
recurrence of TB (Charalambous et al. 2008, 942). Thus, recurrence amongst the participants
in this study can be linked to either an endogenous factor such as drug resistance, which often
leads to a relapse, or exogenous factors such as re-infection from already infected persons.

Speaking about what could have led to him experiencing TB multiple times, Nqgondisi said:

[Coughing] then after that [experiencing TB the third time] ... [Coughing] [

went in January, | went to St Lucia. There is a person who is helping me there.

He told me that it’s not right, it’s not right. He said, “you see even now you

are dead, yes you are dead”. Hey [exclaiming]! He gave me fright you know.

What? Dead? And he said “the way you are bewitched... the way you are

bewitched, ey, it’s hard but he will try”. He said I've got so many things in my
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blood like idliso /poisoning], but he will try. He said I 've got idliso from birth,
“they bewitch you with every madness like the grave soil”, he said. Do you
think you can live after that [asking the interviewer], eating those madness??*

I don’t know the wools that came out you see. (Mgondisi)

This belief in what could have caused him TB was responsible for his choice of treatment
(traditional healing). This is a psychosocial view of the illness, which means it was contracted
“traditionally”. Psychosocial health conditions will be those conditions that participants
believed were either inflicted on them by other members of their community and family or by
the ancestors. The reasons for the inflictions, however, as shown in different studies and also
seen from the participants in this study, vary from person to person. The effects of the infliction
were also either physical or spiritual, irrespective of the causal factor of the health condition.
In both aspects however, the conditions are strongly believed to be rooted within the
psychosocial realm or traditional practice. Their means of treatment are also rooted within the
realm of traditional health practice and healing. Mgondisi, who had repeatedly suffered from
tuberculosis (TB), for example, had dropped out of care from the clinics at the time of our
interviews with him in order to seek help from a traditional healer. Narrating his experience of
TB for a third time, he told us how he sought help from a traditional healer who told him what
was happening to him was “not normal” (i.e. he should not have had any recurrence of TB).
Magondisi said he fully believed his healer because he grew up seeing people being bewitched

and after seeing a traditional health practitioner, they became well and healthy.

While some of the participants used different health systems alternatively for the same or
different conditions and some made use of a parallel approach whereby they used different
health systems at the same time for different illnesses, others made use of different health
systems concurrently for the same health conditions. The first experience of concurrent
treatment by the participants was the treatment of HIVV/AIDS symptoms at biomedical facilities

as well as using other health approaches.

When | am using traditional stuff, the clinic is unable to identify the blood status.
While | cannot say the traditional muthi has an influence in curing HIV virus, but

hmm, | can say it did help in other illnesses in the blood and as | have been

24 Towards the end of the interview, the participant explained what he meant by the “madness”. He was born into
a turbulent family which was marred with in-fighting, especially using traditional and spiritual powers and means.
His father’s family, he said, hated him and so bewitched him. Hence, he left his father’s home to live with his
maternal grandmother to avoid being ravaged by the continuous spiritual battles that took place in the family.
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infected, it really helps like to treat piles. | used to suffer from the piles as | am
HIV positive and they said sometimes it’s an opportunistic disease. When I suffer
from it I don’t go to the clinic, I just get the imbiza then it’s finished. But if | used
the clinic, it doesn’t get treated. Although the clinic has things 10 treat it, but if
you are lucky they cure your piles. It depends on what kind of piles. There are
piles with problems of infection like it’s just something that will pass, that one is
easy because the clinic can cure it. The one that | have is very difficult because it
can’t get cured that easily. I have to get imbiza so that | will be able to cure it. If
it starts again, | feel the pain on the anus then it grows the flesh, then I use
izimbiza then it stops. The flesh goes back, but it doesn’t mean that it’s gone

permanently, it just get back after some time. (Nikhil)

The treatment of HIV symptoms with traditional medicines has been widely researched,
especially in Africa and within the South African context (Babb et al. 2007; Kisangau et al.
2007; Moshabela et al. 2011; Peltzer et al. 2008). In some contexts, such plural heath seeking
has been regarded as an attempt to treat HIV/AIDS and a barrier to enrolling in ART (see, for
example, Lamorde et al. 2010; Moshabela et al. 2011; Weiser et al. 2003). In some cases,
however, individuals engaged in such health-seeking as a way of treating the symptoms they
were experiencing without any realisation that being HIV positive can lead to the experienced
symptoms. Regardless of the motivation, some of the participants in this study, such as Nikhil
and some of the biomedical health providers, reported how the use of some traditional
medicines can lead to supressed viral load. The nurses, however, view this suppression as

simply a smokescreen which affects accessing the actual viral load of the patients.

Although some of the traditional healers in the community had attended some training on
HIV/AIDS, organised by the African Medical and Research Foundation (AMREF), Nikhil said
he was never part of such training. He said he had not had much formal learning about the
illness aside from what he learned from the clinic. While he had learned about HIV/AIDS from
the clinic, his view on how to handle people living with HIV around him or who consult him,
remains inconsistent with what the clinic and other biomedical institutions often advise. He
said he is able to see the symptoms of HIV in a person, such as loss of weight, and he always
advises such a person to go to the clinic first before they visit him. This approach, however,
may pose difficulties to how Nikhil identifies PLHIV, especially in an era where ART is widely
taken and PLHIV have shown to be able to live very healthy lives and do not present some of

the symptoms previously linked to HIV, especially weight loss. When he is to use sharp objects
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on any of his patients, however, he uses latex gloves to protect himself and the patient from
getting infected. Although he remains uncertain if HIV can be cured by traditional medicine,
he believes that the muthi he uses can suppress one’s viral load as well as treat some

opportunistic infections, such as piles.

Another health condition which a participant in the study sought treatment from different health
providers for concurrently was kidney failure. The participant presented the concurrent use of
different health systems, biomedical, traditional, and spiritual health systems in treating his

swollen stomach.

[Laughing] ... eeh now I don’t remember clearly maybe sometimes they call
them with names of inyanga like this thing, there is this herb, the ilabatheka
This thing is something I wouldn’t know how it is, but if [ remember clearly it
is a bulb. Yes it is a bulb. It is found down in this thing... in the soil there in
Hluhluwe. You take it and peel, peel and peel carefully taking out this bulb
then chop and chop it. Because | used it while | was sick | had used that for
the ubunyanga, because even granny said | should use it. She said | must use
it. Well 1 used that thing, you take water put them there, you boil it in water.
When it is cool you take it out, pour the mixture in a container and drink.
(Cothoza)

Asked if the traditional healer knew that he was also using herbs from other healers and the
holy water and oil from the Nazareth Prophet, he said he knew because they (his aunt) had
explained to him. Multiple health providers contributed in Cothoza’s health journey. This
contribution often took place concurrently with Cothoza constantly hoping for help from any

of the health providers he visited.

Cothoza expressed how he had struggled deeply with a variety of illnesses and a complex
health-seeking process. His experience of kidney failure was one of the experiences that led
him to be a plural health user. Despite some of the illnesses researched and treated within the
biomedical sphere, treatment, however, seemed best using multiple health systems. Chronic
kidney disease has been defined as “either kidney damage or decreased kidney function
(decreased GFR) for three or more months (level A recommendation)” (Levey et al. 2003,
138). Levey et al. (2003 stated that, regardless of cause, the major effects of kidney disease are
usually kidney failure, “decreased kidney function and cardiovascular disease (CVD)” (2003,

137). Acute kidney injury and chronic kidney disease have been identified as some of the key
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complications of HIV infection and have more dangerous effects on ART users as they get
older (see, for example, Flandre et al. 2011; Réling et al. 2006). This prevalence of reduced
kidney function amongst PLHIV has been reported to be between 4% - 17% (Cheung et al.
2007; Mocroft et al. 2007). Cheung et al. (2007) specifically associated indinavir, and ART
pill, to a decline in renal function among ART users. Another ART medicine, atazanavir, has
also been associated with poor renal function by Brewster and Perazella (2004). Similar
concerns about a harmful effect of an ART drug, ritonavir were voiced by Danner et al. (1997)
and Duong et al. (1996) who claimed that the intake of ritonavir was risky, especially by
PLHIV who asserted that a continuous use of the medication causes pressure on the kidneys
and their capabilities. Similar assertions have been made about tenofovir (Mitra et al. 2014)

and didanosine (Izzedine et al. 2003).

For instance, Mitra et al. (2014, 28) stated that about 20 — 30% of tenofovir, being a “potent
component of first and second line anti-retroviral drug regimens... is excreted unchanged in
the urine via active secretion by the proximal tubular cells”.?® This process causes damage to
the tubular cells, the consequence of which, according to Mitra et al. (2014: 29) “leads to
variety of nephrotoxic features, which includes Fanconi syndrome, chronic renal failure, acute
on chronic renal failure, etcetera”. As Cothoza only started his ART programme in 2015,
despite being diagnosed of HIV from 2009 and having undergone TB treatment from 2001,
other causal factors besides his ARVs could have been responsible for his kidney disease,
despite the relation between the two shown in research. Cothoza was a high alcohol consumer
during his prime years, especially when he worked at the mines in Johannesburg for 10 years.
Admitting to his doctor that he was a high alcohol consumer shows that he understood and
could see the potential damage the alcohol and the exposure to the dusty air he had in the mines
would have caused. Despite this understanding of how his health conditions would have been
caused, he still sought treatment from multiple health systems to treat the health condition,

including a traditional healer.

3.4 Use of Spiritual Healing

% According to Pathway Medicine, the proximal tubule is “the major resorptive segment of the nephron and
accounts for resorption of nearly two-thirds of all filtered water, sodium, and, and chloride. In addition, the
proximal tubule is the segment where the majority of critical organic solutes such as glucose and amino acids are
resorbed. Finally, this segment also plays an important role in acid-base balance as it is involved in bicarbonate
resorption and secretion of organic acids” (Pathway Medicine 2017). Hence, when tenofovir is ingested, the
Organic Anion Transporter receptor which is based at the basolateral surface of the tubular cells absorbs it. The
drug, however, is then excreted into the tubular lumen through the multi-drug resistant proteins found in the
proximal tubular (Mitra et al. 2014: 28). The continuous repetition of this action through a continual ingestion of
tenofovir damages the proximal tubular, an action that leads to a slow, poor or lack of reabsorption in the kidneys.
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In South Africa there are a number of religious healers who have great command over their
followers. The extent of the influence of the preachers on their followers and the faith shown
by the followers is often seen in the followers’ willingness to obey and carry out whatever
actions are commanded by the preachers. This is so even when such actions are known to be
biologically detrimental to the health of humans (BBC News 2016; Jamal 2017; The Citizen
2017a; The Citizen 2017b; Vilakazi 2016). It is with such faith and beliefs that plural health
users often seek help from religious healers for different health or socio-economic conditions.
Nonetheless, believers in religious healing, regardless of their belief base, often depend on a
connection with an unseen supernatural and powerful being whose invocation is believed to
have an ability to heal. Seeking spiritual help is one of the approaches commonly used in the
country and certainly by some of the participants in the study. Although amongst the study
participants, spiritual healing is not necessarily the popular Pentecostal healing process, they
hold and give reverence to a higher being, whom they see as playing an active role in their

lives and has an ability to heal them of all ills.

One of the participants sought treatment for his kidney disease from a faith healer, whom he
said, was able to heal him. Cothoza had visited all three major health systems in the
community. After moving between the hospital and private doctors and different traditional

healers, he then met with the spiritual healer of the Shembe Nazareth church. He said:

I went to the Prophet of the Nazareth and he said, “the God of Shembe will
help you, you will live, [and] may God bless you. He said that to me, “use the
oil and this water, respect the Sabbath”. Eeh since then I committed myself in
using this water and applying this oil onto this stomach, and drinking holy
water. Sometimes maybe | put them here at the back (enema) sometimes
applying the oil, most of the time, and again kept on praying. | was using both
of them then [faith healing and biomedicine for TB treatment]. I couldn’t stop
it [TB treatment]. Before that time | was mixing with muthi, and then | had
stopped using the muthi. | had completed the muthi treatment without any

positive result. (Cothoza)

Although Cothoza had hoped to receive healing from the Prophet after he first visited him, this
did not happen immediately. He felt that his use of muthi while also using the Prophet’s holy
water and oil might have interfered with the work of the holy water and oil. Hence, he stopped
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using the traditional medicine. Although Cothoza’s illness led to physical symptoms of a
swollen stomach, he believed that there was some form of spiritual influence to his illness as
doctors and even traditional healers (whom he trusted) where unable to assist him. Turning to
areligious healer was an act of health-seeking in a complex system where he feels disappointed
by the numerous health systems he had sought help from. Thus, with further contact with the
religious group, he became a devoted member of the religion with a strong belief in God and
how God is able to handle what people struggle to take care of. His total surrender to the
powers of God through the holy water and oil are a display of the trust he had. Through his
prayers and application of the oil from the prophet and drinking the holy water, Cothoza finally
received what he regarded as, his healing from the God of Shembe. Although the “healing”
took place after being treated in the hospital for about five years for kidney failure, he was of
the belief that it was the God of Shembe that healed him and not his operation. Thus, he felt
fully indebted to Shembe and the Nazareth religion.

It has been shown (see Gabasiane 2014; Niezen 1997; Rozario 2009) that when a people have
a strong belief in a supernatural being in the form of God, they are likely to turn to that being
when in times of trouble. Gabasiane (2014, 15), for example, stated that as a child, after
experiencing what he regarded as a saving miracle from jealous neighbours who wanted to
poison their family, his father who was a pastor said to them that the only way they “could be
protected from the threats of life was to pray and trust in God”. On the day Cothoza was finally
healed from the swollen stomach after traveling with a 4am bus to the hospital, he said his

prayers and had his oil and holy water. He asserted:

[While about to be drained of the liquid in his stomach] | was praying that
‘Lord everything that will be done to this body please may it not be the doctor’s
hands but your hands God and let everything be a success and I get to live’.
On that day | was separated from this water as you can see my stomach is like

this, it’s plain like everybody’s. (Cothoza)

This combination of prayers and other anointed materials is common in the seeking of religious
healing. For instance, in a study conducted by Pawluch, Cain and Gillett (2000), prayers were
regarded by the participants in the study as contributing effectively to their healing and well-
being. This act of prayer, however, is held in high esteem amongst different belief systems, not
only believers in religious healing. Although the swollen stomach had been healed as at the
time of the study, Cothoza still experienced momentary pains in his back, which he said might

be linked to the liver problems he had. He stated that “it is not healed, because I think there is
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a wound inside”. This however, he did not report to his Prophet. He said: | would be lying
there; | didn 't report that there is a wound here. | still drink [the holy] water. I apply the [holy]
oil, I just apply them.

Aside from his experience with the kidney failure, Cothoza also had a belief that he was at
some point being tormented by evil spirits. Hence, he made use of holy water from the prophet
to sprinkle around his yard. He expressed a deep belief in the ability of his holy water to protect
him from characters he termed “evil spirits”. These characters, he said, tend to want to disturb
people at night and torment them, especially given that he lives alone. He said he needed to
ensure that he was well protected against such spirits and whatever plans they may have for

him.

Ooh you do know people that sometimes, people send other things what, what,

and owls and other things. Do you see things like that and others evil spirits,

yes? That just confused me. It really confused me. Well, | would say there are

evil spirits, I was just confused, I didn’t know. I asked myself ‘where did that

come from?’ (Cothoza)
Although at the time of our interactions with him, Cothoza had stopped using traditional
medicines or healing, he still had a belief that there are people who are able to interfere with
others through evil means. He said such people come to a person as evil spirits to cast spells
on a person or harm them. They come to a person at night, he said, in form of animals, such as
an owl. He stated that, if not taken care of, such spirits can end up tormenting a person, worse
if such a person lives alone as there would be no-one to know what was happening.
Nonetheless, Cothoza lived alone; he said he was comfortable with this. He had been living
alone for more than a decade, since he moved out of his uncle’s home. He said he moved out
as he did not feel comfortable being a “burden” to his uncle’s wife. He wanted to take care of
himself; hence, he moved to his one room apartment, made of mud and pieces of stones, which
was about 500 metres from his uncle’s home. Cothoza seemed to enjoy his quiet and alone
time, however, he was always happy to sit and chat with us and we became accustomed to each

other.

Another participant, Nikhil, also engaged in the use of spiritual healing. Unlike Cothoza who

used the healing approach for treatment, Nikhil only used it occasionally to “clean” himself.

| only use the spiritual things if | want to clean myself. Like [iziwasho/, it’s the

holy water with the lucky stone bought from the pharmacy. I used to buy them
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from the pharmacy in town then | came back and mix it. Yes | do go to church.
There at Zion because they also do holy water but the one with prayer not the
one with so many things. I don’t have a problem using all these systems. No

problem really. (Nikhil)

Although he is a traditional healer, Nikhil uses holy water when he wants to get a job or to
clean himself of “bad luck” or if he is ill. He uses holy water to steam himself, for bathing, and
detoxing (“throwing up”). He feels he has bad luck when he fails to get a job or is harassed by
other people without any reason. His last use of the holy water was the week prior to our visit.
He told us he sometimes makes the holy water himself because he wants to see if he can do
this on his own. For some health conditions or illnesses regarded as spiritual, participants resort
to “spiritual intervention” (Gabasiane 2014; Niezen 1997; Rozario 2009). There are other
situations where religious healing is used concurrently with biomedicine, a combination also
understood as medical pluralism. As Rozario (2009), after conducting a study in Bangladesh,
stated “although upri (spiritual) problems can generally be treated only by imams (spiritual
head) or other spiritual practitioners, and medical problems by doctors, in practice there is no
sharp dividing line between these, and both kinds of treatment may be pursued for the same
disorder” (78). Rozario (2009) went on to explain that this “side-by-side” seeking of healing
in this Bangladesh community is the same in other South Asian communities. Concurrent use
of spiritual healing, traditional healing and biomedicine is also found in many African
communities. Gabasiane (2014), for example, showed how the baTswana engage in plural
healthcare by integrating biomedicine into their traditional healing system as well as spiritual
healing system, which had existed prior to the advent of biomedicine in the community. The
same view was evident in Rozario’s (2009) study: “there was no real conflict between religious
forms of healing and medical (daktari) treatment. That is, there is no sharp dividing line
between daktari and upri (spiritual) problems, and families will use a combination of ways of

understanding and attempting to remedy their children’s condition” (79).
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3.5 Complexity of a Plural Health User’s Health Journey

From the discussions above, it is clear that there is considerable complexity in healthcare options and use in many contexts around the world. This is

the case for this study too. The diagram below summarises a research participant’s, Cothoza, health care journey over the period 2001 to 2015. Green
is used for traditional healthcare, red for biomedical and yellow for spiritual consultations

Cothoza

#+2001 #2001 1#2002
Diagnosed Visited hospital Private
with TB at A with a doctor A
a hospital swollen stomach for swollen
stomach

#2002 #2002
Private doctor B Visited hospital B
for stomach

(referred to with a swollen
hospital)

#2009
Visited the chemist
with flu

#*2009
Diagnosed #*2015
with HIV at
the clinic

: _#2015 #*Diagnoses and treatment/healing made
Swollen stomach Initiated ART

##No diagnoses made
treated in at the clinic
hospital

#Diagnoses made and partial treatment
offered

Figure 3.1: Complexity of a plural health user’s health journey (diagram adapted from Moshabela et al. 2011)
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3.6 Conclusion

With the multiple health options available to the participants of the study, their health world is
often riddled with choice-making between different health approaches. These choices were
mainly shaped by the health conditions experienced and the participant’s health view. While
the combination of health approaches did not appear to have become toxic, the use of the
different approaches contributed to the conflict they often had with the biomedical health care
providers. Their movements between the different health systems were mainly based on the
belief that specific situations received better care in particular health systems. In other cases,
participants visited multiple health systems with the same conditions, concurrently,
sequentially or in parallel. These patterns of seeking health were to a large extent an expression
of the participants’ agency in carving or recreating their desired health-seeking routes as
opposed to the generally expected routes, especially for PLHIV, which is the exclusive use of

biomedicine.

The lack of a standard procedure for plural health-seeking, however, has been reported and
shown to have led many people into two major dangers. One is in relation to the concurrent
use of different medicines where biological effects of the medicines are not clearly known, and
combined usage could lead to toxicity. This can lead to drug resistance, or even death,
especially amongst PLHIV (see Moshabela et al. 2011, Moshabela et al. 2012; Moshabela et
al. 2016; Summerton 2006). The second major danger lies in users falling into the trap of using
dubious health practitioners with little knowledge of the medicines or healing process and for
financial and other benefits only, unknown to the user (Moshabela et al. 2016). In both cases,
users can suffer from crucial financial and health damages (Moshabela et al. 2016; Moshabela
et al. 2012; Nxumalo et al. 2011). This chapter has presented a broad picture of the different
health approaches used by the participants in the study and described their motivations for
using the different health approaches. Behind this outer picture, however, lie complexities that
shape the health-decision making of the participants. Despite the complexities, however, due
to multiple factors such as cultural beliefs, religious beliefs and health knowledge, the
participants were able to make use of the available health systems in the community when they
needed them.
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CHAPTER FOUR

Perceptions and Experiences of Complexities, Dilemmas and
Tensions in Plural Health Use

4.1 Introduction

The plural health world is riddled with complexities that contribute to plural health users’
patterns of seeking healthcare. Literature reveals that factors such as poor access to healthcare
services, poor health education, fear of stigma, denial of one’s HIV status, avoiding physical
and psychological strain or chronic illnesses as well as a high cost of healthcare to be the
primary motives for switching between different health approaches (Moshabela et al. 2011,
Muela et al. 2002; Nyamongo 2012; Ryan 1998). Movement between different health systems
was very evident in the current study; motivations for switching, however, were often
multifaceted, in some cases, doubling up. The role of multifaceted factors in the health-seeking
patterns of plural health users has not often been given attention in literature, especially how
such factors contribute in shaping a plural health user’s decision on when to switch from one
health approach to another and which approach to switch to. Between the steps of health-
seeking taken by the participants are experiences of complexities, tensions and dilemmas
regarding decisions on which health system to use. These complexities and difficulties in
making a “good health decision” are linked to the illness suffered, the health approaches
visited, the wuser’s worldviews (cultural, social and religious), external contextual
circumstances beyond their control such as states of health systems or the knowledge base of

health providers, as well as their socio-economic circumstances.

While health seekers may be the primary agents to determine what health approach they use,
in promoting healthy lifestyles and health-seeking in a community, there are other role players
and factors involved in this health-seeking determination. Such role players include the
individual seeking health or needing a healthy lifestyle, the community, but also the
environment (Mcleroy et al. 1988). The health providers of the available systems also play a
critical role. Hence, the views of the various health providers about their role in the healing
process of patients in the community contributed to the complexities faced by the patients. This
role was either their inability to treat some health conditions presented to them or their attitudes
and views towards other health systems. The socio-economic situations of the participants also
played a role in contributing to the complexities they faced in seeking health. This chapter
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looks at the complexities, dilemmas and tensions experienced by the participants in this study

in their health-seeking journeys.

4.2 Complexities due to some Health Systems’ or Providers’ “Inability” to Treat
Certain Health Conditions

While moving from one health approach to the other, the inability of health systems or
providers to deal with some of the illnesses presented by the participants played a critical role
in the participants’ health use and health choices. This perceived inability to receive
appropriate diagnoses and treatment from a health system is often received with
disappointment as users feel that their needs are not met. This often leads to desperation,
especially when a user wishes to have the fastest treatment possible. Failures to either
appropriately diagnose or treat some illnesses were experienced within both the traditional and

biomedical approach to health by the study participants.

Some illnesses were reported by participants in the study to have been either misdiagnosed or
not treated by the hospital. These experiences, said some of such patients, proved to them that
biomedicine does not and cannot have full knowledge of all illnesses or the required skills and
treatments for all illnesses. The first issue noted about biomedicine was its lack of knowledge
around symptoms related to one’s calling to be a traditional healer. Such an inability was
mainly due to the nature of biomedicine, which is built on cognitive evidence, whereas the
traditional approach to healing does not always rely on cognitive evidence as it holds that ill-
health conditions can be caused by non-cognitive factors, such as spiritual interferences. This
difference thus limits the extent to which the biomedical health practitioners could go when
faced with the treatment of patients whose health conditions might be best understood and
treated within the traditional healing system. This inability was in some cases recognised and
admitted by the biomedical health practitioners, and in some cases, by the participants. In the
case of one of the study participants, these symptoms where misdiagnosed as symptoms of

meningitis.

My husband was very shocked at first when | was suffering from ancestral
spirit, when I looked sideways listen to the voice that | was hearing, he thought
it was witchcraft. He took me to a healer and the healer said “no she is not
sick but she has a calling, only” and he will say no the healer failed to see the
iliness then he will take me to the clinic. But before | get inside the clinic,

everything that I was feeling will disappear. At the clinic I won’t even get a
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drip because the tiredness that | was feeling will vanish, I will just tell them at
the clinic what I was having, that my body is getting tired. This thing doesn’t
want me to go to the clinic. Maybe | will get those pills for pains and come

back home, it continues there. (Nolwazi)

Due to the difference in healing approach between biomedicine and traditional medicine,
certain symptoms are sometimes linked to biomedical health conditions whereas they are
manifestations of traditional conditions which can only be treated traditionally. In the case of
Nolwazi, the pains and tiredness she often felt where directly related to her calling to become
a traditional healer. These signs, she said, were prompts from the ancestors for her to seek a
trainer who would introduce her to the practice of traditional healing. Until a person called to
be a healer “answers” this call, they are likely to have to face unnatural circumstances, even
when such circumstances appear natural. As Truter (2007, 57) stated, “...training to become a
sangoma is not a personal choice but is a calling bestowed by ancestors”. Despite the attempt
by the clinic to diagnose meningitis through a lumber puncture, they were unable to diagnose
her; neither could the hospital detect what was wrong with the participant. Such a “failure”,
especially from a health approach that most community members were encouraged to use as
opposed to using traditional healing or other sources of healing, can potentially lead to distrust
in the system and its effectiveness. This is more so when such health conditions are treated
using other health approaches. Instances (see, for example, Bourke and Shields 2009;
Hoffmann et al. 2009) have been shown where meningitis has been misdiagnosed for other
illnesses such as Alzheimer’s disease. While this may be primarily due to difficulty in
differentiating between viral illness and bacterial infections, as noted by Bourke and Shields
(2009), this can also be because the symptoms are due to conditions that the biomedical health
facility is unable to detect. Such cases are often related to health conditions that are either
culturally bound or directly related to traditional or spiritual practices, as stated by Naidu and
Darong (2015a) and Truter (2007).

In another case, the primary biomedical health practitioners visited by one of the study
participants were unable to detect that he had a liver disease when he visited the facilities with
a swollen stomach. While experiencing liver illness, Cothoza sought help from different
providers, some of whom were unable to diagnose the right condition, hence were unable to

treat him. Cothoza said:

When | had this water [in my stomach], the private doctor checked me and
said “no this thing that produces this water is your liver”. But in the hospital,
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when | asked them, they didn’t say it was this thing. The [private] doctor also
said he will make me a referral letter to go to the hospital yes but he didn’t
make me that referral letter because he treated me with his medication and it
felt better. (Cothoza)

When Cothoza had a swollen stomach it was an “unknown” illness with worrying symptoms.
Visiting the hospital did little to ease this worry as the hospital, which he expected to be the
primary health provider in the community, was unable to diagnose or explain why he had a
swollen stomach. The diagnosis was only made by his private doctor and healing eventually
came from a faith healer. Although private doctors are part of the biomedical system and use
the same guidelines as practitioners in primary health care, they often operate outside the
primary health facilities mostly utilised by the community and were viewed somewhat

differently by participants.

Cothoza had a very complex health-seeking journey, where he made use of multiple sources of
care, concurrently, in parallel and sequentially (see Figure 3.1 at the end of Chapter 3 for an
overview of his health journey from 2001 to 2015). He expressed how disappointed, stressed
and sad he was on the many occasions he would go to the hospital with hopes of being treated
only to relapse to the same poor state of health shortly after such visits. This frustration and

disappointment was evident in his trembling voice during the interviews.

Another health condition which the biomedical health systems was seen to have been limited
in treating was the low sexual drive and erectile dysfunction of one of the participants.
Mkhumbuleni. He expected to be treated biomedically and was disappointed when he did not

receive assistance from the clinics. He said:

These pills (diabetes pills and ARVs), someone said they leave something that
is waste inside the body. It is that you notice that your member [penis] doesn’t
get erection. Even the doctors, the doctors they don’t give you the pills to boost
you they give you only these ones [laughing and trying to describe the pills].
So | use the herbs. You can feel it, if it is needed now to service myself, just to
detox... Finding out that traditional medicine [helps me] (in treating his
erectile dysfunction), [and] the clinic won’t do anything there, so we were

doing things that are done traditionally. (Mkhumbuleni)
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Mkhumbuleni was not treated for low sexual drive. Zanele, one of the nurses in the study
from the clinic used by Mkhumbuleni, agreed that many patients with similar cases were also
not treated. This “failure”, however, was not due to a lack of known treatment procedures or
medication; rather, it was due to a lack of the necessary medication in the clinic. Mkhubuleni
eventually sought treatment from a traditional health practitioner, a health route also chosen
by other men in the community to treat their sexual dysfunctions. Some of the biomedical
health practitioners in the study also alluded to this use of traditional medicine to resolve
erectile dysfunction by men in the community. Zanele, for example, said,;

Other [men] are open they will tell you that “I am a man, I have to detox”,
and that will be a joke but you are trying to tell him a serious matter and he is
making a joke out of it. Once he tells you that, he is trying to confuse your

mind not to take this thing (counselling?) seriously.

Others just say “I'm a man, I have to detox”. He tells you just like that. You
can see that ok yes he is a man. They are stubborn, you can tell him this but
he will say “The clinic can’t give me something to detox, so | have to use other
systems, the herbal is good for sexuality”. Most of the time they treat their
sexual infections with herbal systems, not the clinic. So even if you give him
counselling that “You mustn’t use herbal on HIV, use the clinic”, he will tell
you that “I have got my herbal mixture that I am using”. He will take it (the
use of herbs) for granted but it is disturbing his way of getting help. We have
so many males with high viral load, but if you look at it yourself, you can see
what the problem is. But I can’t come forward that these people are doing 1,

2, and 3 because not all of them are alcoholic. (Zanele)

Although the South African government offers free Primary Health Care (PHC), many PHC
facilities in the country have limited resources. It has been stated that South Africa continues
to have “inappropriate training of primary health care nurses and other PHC facility health
workers, multiple roles, heavy workload, infrequent and inadequate supervision, inequitable
distribution of resources, poor facilities and infrastructure” (Ijumba 2002, 182). Due to these
issues, when faced with health conditions for which they have little or no medication, the clinics
become unable to assist some patients. These conditions often lead to complaints from users
about the quality of services and the poor treatment and relationship with nurses, but nurses

also become frustrated and dissatisfied with their jobs.
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The men seeking treatment for their sexual health conditions are often aware that the clinic is
not always able to treat their sexual dysfunction, either due to lack of drugs or the lack of
urgency or importance linked to such health conditions. The clinics are meant to offer such
services to the men freely. Hence, the lack of such services from the clinic can be regarded as
a ‘violent act’ towards the men, either due to a shortage of the needed medication or to lack of
interest. Zanele’s assertion, for instance, that the men claiming the need to detox, was simply
an attempt to distract her from giving him counselling or not to take the counselling seriously,
shows the lack of urgency given to such issues in the clinics. These issues are often ignored by
biomedical health practitioners in order to deal with the “serious” issues of other patients, yet
these issues are often very important to the men concerned. This is so because this shortage of
medication, which leads to lack of some services, hinders them from becoming fully healthy.
This ‘violence’ can be said to be one of the reasons behind their motivation for seeking

treatment from other health systems that take them more seriously.

Such an approach can be seen as a top-down implementation of health policies and preferences,
which have mostly been generated by policy makers without much impute from the grassroots.
As Walker and Gilson noted, the “top-down approaches see implementation as a rational
process that can be pre-planned and controlled by the central planners responsible for
developing policies” (2004, 1251). Certain health concerns may be ignored or undervalued, as
seen in the case of treating sexual dysfunction. With constant consideration of bottom-top
policy development, however, theories and policies are based on their relevance to social
services. Implementers will be required to have some discretion towards decision-making that
aligns their services to variable client needs if adequate social trust in the health system is to
be achieved (Rothstein 1998). Such providers have been termed “street-level bureaucrats”
(Lipsky 1980) who, despite being allocated high numbers of patients, often make difficult
decisions on how or who to allocate what resources to (see EImore 1978; Hudson 1993; Walker
and Gilson 2004).

4.2.1 Biomedical Health Providers’ Conviction about Treating All IlInesses

While the section above presents the experience of patients finding the biomedical health
system to be limited in treating all health conditions, either due to lack of resources or poor
understanding of the health condition, this section looks at how the providers expressed
confidence in their abilities to treat all health conditions. These contrasting views present the

difficult reality and complexity faced by the participants in this study in their use of plural
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healthcare. Based on their training and experience of working with patients, most of the
biomedical health providers were confident that they were able to treat all heath conditions
presented by patients. The biomedical health providers expressed worry that when some
patients are faced with some HIV-related symptoms, they tend to believe that they have
culture-bound illnesses and wish to be treated traditionally. As nurses, however, they are
unable to agree with such views, instead, they make all possible efforts to diagnose and treat

the patients biomedically.

The clinic can cure any illness if the patient complies with the treatment and
follows the procedures as it is. As the health providers, we know that the
person with idliso is a TB suspect. It happens that he will say it is idliso then
you will find out that it is TB. (Thokozile)

Most of the nurses stated TB or symptoms of HIV or side effects of ART are often
misunderstood by patients as idliso and they want to be treated traditionally. According to the
nurses, when patients claim that the clinics are not able to treat them, this may be due to the
patients’ faults. Such faults may be improper intake of treatment or use of other healing
approaches and medicines that disrupt the treatment and medicines from the clinic, said one of
the nurses. Therefore, even when patients wish to use other health approaches, the nurses do

not allow this; instead, they motivate the patients to be more engaged in their treatment.

The nurses stated that in cases where patients show HIV-related symptoms but claim that they
have been infected with a health condition that can only be treated traditionally; they use certain

procedures to diagnose the “actual” illness.

Maybe if you see that your TB result came back negative then you will ask us
to make transfer letter to the hospital for X-ray so that you will be able to know
that you have TB or not. There are people who are using herbal medicine but
they are mixing it with the clinic, others even say that | started by using faith

healers, I realised that it’s not working then | turn back to the clinic. (Thobile)

The nurses stated that they are often met with patients who believe that their health conditions
need to be treated traditionally or patients who engage in plural health use even when they, the
nurses, see that such conditions can and should be treated within the biomedical sphere. Hence,
when such patients express an intention to be treated traditionally, the nurses deter them from

doing so; they then request that further tests be conducted to determine the actual illness or
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cause of the symptoms experienced. The nurses stated that they are unable to encourage people
to make use of health approaches that are unfamiliar to them. This has been previously reported
by some amaZulu nurses who, despite their knowledge and upbringing within the traditional
Zulu setting with its traditional views of health and illness, avoid encouraging such beliefs in
biomedical spaces (Naidu and Darong 2015a). This position, according to Naidu and Darong,
is strongly related to the nurses’ wish to abide by the codes of conduct guiding their practice in
such spaces (2015a). Hence, even when the clinic is unable to treat a health condition, the
patient is transferred to the hospital where he or she is to be attended to by a doctor who is to

conduct further diagnoses and possibly treat the patients.

4.2.2 Biomedical Health Providers’ Acceptance of Limitation in Treating All Illnesses

Despite the conviction of most of the biomedical health providers in the study of their ability
to treat “all” of the health issues in the community, some admitted their limitation in providing
all the treatment that was required. For example, in cases where, after all the advised
procedures for diagnosing patients’ TB symptoms have been followed and the symptoms
persist without a TB diagnosis, nurses are often left confused as to what to do.

| saw one female this morning, she has been coughing for many weeks and we
have treated her with antibiotics, we have taken sputum for investigations but
everything seems to be negative, then our last hope is the doctor and X-rays.
We just send patients to X-rays at Hlabisa Hospital. It’s a difficult situation
because after all investigations then the person is still sick and still having all
signs of illness, it’s quite difficult. So we keep on changing the treatment with
a hope that the person will be okay. (Nthokozo)

In many of these situations faced by the nurses, where they are in a dilemma as to what to do,
the nurses make use of what Tanner (2006) refers to “critical thinking” in order to arrive at a
clinical judgement. In such cases, the nurses are able to decide on the immediate need to treat
the patients’ “diabetes or its symptoms” while ignoring any other health-seeking options that
the patient may wish to utilise. When a patient insist on using other health care options,
however, the nurses offer the patients a refusal of treatment (ROT) to fill in before being
discharged. Tanner (2006, 205) stated that “clinical judgement requires a flexible and nuanced
ability to recognise salient aspects of a (seemingly) indefinable clinical situation, interpret their

meanings, and respond appropriately”. The appropriateness of the nurses’ judgment and
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decisions, however, can be questioned, depending on which health approach a user or observer

may be more sympathetic and inclined to.

Aside from the difficulty with patients who show TB-like symptoms, the nurses also
expressed difficulty in helping patients who have low libido, especially those on diabetes

treatment.

| am always open with my patients. Like the other one came in, he is a male,
he is 46 or 43 years old, he is taking treatment for diabetes. So he told me that
“Hey sister, I have been trying to have sex for more than two months. Ay it’s
not OK. My penis is not strong”. Then | asked him if he had tried foreplay,
and he said that doesn’t help him. After some time, he came back and said “I
just went to Durban. There is a lady; she is a nurse she told me that there is
imbiza that can make my penis strong. She gave me this 2 litre, tjoh! It’s
working. My woman is happy and I am happy too. She is always smiling now”.
But because he is on diabetes [treatment], | had to check him to be sure that
his kidneys are okay as he is using imbiza, even though he said he did not stop
his treatment. | took everything and everything was fine. But I am not allowed
to say go on with it, but it’s working for you, so I think it is okay to continue
taking that herbal medicine. (Nthokozo)

Nthokozo acknowledged the shortcomings of the clinic in treating the sexual issues of its
patients, especially those on diabetic treatment. The reality of struggling with diabetes and its
symptoms has been well reported, especially amongst PLHIV who are advanced in age
(Cheung et al. 2007; Flandre et al. 2011; Réling et al. 2006). This may be linked to the strain
on the kidneys caused by both diabetic treatment and ART, which eventually affects the sexual
function of those taking such treatments. The nurses sometimes allow patients to make use of
an alternative health approach due to their understanding of their resource-limitedness, but also

due to the “respect” for the patients’ belief systems and health choice.

1 think as a health provider I have to respect a patient’s beliefs. That is the first
thing. | mustn 't disrespect her/his health belief. But it impacts mostly those who
are on [ART] treatment. It clashes if you are using more than one (health system).
We just advise them that they can believe in it but not to mix if you are on
treatment. Yes, they believe it is helping but it ends up destroying. If you are on

treatment its end up developing, like when you put manure in your seedling to
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make it grow, it doesn’t grow the seedling only but it also grows the weeds.

(Zanele)

As shown, in the extracts above, the biomedical health practitioners are often faced with
patients whose ill-health symptoms appear to be related to TB, which the nurses are unable to
treat, but also with patients whose health conditions, sexual dysfunction, they can treat but do
not have the required medicines. In both cases, the patients often decide to use traditional
healing as they believe that they can be treated using TAM. While the nurses do not agree with
the patients’ choice of treatment, they end up allowing the patients to carry on using their
chosen health care seeking route out of “respect” for the patients’ beliefs. In the case of Zanele,
for example, her act of respect shown to the patients on their choices was shaped by her
understanding of the cultural beliefs and traditions of the patients, but also due to her
acceptance of the limitations of the biomedical health system. However, due to the nursing
profession, she is unable to directly encourage such use; she can only tolerate and respect it,
she said. The nurses noted, with disappointment, their inability to treat some of the conditions
experienced by their patients. It was their belief that, as health providers, they should be able
to take care of all the health needs of the community presented to them in the clinics.

The inability to treat certain illnesses was not an experience only related to biomedicine, as
seen from the experience of the study participants. Some of the study participants also had
difficulty in receiving treatment they thought would be available from the traditional health
system. One such participant was Cothoza. Not only did he experience difficulties in seeking

help from the hospital, but also from the traditional health system which he grew up using.

(Shaking his head) ...after getting the mphemba stuff [a traditional medicine],
I don’t remember where it helped me. Seriously it didn’t help me. Painting
here, mixing with snakes there. Sometimes burning other things like the izinsizi
(a black powder), things like that. And I realised that no, no. Sometimes

drinking or licking it, things like that. It didn’t make any difference that thing.

There is another healer whom | got, my aunt took me there. She told the
inyanga “now this person is sick, we once took him there [to a different
traditional healer], he is not getting well”, and he said “well I will also try
with my herbs”. ...He was also trying. He gave me muthi and | drank it. My

stomach ran every time | took that muthi. It made me to have hoped that maybe
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this thing (swollen stomach) will go down because of the runny tummy, but no,

nothing happened. (Cothoza)

This experience of the different traditional healers’ inability to treat Cothoza, the hospital’s
limitedness, as well as his personal disposition towards plural health use led him to seek further
care from private doctors as well as from a faith healer and from different traditional healers..
His poor state of health made him desperate to seek healing from any health provision system
that seemed to offer hope for healing. As a believer in traditional healing from his childhood,
Cothoza had anticipated that he would be treated by the traditional healers he visited. This
anticipation, however, was turned into disdain for the traditional healing system whose
providers where unable to treat him. This was sustained during the course of this study:
Cothoza claimed he did not want to have anything to do with any traditional healer — he would

only trust his grandfather, however, he had passed away.

Any traditional healer should be able to “detect” with ease when any of the patients are having
ill-health experiences caused by the ancestors when such a person has been “called” to be a
traditional healer.?® Such a healer is then expected to train the person, or recommend them for
training, if they are unable to train them. The traditional healer visited by Lindiwe, however,
seemed to have been unable to “detect” that her illness experiences were due to the “calling”

she was receiving to becoming a healer.

After the hospital didn’t know what was wrong with me, that’s when I was
taken to a traditional person and he was the one who informed me | was well,
only having illness symptoms as | was called to be a traditional healer. | stayed
over at that person’s house for two months and came back on the third month.
He also didn’t help me. They made things to make me inhale traditionally and
my headache was still sore. I didn’t get help because it has always been there.

(Lindiwe)

Lindiwe was surprised by the traditional healer’s approach and attempt to treat her despite
knowing the appropriate steps that should have been taken once a person has been “called”.
The appropriate procedure is often the initiation of the person “called” into the traditional

health practitioners’ roles by a trainer. Truter (2007, 57) detailed this process as follows:

2 This is a process where an individual is chosen by his or her ancestors to take on the role of a traditional healer.
This healing role can be as a sangoma — diviner, an iyanga — herbalist, or umthandaza - prophet (Truter 2007;
Zuma et al. 2016).
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During this time, she [or he] learns to throw the bones and to control the trance-
like states where communication with the spirits takes place. On completion
of the training she [or he] undergoes the ukuthwasa (a culturally accepted form
of ancestral spirit possession when she [or he] is called by ancestors to become

a diviner.

Thus, the failure of the healer to either train or recommend Lindiwe to a trainer raises questions
as to his credibility as a traditional healer. One may ask if such refusal was because he was
unable to admit his limitation in training her, a process which would “cure” her of the ill-health
experiences she had as they were associated with “being called” or he wanted the financial
income from the prolonged consultation and observations made. It has been reported that some
supposed traditional healers engage in the practice of traditional healing for the financial
benefits of the practice not because they have the desire to heal people according to their calling
(see Abdullahi 2011; Kigen et al. 2013; Muela, Mushi and Ribera 2000). This possibility was
also reported by another participant in the study when a supposed traditional healer failed to

treat him.

| went there (to the traditional healer) it was almost December [2015]. She
gave me something to burn. She cut and vaccinated me for all the crazy things
around here. Well | thought that her things were not working. It made no
difference, yes! There was no difference at all. Even today, it is all the same.
There is nothing solid she did that was clear. Well I wouldn’t know if it was
the spell that was working against my favour to get no help but even now, I
still think she was someone who was forcing it and knew nothing about that
because the person | am seeing now is from far but there is so much difference,

a big difference. (Mgondisi)

Mgondisi’s experience with this traditional healer’s inability to undo what he believed was a
spell cast on him is similar to instances shown in research where some ‘fake’ traditional healers
conduct bogus healing procedures as a way of exploiting people’s belief in the healing system.
Such practices have the potential of contributing to users deciding to either change their health-

seeking to a different health system or different health provider.

In other cases, the distrust of certain health systems was not necessarily due to negative

experiences from the health approach, but due to the user’s lack of knowledge of the health
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approach. The limited understanding of some participants of certain prevalent health
approaches in the community also contributed to the complexities of health decision-making.
This was particularly so when the participants were using the approaches they had doubt in,

yet still wished to use different health approaches.

This use of plural healthcare is not only found amongst users of the three health approaches
explored in this study. Cassidy (1998) for example, in a study which explored the use of
Chinese medicine by Americans, stated that plural health-seeking was noticed amongst the
participants, even when they were primary users of Chinese medicine. He said, when asked

(134

questions such as “’what made the difference’ in their health, a majority said it was ‘definitely’
or ‘probably’ Chinese medicine... even when respondents reported using several forms of
health care” (Cassidy 1998, 23). This can be because, as in the current study, although one may
be unhappy with some aspects of a healing system, one still uses it while seeking help for

aspects that they are not happy with from other healing systems.

4.2.3 Traditional Health Providers’ Conviction about Treating Some Illnesses

Traditional healers in this study presented views that influenced how they perceived their self-
worth and role in promoting health in their communities. They openly acknowledged that they
could not treat or heal all ilinesses of community members and they also made use of the clinics
or religious healers at times. Various factors contribute to the expertise of the traditional
healers in the study, thus building their confidence in treating different illnesses presented to
them. Such factors include the assistance and guidance received from the ancestors before,
during and after any consultation or treatment given; their traditional training; and their
exposure to different health approaches, especially some training in biomedicine. The
traditional healers in the study felt their roles were legitimated by the ancestors who assisted
them to identify the right treatment procedure for each patient. This, they claimed, gives them

supernatural abilities in their profession. One of the healers said:

| get told in my sleep to dig this one [herb]. When | get to the forest, haw, I
find the muthi that | dreamt of digging in my sleep. I dig it and | put snuff in it
then they [ancestors] tell me dig another one, dig this one and put it here...
The ancestors come in my sleep and tell me that if you are working, just work
like that and | do it as they say. So if you tell me that you are suffering from
this and that then I will consult in my own way and | will tell you exactly what

the problem is. Sometimes it is not what he [the patient] was telling me that
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people are witch crafting him (sic). | just tell you the exact disease that is
giving you the problem, not what you tell me, the cheap story. If you are lying,
I will tell you the exact problem that makes you sick while you are pointing
fingers at other people. (Leonildo)

In his practice as a traditional healer, Leonildo had amassed experience of more than 30 years.
With this experience and the continuous guidance of his ancestors, Leonildo was convinced
that he is able to diagnose any illness suffered by a patient, even if a person attempts to lie
about his/her lifestyle, which may be the cause of the illness. Leonildo’s assertion about what
ilinesses people may be experiencing and how he is able to identify them, relates to the notion
of causality as understood by patients and as understood by other traditional healers in the
study. It has been shown (see, for example, Kale 1995; Moshabela et al. 2016; Naidu 2013;
Naidu and Darong 2015a, 2015b, 2015c; Zuma et al. 2016) that people sometimes attribute
their ill health to other community members. Leonildo believed that such assertions are not
always true; people can suffer from different illnesses, natural or supernatural, yet are quick to
blame others for their ill-health, he said. He said he is able to see beyond what the patients
claim to be their health condition and to identify a “real” cause, which is sometimes unknown
to the patients. He went on to state that such health conditions are sometimes due to people’s
inability to reciprocate the good deeds given to them by the ancestors, hence the ancestors stop

blessing them.

The traditional healers also feel there is ancient wisdom and value to the profession as they
assert that it is a long-standing form of healing in the community as opposed to biomedicine,

which is more recent.

The clinics are new, in ancient years if a person had a headache there was
smoking powder for headache but you won’t just make a person smoke
anything, you just start by seeing how sick he/she is. I just consult, I don’t pray
for any person, after that | have iziwasho?’ to cleanse him if it’s evil spirit. We

have trees that God made for us. (Mzwamandla)

In our conversation with Mzwamandla, he described three things, gifts from God’, used before
the advent of biomedicine, which he uses when healing: holy water, prayer and herbs.

Combining the view that the items used and process of traditional healing is ancient with the

27 Water with powders bought from the pharmacy used by traditional healers.
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role of the supernatural, God, Mzwamandla feels confident that such a practice cannot then be

easily denounced or disregarded due to its foundations and support.

4.2.4 Traditional Health Providers’ Acceptance of Limitations in Treating Illnesses

While the traditional healers were convinced of their ability to treat certain health conditions,
they also accepted limitations in treating other illnesses. One of the major illnesses the
traditional healers accepted they were unable to treat was HIV/AIDS. The healers discussed
how some of their clients sometimes request “strong herbs”, even when they know that they
are HIV positive and should avoid taking such herbs. The healers stated that the patients claim
that they have certain culture-bound illnesses, hence wish to be treated traditionally. However,
some healers had received some formal training on HIV and would therefore reject the wishes
of these patients.

Ey I'won't lie to you sister [referring to the interviewer], I don’t know about
muthi for HIV. I will be lying. I don’t know and I think there is no cure for HIV
because even if | give you the books I did not see muthi for HIV and I don’t

know what kind of sickness it is. (Mzwamandla)

There is no cure for this disease (HIV), we as healers don’t have the cure, we
are also ill like you because if you deceive a person he will die. If you say there
is an imbiza that cure this disease you will be lying, only the clinic [can treat
it]. (Nolwazi)

As opposed to the views of some of the biomedical health providers that traditional healers
claim to heal HIVV/AIDS, the healers in this study were fully aware of the treatment needed for
HIV, which is ART. The need to treat HIV only at biomedical facilities was clear to the healers.
Some of them were also on ART and were fully knowledgeable of the treatment requirements
and mechanisms of HIV. Others had taken part in numerous biomedical health awareness
workshops and trainings where they were taught about the origins of HIV, its transmission
modes, its symptoms and treatment requirements. The false claim of some traditional healers
in the early days of HIV in South Africa that they were able to cure HIV/AIDS (see, for
example, Appelbaum et al. 2015; Audet, Ngobeni and Wagner 2017; Mills, Cooper, Seely and
Kanfer 2005; Munk 1997) have contributed to the continuous perception that traditional healers
still claim to be able to cure HIV/AIDS. However, the traditional healers in this study and most

traditional healers currently possess good biomedical knowledge about HIV. None of the
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traditional healers thought he or she had the ability to treat HIV/AIDS. They are also able to
use certain clues to identify patients who suffer from HIV and may not have disclosed their

HIV status to them.

If a person is HIV positive, I have signs that I've learnt during my training or
in the traditional healers’ organisation that if a person appears like this to you
it means that person is infected. If a person keeps on coming back all over
again claiming that the shingles keep on coming again, that is the person that
you can advise to visit the clinic. Because with that infection (HIV), a person
can have the stomach ache, headache or any illness, | will treat it but if | see
that mhmmm it’s not getting any better, then I will tell the person to visit the
clinic and see what they can do for him maybe we can talk after that.
(Nknosinathi)

Nknosinathi depended on the skills he learned from HIV training on how to identify a person
with HIV. The traditional healers also depend on the guidance of the ancestors to determine
health conditions, especially when a person can’t accept that he or she is HIV positive after

HIV-related symptoms have been noticed and spoken about by the traditional healer.

It happens that | have [HIV] infected patients. There are many signs for this,
but the person gets sweating, loses appetite, losing energy then become darker
in complexion, all those are signs. He won'’t hide it from me, he won't hide it

from the ancestors. (Velenkosini)

They come to us forcefully requesting that you give them the muthi. | say to
them ‘no I can consult myself, so I will consult now and see what else you have
after umeqo’. So | just look according to my side and | will see that oh this one
is coming with an attitude that I will run to give her izimbiza. 7 don 't do that.
I simply say to her ‘I found your illness but before I treat you', you must first

go to the clinic to run some tests . (Nolwazi)

Because the healers are aware of the symptoms of a HIV-positive person, they are able to refuse
patients whom they suspect to be HIV positive yet who wish to be treated using certain
medicines that the healers know may interfere with their ART. Aside from identifying the
symptoms, the healers are also able to depend on their lived experience or consult their

ancestors for clarity on their clients’ illnesses. Nolwazi, who was also HIV positive, did not
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only depend on her learned HIV knowledge and the guidance of the ancestors, she also
depended on her lived experience as a person living with HIV to be able to identify clients who
had HIV and needed treatment.

A noticeable dynamic in our interaction with the traditional healers was that all the male healers
referred to their clients as males while only Nolwazi, who was one of the female traditional
healers, referred to her clients as women. Although gender separation is not standard in the
consultation of traditional healers as clients often choose who to consult based on their known
efficiency in dealing with people’s cases, clients may seek to see the most efficient of healer
of the same gender. This issue however, was not the focus of this study, hence not fully

explored.

When patients with HIV are detected by the traditional healers, they often respond by referring

the patients to the clinics for biomedical assistance.

So if an infected person comes, | just treat what concerns me and tell him that
‘ey, other things you have to see the clinic’. You see because what must be
done by me I will do it completely but what I see that I can’t cure; he must visit

the clinic and see what is going on. Anything related to infection I can’t cure.

(Nkosinathi)

If its umeqo, 1 will tell if it’s not umeqo but as we now learnt, I just say ‘ey you
see this, start with the doctors or at the clinic to get an injection then you will

come back to me’, just like that because you won’t hide HIV. (Leonildo)

Both Nknosinathi and Leonildo claimed that when visited by a person living with HIV, they
treated those health conditions they were capable of treating, except for HIV, which they both
agreed they were unable to treat. Some of the health conditions treated by the traditional healers
are HIV symptoms or HIV related infections such as umeqo. They may also treat other health
conditions that are not related to HIV but still recommend that the clients visit the clinic for

HIV testing, or treatment, if the clients already know that they are HIV positive.

Both HIV positive and non-HIV positive traditional healers in the study agreed that when
consulting with a person living with HIV, it is highly important to recommend them to visit the
clinic for a test or treatment first before they give them any further treatment. This, they said,
was necessary as some of the clients are sometimes unaware of the necessary steps to be taken

when one is HIV positive or are not fully knowledgeable of the condition. In the case of some
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of their patients, however, there may be denial that they are HIV positive, hence they wish to
make use of traditional medicines to treat some of the symptoms they experience. In the case
of Nolwazi, most of her clients were training to become traditional healers and because she is
a trainer and she insists that they visit the clinic, find out their HIV status and start treatment if
necessary; only then will she carry on with the training. This was necessary, she said, because
some of the activities during the training, such as vomiting or ingesting certain strong herbs
may affect the trainees’ health. However, with the knowledge of a client’s status and treatment,

she knows what activities to exclude or modify when giving prescriptions to clients.

| say to them [HIV positive clients], ‘I don’t have the right to give you a
traditional medicine because you are on treatment. Can you please consult
your doctor who gave you pills? I can’t give you muthi when you are on HIV
treatment because my muthi has got something like acid and also the pills have
its acid, so I will be playing with your life maybe at last you will die and they
will say 1 killed a person, but people just lie to others’ [laughed].

(Mzwamandla)

Mzwamandla was worried about giving clients living with HIV any herbs due to the strength
of the herbs and the effect(s) they might have on their medication. He does, however, offer
other forms of healing or “weaker” herbs to accommodate clients on medication. As has been
shown in other studies (see Peltzer 2006; Peltzer et al. 2008; Peltzer and Mngqundaniso 2008;
Peltzer, Mnggundaniso and Petros 2006; Tugendhaft 2010; Zuma et al. 2017), the traditional
healers in this study also show their knowledge of HIVV/AIDS treatment, how it has developed
and how they understand their limitations in treating the HIV virus. For example, Peltzer and
Mngqundaniso (2006, 87-88), in their study on the role of traditional healers in the intervention
of HIV/AIDS/STI/TB in KwaZulu-Natal, South Africa, stated that “the majority of the (233)
traditional healers in the study knew or had improved knowledge of where to obtain voluntary
counselling and testing (VCT)” and “about half of the healers indicated that they had referred
a patient for HIV testing” during the course of the study. Also, in a more recent study exploring
how traditional healers “manage” HIV/AIDS in a rural community in KwaZulu-Natal, Zuma
et al. (2017, 5) found that the “THPs were not opposed to use of ART, and they negotiated
traditional healing with patients who were already on ART, advising them that they would only
prescribe traditional medicines that were not strong or at a lower dosage to avoid potential drug
interactions”. There were the same sentiments shared by the traditional healers in the current

study, some of whom were also on ART. Hence, when faced with patients who are HIV
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positive, whether on ART or not, the traditional healers in this study were often cautious of
what treatments to offer the patients, and in most cases, recommended the patients to their

primary health care facilities for check-ups and treatment.

HIV was not the only illness some of the healers stated an inability to treat. When faced with
patients with diabetes or meningitis, the healers said they recommended the clients to visit the
clinics or hospitals. Nkosinathi described how he was visited by his grandfather in a spiritual
form as the grandfather passed away a while before Nkosinathi was born. In one of the nights
that the grandfather had visited him, he had come to inform him that he would not be able to
treat the client and should rather refer the client to the hospital. He went on to take the client to
the clinic himself, although the client subsequently passed away, possibility due to late arrival

at the clinic.

Some of the healers were also aware of the presence and practices of false healing by people
who claimed to be traditional healers but are only actually trying to make money. The worry
about fake healers is related not only to the loss of finances in the process of seeking health,
but also to the lack of healing from such visits. The existence of such “healers” has been noted
in literature (Abdullahi 2011; Kigen et al. 2013; Muela, Mushi and Ribera 2000), whereby the
supposed healers feed on the public’s wish for health, which often leads many to desperate

acts and making exorbitant payments.

Aside from the complexities faced by the study participants in using the biomedical and
traditional healing systems, there were also challenges faced when faith healing was chosen as
a means of treatment. One participant claimed he was uncomfortable in using faith healing due

to the uncertainties of its role in healing and its impact on him.

L used to go to church at Zion, but it’s been a long time since I last went there.
Sometimes it’s hard for people like us (traditional healers) to go to church.
Yes, sometimes you feel like you are overacting, you end up talking about
things that are private to the church. Like as | am a traditional healer, when |
get to the church and see a problem inside the church I will just talk, isn’t it?
But they won’t be happy with that, which is why sometimes I don’t go to
church. You can go, but when they keep on singing, the spirits don’t go away

and it’s the spirit that is abusing you. (Nkosinathi)

In the initial period when individuals are “called” to become traditional healers, many have

extra-terrestrial experiences, which are sometimes called “out of body experience” such as
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dreams or visions (Truter 2007). In some communities or households, such experiences and
the resulting behaviour are regarded as an attack from “evil spirits”. To “cleanse” the
“possessed” person of the spirits and “spell”, the help of religious healers is often sought
(Cheetham 1982; Truter 2007). It was about such help that Nkosinathi spoke and how he found
it difficult to attend church services and activities as he is able to tell that the individual
undergoing such process of “healing” might have been called to serve as a traditional healer or
may be experiencing other forms of illnesses that he understands from his traditional healer’s
perspective and is able to heal. Hence, he feels he would rather not attend these kind of church
services where they are unable to deal with the reality of ancestry calling or traditionally-

understood illnesses.

Only one faith healer was recruited and actively participated in the study. He was a preacher
in the Shembe Nazareth church, and thus, promoted views about the role of faith healing in the
community in line with the teachings of the church. This was the same church, whose prophet
was responsible for healing one of the study participants, Cothoza, and the church leader in

the study played a critical role in leading Cothoza to the prophet.

| was poisoned by a person because he was jealous that | was chosen by the
supervisor to be his cook. After he poisoned me they took me to the temple
where there was the Prophet. He just blessed the holy water and said | must
drink the water. After drinking the water I fell down same time. | vomited for
some time until I vomited the porridge that | was poisoned with. | was healed
like that with holy water and porridge. So when a person is sick, | send that
person to the Prophet. He must go and get blessings from the Prophet. The

Prophet will bless holy water and oil. I also do that.

The church leader’s personal experience of healing from the prophet was his main reason for
encouraging his church members to visit the prophet for any form of healing and request. The
prophet often visits different temples in the community and members from surrounding
temples all gather to appreciate his presence. In one of our visits to a temple where the prophet
had visited, we were greeted warmly by some of the preachers, whom | was introduced to and
| was assigned one of the youth leaders to guide me through the day and explain all activities
to me. The expression of faith amongst the followers of the prophet that day was highly in line
with the assertions made by Fundisa, who was unable to attend the visit as he was ill and had
been recommended by the doctor to rest. Fundisa recommended some of the church members
to the clinic.
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| recommend it because | can see it helps for a person to go to the clinic and
get examined so that they can see if a person is diabetic or he is having a BP
that we can’'t see With our eyes, and then a person will be treated accordingly.
(Fundisa)

4.3 Health Providers’ Critique of other Health Systems and Providers

Although PLHIV continue to make use of the plural health system, the providers expressed
concern and uncertainty towards the various health approaches used by their patients. These
uncertainties by the health providers were often from their critique and distrust of the different
health systems as dangerous, “unstructured”, or an illness being new hence the health system
is “not up to date” in dealing with such illnesses. This factor played a role and contributed to

the complex web of medical pluralism in the lives of the participants of this study.

Ai! | can say | am not sure if we need the traditional healers or not... There is
no herbal medicine that | have heard a person saying that I get helped in using
herbal medicine and get cured of HIV virus till today. Even those who say they
are praying for water and conquer all illnesses then at the end, the person will

get sick and come back to us at the clinic. (Thobile)

In the narrative, which is a general representation of the view shared by most of the biomedical
health providers in the study, Thobile immediately assumed that PLHIV visit traditional health
practitioners primarily to seek a cure for their HIV. This assumption, however, does not
resonate with the views of the participants in the study, none of whom sought the use of
traditional healing to cure HIV. Such a view has been strongly presented in literature where in
the early days of HIV in the country, many people thought they were cursed, poisoned or
punished by their ancestors, hence sought to cleanse themselves of such curses traditionally
(see, for example, Anderson et al. 1993; Langlois-Klassen et al. 2007; Liu, Manheimer and
Yang 2005). Recently, however, this view has received a major shift. PLHIV and traditional
healers, including those in Hlabisa sub-District (where this study was held), as shown in Zuma
et al. (2017), now understand that HIV is currently not curable but treatable through constant
treatments in the biomedical health facilities as well as uptake of ART. Thus, the reaction of

the nurses to such patients is in contrast to the progress made in HIV treatment and education.
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In further critiquing other health systems, another participant also focused on the inability of
those systems to treat HIV. She also focused on how and why biomedicine is the only health

approach that can and should treat HIV.

Traditional healers and faith healers can’t help in fighting with HIV/AIDS.
They can’t because only the whites that can heal this HIV virus or give the
treatment because they know what it is, they have created it. They know the
mixture that they mix to create the virus because they know that they mix 1 and
2 because they were trying to finish us as black people. So there is no illness
that the clinic cannot cure. It’s just people’s beliefs that make them so
stubborn. If you tell him to leave this and want to continue by force, he doesn’t

want to adopt the new lifestyle. (Nikeziwe)

While Nikeziwe’s specific reference to the “whites” as the only people that can treat HIV can
be understood in direct relation to biomedicine, which is practised in the clinics as western
medicine and not necessarily to whites as a race, it also touches on the debate around the
existence of HIV as a western creation. This claim states that HIV was created in the west with
the aim of eliminating some sections of the human race, but also its sustenance has been
promoted for economic purposes by pharmaceuticals benefiting from ARVs, which are often
owned and controlled by “whites”, locally and internationally (Kumar 2010; Life Site News
2004; Vahdat 2012). These claims, however, have remained disputable and unfounded.
Nonetheless, despite such a view by Nikeziwe, her role in promoting biomedicine as against
all other forms of treatment, she stated, was because there are many illnesses that can be cured
or managed biomedically and not traditionally or by faith healers, including HIV/AIDS.
Regardless of the critique of the biomedical health practitioners that they have the best
approach to treating illnesses, they also see other health systems, to them, as dangerous to be

used.

It is bad to mix [treatments] especially those who are on [ART] treatment. |
think they are killing themselves a lot because their viral load is always
unsuppressed. When they take their treatment and also use herbs, their viral
load will keep on being unsuppressed or viral logical failure. Sometimes a
person defaults on treatment and uses herbs but I don’t see any positive
difference. Others are dying, so | can see that no, this is not important. Even
if a person is not defaulting, the viral load will be unsuppressed even if he is

saying he stopped using other systems but the viral load will show if he is
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continuing and the opportunistic infection will show up, you will find that he

has boils, he will list many illnesses (Thokozile).

Some people are drinking it [muthi] because they want to raise their CD4
count, but it’s not raising the CD4 only, it also raises up the disease. It ends
up disturbing the blood because the disease replicates in the body, the
opportunistic disease will also replicate. Some people develop sores that
he/she didn’t have, the illnesses that were hidden will come out. We are not
saying they mustn’t do it [take herbs], but they mustn’t use strong medicine
that will change to a drug then it will be two drugs in one blood, both of the
drugs will be drunk so we educate them like that. We cannot promote herbal

mixture that if you are on treatment because it is another drug. (Zanele)

Although the biomedical health providers stated the need to respect the beliefs of the patients,
they also expressed a general concern about patients who take herbal mixtures while on ART
or other forms of traditional treatment as dangerous to the health of the patients. The uncertainty
shared by the biomedical health practitioners hinged on the belief that PLHIV tend to “mix”
ARVs with other medicines and treatments received from other health approaches other than
biomedicine as a way of boosting their CD4 count or for the purpose of curing HIV/AIDS.
Even when not for such a purpose, the herbs ingested remain toxic to the patients. More so,
when the ingestion is done with the purpose of inducing vomiting, it places the patients in
danger. Thus, such caution was not only shown towards traditional or herbal mixtures, but also
towards the use of holy water by some of their patients as a way of inducing vomit. Regardless
of the approach used, the nurses fundamentally rebuffed the use of any form of treatment aside
from that offered in the biomedical health facilities. One of the reasons for such refusal is that
when vomiting is induced, the ARVs taken by the patients get washed out of their systems with
the fluids. The effect of PLHIV on ART throwing up can be problematic to the retention of the
medicine in their system, hence poor effects will be made. Aside from the general concern
raised by the biomedical health practitioners on the dangers of using more than one health
system when on ART, they also expressed concern on some of the supposedly “safe
mechanisms” that patients often implore, such as spacing the times between their ART intake

and their use of other healing systems and treatments.

Even those that say they will skip two hours and take herbs before [ART]

treatment; it will be the same because you are still mixing. For 24 hours period

the pills must be still working in your blood. Even if he is going to induce
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vomiting in the morning he will be cleaning the pills out, he won’t have
anything in his body. He won’t steam only and not induce vomiting, I think it
goes together, the healer won’t say you will steam only and not induce vomit,

that won't happen. (Thokozile)

Even those saying they take the herbs at different times from their ARVs; it’s
not good because if they said you must take your tablet at 7 and then you take
this traditional medication after, it will have an effect on the pill. (Nthokozo)

Zanele and Nthokozo were of the view that even if patients took other medicines aside from
those given to them from the clinics, they would be endangering themselves, even if they spread
out the times between the different medicines. Despite this view, however, Nthokozo spoke
about instances where she was made to believe that both medicines can co-exist in a person’s

system.

But it can be true that it doesn’t disturb because some people when you are
talking to him you will find out that there are other things that he is using but
when you check his file, you find that everything is fine. When you look at his
blood tests it doesn’t show but according to the conversation with him, he is
using it but his blood test shows that everything is fine, but I don’t have
assurance that it all helps or not, what | know is what is done by me.
(Nthokozo)

From the narratives, Nthokozo admitted working with patients who would have been users of
plural health care, especially traditional healing, but still showed no negative effects from using
such systems. She said she was fortunate as the patients’ clinic records did not show any
worrying side effects or ill-health that may be linked to the use of traditional medicines. Despite
the view of a possible co-existence of the different medicines in a user, she said she was still
unable to give any leeway to such a practice as she remains uncertain about it. She is only
certain of the effectiveness of biomedicine, which is the health approach she offers and wholly

encourages people to use.

Another uncertainty shared by the biomedical health practitioners was that the traditional health
system does not make use of standard testing mechanisms which are familiar and used in the

biomedical sphere.
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My problem is that the traditional healers don’t take bloods, they don’t weigh
their patients, they don’t do investigations but they do investigations when they
phosa amathambo /throwing bones]. But they don’t do all investigations that
give us a clue of what is happening inside the body. They just say they consult
the ancestor [laughing]. Yes they consult the ancestors, yah, | know and |
understand that but I cannot say they (the patients) must just go for it because
there is this interaction between this two medicines. We give medication
according to weight; we give medication according to blood result. We have
different immune systems and so we test to treat differently and people respond

differently. So testing allows us to know what to give each person. (Nthokozo)

While Nthokozo recognised that the traditional healing system uses different forms of
diagnoses as used within the biomedical realm, she insisted that she is unable to trust the
practice as it can affect patients negatively. This, she felt, is the case as she stated that the lack
of a “standard” in both diagnoses and treatment in the traditional healing system can be
dangerous to its users who often have different immune systems and respond to treatments
differently. The act of comparing one health system with another, however, is problematic as
it ignores what each approach is based on. While biomedicine is built on cognitive evidence
and a uniformly guided approach to each health condition, the same is not applicable in the
traditional realm. Biomedicine is influenced by its general view of illness as a physical
phenomenon that affects the human body. Traditional healing and health practitioners, on the
other hand, recognise the metaphysical nature of some health conditions and the role of
metaphysical factors, such as ancestors, in causing illnesses as well as bringing healing. This
recognition however is in addition to the recognition that illnesses can be physical, hence
require treatment with physical substances such as herbal mixtures or other substantial
materials. Regardless of how and why patients in clinics wish to use traditional medicines, the
nurses still asserted their disapproval of the approach even when it appears to be of help to the

patients.

No I don't like it when patients use traditional medicine. Yes, it sometimes
suppresses the virus but its destroying you inside. They are bad, herbal
mixtures are very bad. When they are throwing up, the lungs will get damaged.
It will get damaged if you keep on throwing up. We train them before they start
treatment but they ignore it and do their beliefs. We told them that they should

not use boosters or traditional healers because he is going to die if he is mixing

~ 136 ~



everything. These people don'’t listen because we don’'t sleep with them in their

homes. They are stubborn. (Nikeziwe)

Although the health practitioners generally showed dislike for the use of traditional medicines,
they did recognise that it sometimes helps in suppressing a patient’s viral load. They stated that
they are able to notice this suppression of the viral load when a patient who is known to be HIV
positive and had a high viral load at a previous visit to the clinic suddenly has a low and
undetectable viral load. The patients in such cases often confirm to the nurses that they had
been using herbs for treating some of their HIV symptoms, said the nurses. Nonetheless, the
nurses stated that this suppression is not real as it only acts as a smokescreen while preventing
the proper functioning of the ARVs in a patient’s system. Nikeziwe, however, agreed that there

is such possibility, but it comes with a dangerous effect on the users’ kidneys.

Some of the biomedical health practitioners regarded the use of health systems and medicines
other than biomedicine as “dangerous”. Nthokozo and Thokozile stated that they had ways in
which they identified patients who engaged in this “dangerous” practice. There was a sharp
contrast in views between what the nurses regarded as a way of identifying plural health users
and the reality of the patients in this study.

We notice that the person is a plural user with his viral load that keeps on
increasing and that shows that the person is not using the treatment [ART]
only. Even if he denies but we try to sit down with him and tell him about this.
Some confess that they are induced to vomit or maybe they are doing this or
that. (Thokozile)

| do have a sangoma, she is pregnant and on treatment, others are nyanga and
on ARV. Definitely they use traditional medicine but I stick on my side

(biomedicine). I won'’t say he/she mustn’t take his medicine at home but ...

Some of the other patients confessed that they sometimes use a certain
traditional medicine. They are usually seriously ill and it will seem like the
treatment is not working anymore, like their viral load is not suppressing. But
when you are having a talk and you find that no he sometimes uses herbal
medicine. Sometimes if he is using herbal medicine, he stops the treatment, so
| just find out like that, hawu!! (Nthokozo)
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The nurses claimed to identify users of plural health through the increase in their viral load
after a check-up. For the patients in this study, however, there was a constant record of a high
CD4 count and low viral load. The CD4 count and viral load were verified from the
participant’s clinic files, with their consent, after they had verbally informed the study team
about these significant markers of their treatment progress. Firstly, such a contrast may be due
to a low understanding of how medical pluralism is practised amongst PLHIV by biomedical
health providers; hence any suspicion of poor adherence is immediately linked to medical
pluralism. Secondly, there could be other possible factors that lead to the occasional high viral
load, but as the health care providers grapple with such possible factors, medical pluralism
becomes the main factor blamed. However, patients who are users of plural health, as was the
case with participants in this study, are not often detected from their viral loads; this may be
the only time when they openly state their health-seeking behaviours to the nurses. This was
the case in this study where the nurses were unable to recruit any such patients from the clinics
into the study except for traditional healers who are easily identifiable because of their dressing,
even when in the clinic. They are often seen as “problematic patients”, this is so even when
such healers have remained faithful to their ART, and have low or suppressed viral load and a
high CD4 count. This was the case with some of the PLHIV in this study who were on ART
and also active traditional healers. Such stereotypes of traditional healers, claimed Nkhosinathi,
were what discouraged him from continuing with visiting the clinic after he was tested positive.
He stated that the nurses immediately rebuked him not to claim that he had been cursed, for his
HIV status or relating it to any ancestors’ role in his life. This form of ‘health violence’ on
NKkhosinathi can be said to have directly affected his likelihood of seeking further HIV care in
the health facility, due to his fear of the nurses in the clinic. This further hinders him from self-

actualisation as well as a sense of ‘health peace’.

Biomedical health practitioners shared specific responses to patients who engage in medical
pluralism which they generally believed was a threat to the patients’ progression on the
cascade of care. These responses were viewed by the patients as disapproval of their health

choices. The first response of nurses was counselling on adherence.

When we discover that the person is a plural health user, we try according to
our experience and do the adherence counselling. We continue with the
treatment, if we end up failing then we refer him to the doctor. The doctor will
suggest taking bloods. For example, if the patient keeps on being unsuppressed
viral load for more than two times, we refer that person to the hospital. They

take bloods then they change the patient to regimen 2. But lately as we are
~ 138 ~



running short of doctors, we continue with the adherence counselling.
Sometimes you find that others don’t need to change to regimen 2 but it’s only
the adherence that is a problem. Others need to be admitted in the hospital.
(Nthokozo)

The nurses all spoke about the same basic steps taken when a patient shows signs of poor
adherence, either due to resistance to treatment, which they said can be caused by medical
pluralism, or inconsistency and sometimes stoppage of treatment. The steps however, are often
taken when a patient shows signs of poor viral suppression or is experiencing opportunistic
infections due to the presence of high levels of HIV virus in their system and a low CD4 count
to fight the virus. Such steps do not explain what happens in cases where patients are plural
health users, have remained dedicated to their ART, show no signs of adverse effects, have no
opportunistic infections and have a suppressed viral load. Despite such a possibility (as with
most of the patients in this study), the nurses still felt they could not encourage any use of plural
health; they simply carried on with the appropriate biomedical treatment, overlooking and

discouraging their plural health use.

It has been shown that biomedical practitioners find difficulty to admit their limitations or
make referrals to traditional healers in situations where traditional healers have been shown to
be of help (see, for example, Chigona et al. 2008; Mngqundaniso and Peltzer 2008). In such
cases, despite accepting that certain illnesses cannot be treated with biomedical health
facilities, they will still not refer patients to traditional healers or other sources of health care
that may be of benefit. Such reluctance, as found in Darong (2015), is based on the restriction
on the nurses to make such referrals, not necessarily because they are convinced of the lack of
need for such referrals. Therefore, their decisions not to suggest the possible options to the
patients when they are not certain of their ability to help the patient contribute to delaying the
healing process of the patients. This “further cements the nurses’ conformability in medical
decisions... based on the enforced norms of the hospital that the nurse may not be happy with”
(Darong 2015, 96). Also, Chigona et al. (2008) noted that “it is actually illegal for Western
health practitioners to refer a patient to a traditional healer”. Such referrals, however, they said,
can play a major role in improving the general well-being of their users as well as the
relationship between the two health approaches (Chigona et al. 2008). Aside from counselling
on adherence, some of the nurses in this study ask the patients to discontinue taking ART as

the drug to drug interaction may cause them severe damage. Hence, they request that the
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patients either stop taking other medication or discontinue their ART until they feel they are
ready to adhere to ART.

For those patients who refused and chose other forms of healing, such treatments were not
geared towards curing HIV. This refusal of ART was common in the early days of HIV in the
country, when people had little understanding of the virus, but today there is generally more
acceptance of ART in the country. South Africa has the largest ART programme and users
globally with about six of ten PLHIV on active ART (Orne-Gliemann et al. 2016; UNAIDS
2017; WHO 2015). This figure is bound to rise with the new policy of treating all HIV positive
individuals regardless of CD4 count as proposed by the WHO (see Orne-Gliemann et al. 2016;
WHO 2015). This high uptake of ART is primarily due to the level of HIV education and
awareness gained by PLHIV- from, health providers, regardless of system, as well as general
awareness in communities, including rural communities. In one of the instances in this study,
where a participant refused ART and chose instead to begin a “cleansing process” with a
traditional healer, he claimed he was doing this as he had “issues” that had haunted him from
childhood. He stated that he was informed after his HIV test that his blood was dirty. According
to his belief, if one’s blood is dirty, a traditional cleansing process is required; hence he was
initiated in such a process which had four phases. He, however, stated that while he did not
have a problem with ART, he was worried that the nurses would not allow him to continue
with his traditional cleansing process; hence his refusal of ART during his test. The nurses had
agreed to allow him to carry on with his cleansing and to return for further tests when he had
completed the process. While such a revelation was at first met with shock from the study team,
further interaction with the biomedical health providers shed light on these circumstances.

Discussions with the biomedical health providers revealed that there were times when the

suggestion for patients to discontinue ART is also made by the biomedical health practitioners.

When counselling the person | used to say if they still want to use traditional
medicine it’s better to stop the pills. Yes, isn’t it that you want to finish with
your traditional medicine first? He mustn’t take pills because he is not finished
with the herbs, he must just leave it (ART). He must go and finish [using the
herbs] first. When he is finished then he can come and start treatment because
if he continues mixing treatment and that, it won 't help, he will end up saying
it’s because of the treatment. Even his relatives will say the treatment didn’t

help him. (Thokozile)
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After being counselled, if patients still insist on medical pluralism, they are often either asked
to discontinue the use of both ART and the other treatments taken outside the biomedical
health facility. This is to allow both the nurses and the patients to ascertain the depth of the
virus in the patient’s body and the effect of the practices. In some instances, the patients are
asked to continue with their use of traditional medicine and when this process is complete, to
return to the health facility to get tested. Such suggestions by the nurses, however, are not
made with the intention of promoting medical pluralism amongst the patients as seen in an
excerpt of a conversation with one of the nurses. This approach by the nurses is seen as a
reverse approach of “educating” the patients of the “dangers” of medical pluralism. The health
practitioners stated that they are certain that after a period of three months, the patients would
be able to see the damage done by their use of other health systems and refusal of ART without
mixing it with treatments from other healing approaches.

While the practice of medical pluralism may remain difficult or impossible to regulate, its
manner of use often depends on the users’ ability to manage how he/she uses each system and
for what purpose, especially if he/she has a health condition that requires strict treatment.
Successful management of how one seeks plural health can lead to diverse health routes and
patterns as opposed to having a streamlined and unilateral health-seeking process. Medical
pluralism gives room for unique health journeys that give room to the unique needs of PLHIV

while in pursuit of good health and progression on the cascade of care.

Some of the traditional healers in the study also critiqued biomedical health practitioners and

how they manage their patients and treat certain illnesses.

... there are illnesses that cannot be cured by the clinic but it needs the
traditional medicine. Mhmm there are many of such illnesses. Maybe you have
lice or having umeqo or idliso, things like that, the clinics can’t cure that, they

won'’t cure those illnesses. (Nkosinathi)

The traditional healers in the study had some distrust of other healing systems, especially
biomedicine for several reasons, despite their complete trust of the system’s role in treating
HIV. Firstly, the traditional healers had views that the clinics, as representations of
biomedicine, cannot treat certain illnesses which are either only or are best understood or
treated traditionally. Biomedicine, they said, is a new health system hence it is not capable of
dealing with some of the “old” illnesses. Such illnesses may be seen as culture-bound. The

notion of culture bound illness was alluded to by Griffith (2014) who stated that certain
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ilinesses can either only be or best be explained, understood or treated within a certain cultural
group. Therefore, the traditional healers asserted that using “external” or “foreign” treatment

regimens will be futile for such illnesses.

Secondly, when healers asserted that biomedicine is unable to treat some of the illnesses in the
community, this is related to the role played by traditional healing in the community over the
years before the advent of biomedicine. Biomedicine, however, the healers said, cannot claim
to be able to treat all health conditions in the community as it is a relatively new health system
as opposed to the traditional health system which understands and can treat many of the health

conditions in the community.

Clinics are new; we were born before the clinics started. But when the clinics
like Africa Centre arrived, they said “traditional healers, we will work
together” because they found us already working, because these is our
ancestors’ work. Can I ask you something now, if they can say “you, my child,
have isipoliyane, how can they help you at the clinic, how can they stop
isipoliyane? If there is a lady who is crying out loud, ukuhayiza at the clinic,
a person who is crying out isipoliyane, what can they do about that person?
They don’t know. When a person is miscarrying, I am making an example, us
as healers can stand that person who is getting babies and passed away, can

you stop that? (Velenkosini)

The second perspective was that while the clinics are essential in health promotion in the
community, the biomedical service providers in these health facilities remain problematic.

Speaking about the attitude of the biomedical health practitioners, Velenkosini said:

...the pills [in the biomedical health facilities] are made up of muthi that I dig.
They also dig it and stamp it into a pill. So how can they say if you are using
the clinic, you mustn’t use traditional muthi? But when we meet the doctors
they say ‘you are very talented’, but the black matrons and nurses will say ‘you
are coming with muthi to give to patients, what’s that?’ They are giving us

problems.

Aside from the traditional healers’ knowledge, belief and experience of biomedicine’s
limitedness in treating some illnesses, they also sometimes distrusted the biomedical health

practitioners due to how they have treated the traditional healers. One of the reasons for the
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distrust between the traditional healers and the biomedical health practitioners is based on the
perceived poor treatment of traditional healers and users of traditional healing by biomedical
practitioners. As stated by Velenkosini, the nurses, despite being from the same cultural group
as the traditional healers and the patients, do not value the healing system or its proponents and
users. Another reason for the poor relationship between the two health systems is based on
what Posey (1990) called “biopiracy” of indigenous knowledge.?® This he says is the act of
“hijacking” whereby “companies have exploited indigenous knowledge without consulting
indigenous and local groups” (Posey 1990, 245). This act, which some of the traditional healers
in this study, such as Velenkosini, believe has taken place in their communities, contributes to
the distrust the traditional healers have towards the biomedical health system. Such a
relationship between the “bearers of indigenous knowledge” and the biomedical world has been
recorded in the long history of distrust between proponents of biomedicine, especially
researchers, involved in the development of new medicines and local communities (see, for
example, Drahos 2000; Posey 1990; Purcell 1998). A major issue in this distrust is firstly the
lack of recognition for the local communities in their contribution towards the development of
the new medicines that their local herbs are used for, but also the lack of appropriate financial
compensation or appreciation for the provision of the herbs. It has been stated that the
“knowledge about the way in which local people have used plants has always been important
to collector” (Drahos 2000, 245). Hence, the use of most plants, said Drahos (2000, 245), both
the “resources and knowledge about their use have been freely acquired by Western collectors
from indigenous group”. Due to this distrust, the local communities who have wide knowledge
of medicinal plants and other resources in their immediate environment become slow to
collaborate with biomedical health researchers in the development of new medicines using
local herbs or ideas of health.

The traditional healers also stated that the biomedical health providers are often disrespectful
to the traditional health providers. This respect, said Leonildo, is not only about the human

28 One of the critical points raised by Velenkosini relates to the source of medicines, a concern which directly
relates to the issue of intellectual property of indigenous knowledge (IK) also referred to as Indigenous
Technological Knowledge (ITK), which has been widely discussed in literature (see, for example, Agrawal 1995,
2000; Brouwer 2000; Sillitoe 1998). Brouwer (2000, 1), for example, defined indigenous knowledge as one’s
knowledge of “their temporal and social space”. Thrupp (1989) stated that indigenous knowledge “also
encompasses non technological insights, wisdoms, ideas, perceptions and innovative capabilities” (139). To
“preserve” such knowledge, local communities, says Brouwer (2000), are faced with political, philosophical, and
historical problems. The philosophical dimension deals with the freedom enjoyed by academics and the free
access to information for academic usage; the political dimension is based on intellectual copyright; and lastly
the historical dimension seeks to promote natural preservation as a way to guarantee the dynamics of Indigenous
Knowledge (Brouwer 2000, 4).
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interaction between the different health approaches and their providers, but also the interaction
through shared knowledge and expertise on plants. This interaction, he said, often ends up
being exploitative whereby biomedical health practitioners exploit the intellectual skills and
resources of the traditional healers without showing due recognition or compensation (Brush
1993; Homsy et al. 2004; Kuruk 1998; Zerbe 2005).

You know when people go to the clinic they get told “you keep going to your
traditional healers, what are you doing here, isn’t that you don’t come here to
the doctors because you trust your traditional healers?” You hear that? That
is not the way of talking. Our patients are sent back and they come back and
tell us that they were not treated well there if they go with the transfer letter
from the traditional healers. But the doctors want to know if you have
consulted the traditional healer or maybe there is something that needs to be
added then they give the patient there. We don’t want that, that is why we have
been there and we can treat people with the doctors. What they are doing is
that they took our traditional medicine and treat with it, and sell it in the
pharmacy, but people are dying there at the clinic because of ancestral spirit.

Regardless of these new diseases, there are ancestral illnesses. (Leonildo)

The traditional healers maintained that they believed in the effectiveness of biomedicine and
are able to refer some of their patients to the biomedical health facilities. However, due to the
numerous experiences of unsatisfactory treatments of illnesses and sometimes distrustful
relationships with the biomedical health practitioners, they have also developed some distrust
towards the health approach and its practitioners. Leonildo was specifically unhappy with the
nurses, whom he expected would be more understanding of the role of traditional medicine in
the community due to the shared culture with the nurses, some of whom are from the
community. He was also angry about how the nurses often send patients who are seen to be
users of traditional healing, out of the clinics. This anger was exacerbated by his view on how
the biomedical health practitioners take traditional herbs, process them into drugs, and sell
them to pharmacies, yet are unable to treat patients adequately when they visit the clinics.
Leonildo was of the view that their role as traditional healers can and should be better
recognised in order for wider health promotion to take place in the community. This role of
traditional healers as key role players in health promotion in their communities is critical and
plays a vital role in the promotion of medical pluralism as shown in literature (see Pretorius
1999; Ross 2007; Van Rooyen et al. 2015; Zuma et al. 2016).
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4.4 Socio-Economic Circumstances as Contributing Factors to the Use of Plural
Healthcare

| use the imbiza because I don’t get these things (medication for sexual
dysfunction) from the clinic, which will cure me so that | will be able to have
my blood warm. Who will you get it from? You must go to the [private] doctor.
Well, they just say go to doctors, but | don 't have money to go to doctors. So
it’s not the same with the healer because maybe sometimes he will say mix this

and that and it will come together if you do it. (Mkhumbulenti)

The socio-economic status of health users has been linked to their motivation for using plural
health care as shown in Nyamongo (2002). This is so, despite the free status of all primary
health care services in South Africa. Although PHC services are provided free, the standard
and range of the provided services remains limited. Thus, when patients visit the clinic with
certain health conditions that the clinics either do not have the equipment and medicine to treat
or do not regard an illness as a priority, such patients and their conditions are given little to no
attention. In her study, Nyamongo states that some participants make use of self-treatment in
order to reduce the cost of seeking “formal treatment” when they finally do. This, however, is
not necessarily the same in the case of Mkhumbuleni whose PHC is free and seeking further
treatment would require the use of private doctors and pharmacies. As a result, while
Mkhumbuleni maintains his ART and diabetes treatment, he also makes use of herbs to treat
his sexual dysfunction as they are more affordable than consulting a private doctor. Such usage
is what is known as concurrent medical pluralism whereby a user makes use of different health
approaches at the same time for the same health conditions, in this case, side effects of
medicines taken for diabetes. Mkhumbuleni practices concurrent forms of plural health not in
order to reduce the cost of seeking treatment for the same condition when he finally seeks
treatment from the biomedical health approach, but because he is unable to afford any funding
for such treatment which he has been told can only be gotten from a private doctor. His
conviction in the effectiveness of the traditional health approach makes it easy for him to decide
on using it. More so, hearing and seeing how other men were unable to get treated by the clinic

for the same condition, he instead sought treatment from the traditional healer.

4.5 Decision-Making Process in a Plural Health System

The decision-making process of the PLHIV in this study in seeking health from the multiple
health systems available to them is not a straight and clear process. The diagram below shows
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how multiple factors come to play when choosing a health approach to treat a health condition
experienced by the PLHIV in the study. These factors are the personal and external factors
which contribute to the dilemma faced by health seekers in determining which of the available

health approach they finally choose to seek care from.

Dilemmas of

Experience of a Complex factors .
choosing a

health shaping health BN
condition decision making geatilabplodc
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Figure 4.1: Decision-making process in a plural health system

4.6 Conclusion

Due to the numerous complex factors faced by PLHIV in their quest for health, multiple health
approaches are utilised, as shown in this chapter, based on the influence of one factor or another
or the combination of various factors. From the narratives in this chapter, there appeared to be
two major reasons for distrust of a health system. The first is what the participants, both

primary and secondary, regard as the failure of a system in treating illnesses presented. The
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second major reason was a lack of understanding of how a system functions, as shared by
health providers. Health providers bemoaned how other healing approaches remain mysterious
to them as such systems do not operate in the manner they operate their system and are familiar
with. While in most cases, this view was strongly held by biomedical health practitioners
towards traditional healing but also faith healing, the faith healer in the study also held a similar
view towards traditional healing. Traditional healers, on the other hand, however, seemed more
open to understanding other health approaches and were quick to draw the line as to when and
where they feel other health approaches, especially biomedicine, is unable to treat an illness
and they need to assist. These differences and distrusts are often filtered down to patients and
users of the different health approaches who receive repudiation for making use of a health
system that is mysterious to one health provider or another or that is incapable of treating an
illness that they might have consulted such a provider for. These external factors and the health
beliefs, cultural beliefs, religious beliefs and socio-economic situations of the participants
played major roles in adding more complexity and dilemma to the participants in making their

health decisions.

From the narratives, it can be seen that all health providers are very confident about the role
they and the health system they represent, play in promoting health. This act of health
promotion, however, is often met with situations that the healers are unable to treat, either due
to the limitedness of the health approach, or low or lack of adequate amenities in the health
facilities. In some cases, these limitations are due to the health providers’ personal health
beliefs and understanding. Hence, the health providers are sometimes met with situations
where their expertise becomes limited. This limit to the expertise of the health providers leaves
an open space for health seekers to consider seeking health from other health approaches
beyond those visited. In some cases, the health providers accepted their limitations and allowed
or recommended the health users to other health approaches. In most cases, however, the health
providers feel they ought to do everything possible to keep the health users within a particular
health system, violently interfering with the possible attainment of the patients’ health peace

and harmony.

This chapter has shown that the decision to engage in plural health practice is often shaped by
multiple concurrent factors in the person’s life and not a single factor. These factors, as shown
in this chapter, range from the distrust of a health system or its health providers, the inability
of a health approach to treat a certain illness, the health belief of the user and the providers, the

health knowledge of the user as well as socio-economic circumstances. Therefore, in order to
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fully understand and grasp the complex nature of medical pluralism and the dilemmas faced by

users, their lives’ multifaceted realities must be taken into consideration.
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CHAPTER FIVE

Support Systems and Mechanisms Used in Navigating and
Resolving Tensions in Plural Health-Seeking

5.1 Introduction

Based on the noted tensions and complexities faced by the PLHIV in the study, a major issue
becomes how they navigate the different health systems and healing practices. This chapter
explores the mechanisms being used in navigating the different systems. The methods of
negotiating and utilising the different health services in the context of medical pluralism
involves the intake of treatments or engaging in healing processes learned or sought from
different health providers. Understanding this process can bring clarity to the practice of
medical pluralism, especially how PLHIV are able to make plural healthcare work for them,
despite the reported incidences of drug to drug reaction or development of drug resistance. It
will help us understand how they are able to find peace in what seems to be a chaotic system
and how they are able to ‘marry’ the different systems that are often at odds or at opposing

sides of health views.
According to Moshabela et al. (2016, 88):

Conceptually, it is possible for biomedicine to adopt a scientific biological
approach to attend largely to the biological aspects of disease, while
indigenous and religious approaches could be used mainly to address the socio-
cultural and spiritual aspects, while we resolve tensions regarding biological
therapies.

However, the manner in which PLHIV make this possibility a practical daily reality remains
relatively less researched, especially in cases where there is no evidence of drug to drug
reaction as feared by opponents of medical pluralism. Previous chapters have discussed the
various health conditions of the participants, the health systems they made use of and why they
chose those systems. This chapter delves into the major question of how these users are able to
use, manage, negotiate and ‘marry’ the different health services and still remain on ART,
maintain a high CD4 count and a low viral load, as opposed to evidence of withdrawal from
treatment due to medical pluralism. The chapter also looks at the circumstances surrounding

the non-use of ART amongst the two participants in the study who refused ART.
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Understanding these circumstances surrounding the uptake of ART while utilising other health
approaches enables us gain clarity on how the world of medical pluralism functions and how
users have been able to bridge the apparent gap that exists between the different health
approaches they use. This understanding, as stated by Grant et al. (2013) and Moshabela et al.
(2016) should enable us resolve some of the unanswered questions in medical pluralism
regarding possible collaboration or “bridging the gap” between different health approaches in

society.

5.2 Supporting Structures for Using Biomedical Healing System

Being the dominant and most formally endorsed health system in the country, biomedicine was
utilised to a great extent by the study participants, partly due to some of the illnesses they had,
but also due to the continuous motivation for it by proponents of biomedicine. Thus, there were
structures and factors in the community and the participants’ personal lives that contributed to

their use of biomedicine.

One of the factors that created awareness about biomedicine and its importance in health-
seeking within the study community, was ‘health education’. This was often provided by
different parties, such as the clinics, health research institutes and other non-profit
organisations (NPOs). This education received by the PLHIV in the study was shown to have

been highly influential in their health choices.

| think the Somkhele training has played an important role in my life. Even my
siblings, | always tell them that it is important to test because if they just gave me
pills without attending the class I will have a problem. Even where | was doing
the training [to become a traditional healers’ trainee] I was spreading the word
of testing and they were always reminding me of treatment time. They were
reminding me because | disclosed my status to them to make myself free because
if I didn’t disclose |1 would have had a problem with taking my treatment. | would
have had to hide myself till when I can take them. As for my siblings, they accept
me. The class that | attended in the clinic truly helped me because when | learnt
about the things that were used especially traditional muthi and all that. The
things that they talked about, I made sure I didn’t use them; I protected myself.
(Lindiwe)
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Pre-ART visits and classes, as seen from our conversation with Lindiwe, played a major role
in how she reacted to being HIV positive, disclosing her status to her family and trainers,
maintaining a good ART programme, avoiding certain herbs as well as educating other people
about the need to get tested and take the right medication. Being a traditional healer, Lindiwe
made use of traditional healing methods. However, due to the education she received from the
clinic during her test, she was able to learn more about what she is required to do after testing
positive to HIV. This included a regular ART programme, disclosure to family members for
support and maintaining a good and healthy lifestyle. Regardless of the knowledge however,

other factors were also critical to when, why and how the participants made use of biomedicine.

There was a woman who was working for Africa Centre at the clinic. She saw
me crying on my first day of treatment. She asked me if | had disclosed my
status at home, I said no. She asked: “Did you tell your mother about your
status, how are you hiding it from the woman who carried you for nine months,
she is the first person to know about this”. Those words really broke my heart.
When I got home, I told her [her mother] and she said “that’s not a problem
people are living with it, others are no more because they were hiding it and
not doing well”. I said to myself ‘that woman helped me.’ I got confidence to
tell my story to my siblings and they accepted it. (Lindiwe)

Although Lindiwe had been counselled in her pre-ART classes by the health providers, she was
still traumatised about being HIV positive. This led to her receiving more support from one of
the health providers at the facility. This experience shows the continuous need for support for
PLHIV by their different health providers as they are faced by challenges and difficulties in
carrying on with their treatment. As with Lindiwe, through constant monitoring and support,
she was able to adopt a more positive outlook on life, adhere to her medication as well as
maintain a healthy lifestyle while engaging in her traditional healing practice. Although the
uptake of ART today has been noted as one of the major efforts in controlling the spread of
HIV and managing it amongst already infected persons, HIV counselling and testing (HIV-CT)
has been, for a long time, noted as an important part of the fight against HIV as it provides an
avenue for infected people to be encouraged to begin ART (Weinhardt et al. 1999). The United
States’ Centres for Disease Control and Prevention proffers the following as the major
functions of HIV-CT: a) providing a convenient opportunity for a person to learn their current
HIV serostatus; b) to allow such persons to receive prevention counselling to help initiate

behaviour change to avoid infection, or, if already infected, to prevent transmission to others;

~ 151 ~



c) to help persons obtain referrals to receive additional prevention, medical care, and other
needed services; d) to provide prevention services and referrals for sex and needle-sharing
partners of HIV-infected persons (Centers for Disease Control and Prevention 1993, 11).
Weinhardt et al. (1999, 1397) noted that in the 1990s, this process was “the largest and most
costly HIV prevention effort in the United States”. The positive role of HIV counselling, before
testing and during treatment has been shown in literature to be of immense contribution in the
uptake of ART, but also in adherence and retention in care (see, for example, Denison et al.
2008; Liechty 2005; Murray et al. 2009; Weinhardt et al. 1999).

Aside from the support of biomedical health practitioners in encouraging the study participants
to make use of the biomedical health approach, their social groups also played a role in

encouraging them and shaping their health decisions.

My family takes me to doctors. They have taken me to two [private] doctors
repeatedly and to another doctor once... I went to see the doctors because my
sister just said she wanted to take me to the doctor because she got paid on

that day. So she thought I should just be injected in town. (Sifiso)

1 didn 't inform my family members of my situation while 1 was doing my CD4
count. I only told all my brothers together during a ceremony and they told me
| did well by taking the test and they told me they would support me where they
could and | was accepted without any hassles. | told my mother and I think she
conveyed the message to my father, but either way they accepted me... we are
a good family. In this family we were taught to get along with each other. We
don’t love each other because of what someone has, we all have one mother
and we all love each other too much and even the sister in-laws fit in perfectly.
(Lindiwe)

While PLHIV have sometimes been shown to fear disclosing their HIV status to their family
members, this trend has changed with more HIV education and less stigma towards PLHIV.
Miller and Rubin (2007), in their study amongst a group of PLHIV in Kenya, for example,
stated that PLHIV often use intermediaries such as church pastors or other community
strategies as vehicles for disclosing their HIV status to their families; in this study, however, it
was seen that family members were often the first to know about the HIV status of the
participants. This, as shown in literature (Gordillo et al. 2009; Liamputtong et al. 2009), is

because the emotional support received from one’s significant social network plays a critical
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role in curbing the stigma that is often associated with being HIV positive. Hence, this network
becomes a source of not only social, but psychological well-being for the person living with
HIV (Gordillo et al. 2009). In receiving social support, one’s close network is able to provide
material support as seen in the case of Sifiso whose sister ensured that he received immediate
treatment by providing the finances for this. Albeit the services are free, there are often delays
when attending a public clinic. Hence, some people who can afford the cost of a private doctor

use that option as immediate support is available from the private doctors.

5.3 Supporting Structures for Using Traditional Healing

There were different factors that enabled and encouraged the use of traditional healing amongst
the participants. These factors were either already ingrained in the participants from their
upbringing, hence easily contributed to their health choice, or they were active social factors,
such as the role and presence of family members and friends in motivating them to use

traditional healing.

My family was a traditional home by the time | was growing up. At home they
were using traditional healing and they would take the child to the clinic but |
grew up using traditional medicine. For example if a baby is born, he/she is
taken for ukulahlwa?® then after that the baby will be taken to the clinic for

immunisation. (Nolwazi)

The use of traditional medicines in the families of the research participants while they were
growing up, was common. Although there were clinics, children would often be introduced to
certain traditional practices before they were sent to the clinic for check-ups. Therefore, opting
to use traditional medicines or healing practices as grown-ups, was not a difficult decision for
the participants. Instead, it was an almost naturally available option. Nolwazi presented how
her family’s belief and use of traditional medicines showed her the positive need for a belief
in and use of traditional healing. Another participant, however, presented how his family’s
belief in and use of traditional medicine, negatively forced him to seek the use of traditional

healing to undo spells that were cast on him.

| was told by the people I was consulting that there are people from the family

that put a monster on my back. | also heard this from another healer who is

29 A process whereby a baby is given an enema in the forest and the result of the enema is thrown in a hole dug
in the forest.
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not from here and she doesn’t know anything about us. Even here, next to us
where [ started to consult, they always said it. They said “I can see that you
are not staying at home, but there is a thing that was put on your back while
you were at home and you were already having it when you moved from
home”. I don’t know what I have done to them, but I won'’t stab you with a

knife without any reason. (Mgondisi)

The participant was a strong believer in traditional medicine from his childhood. Thus, when
given some information about the cause of his illness by the traditional healer, he opted to start
using the traditional medicines first, without much hesitation. He chose to make use of a
traditional healer having been informed by the clinic that his blood was dirty. Visiting his
traditional healer and with his past experiences of culture-bound illnesses, it was confirmed to
him that his blood was dirty and needed to be cleansed. This dirty blood, he said, was linked
to the spell cast on him as a child. Therefore, without cleaning the dirty blood, he would remain
susceptible to all kinds of health conditions. He was initiated in a cleansing process that was
to last for a year which involved four stages of cleansing. The participant said he would only
return to the clinic after the cleansing process to check how clean his blood has become. While
he claimed to have no problem with visiting the clinic, he would only do so when there is a
real need and when he is unable to treat himself with the help of his traditional healer. On
hearing the participant’s story, it may assumed that his use of traditional medicines hindered
his uptake of ART, especially in the context of such views by those against the practice of
medical pluralism. However, the participant’s subsequent assertion that he was open to ART,
even if he continued using traditional healing, brings a different perspective to his approach to
his HIV treatment. His assertion that he can be on ART if his use of traditional medicines is
not hindered or attempts to hinder it not made by the nurses, further displays his openness to
being on ART. This, however, was as long as he could also use traditional medicines to

“cleanse” himself of all the “spells” that he believed were cast on him.

A participant also shared how his preference for eating certain foods he regarded as
‘traditional’ foods over ‘modern’ foods stems from his disposition towards the use of

traditional medicines due to their more ‘natural’ and ‘unprocessed’ nature:

Aah! [There was] this oil we were using, the oil from the cow yes.... We even fried pap*°

with this oil and eat it without any problems. Nuts were our thing and Bambara

30 A staple meal made from maize flour.
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groundnuts. There is so much food we grew up with which develops and strengthens
the body to be alright. And there is this which is called izinkombe (boiled dried maize).
| still eat it and imbasha (traditional popcorn). (Cothoza)

These ‘traditional’ foods were grown without any genetic modification and they were not
processed. The participants asserted that ‘traditional foods’ are more natural, unlike some
‘modern’ foods which are often either ‘chemically processed’ or deemed ‘unhealthy’. Hence,
the ‘traditional foods’ are healthier and pull one closer to one’s cultural roots. Such foods, he
said are not only consumed for nourishment, but for the role they play in boosting and
maintaining a person’s health. These foods, they said, were more nutritious with greater health
value as they had none of the chemicals found in some of the genetically modified foods eaten
by the ‘younger generations’. Although on ART, another participant, Lindiwe, a tall light-
skinned 43 year-old woman, was also a believer in traditional medicines and healing, Lindiwe
had a large garden where she and her mother planted vegetables such as spinach, cabbages,
carrots, maize and beetroot. She commented that having a garden allows the family, made up
of her elderly parents, siblings and her nephews and nieces, to avoid eating some of the

‘harmful’ food found in the shops.

Sugar, for example, as contained in bubble gum, was one of the ‘modern foods’ Cothoza
mentioned. He noted how such foods contribute to weakening the teeth of youngsters, whereas
in his 60s, he still has all his teeth strong and in place. The same value attached to ‘traditional
foods’ is given to traditional healthcare by the participants. They regarded traditional
medicines and treatments as natural and made up of items from their environment which they
could easily identify. Biomedicine, on the other hand, was regarded as a foreign practice and
its medicines made up of items that they were unable to determine. The treatment procedures
of using testing kits and treatment machines were also foreign to them. Food in this case, not
only serves as a source of nourishment, it is also maintenance of an identity as shown in
literature (see, for example, Dietler 2007; Naidu and Nzuza 2013, Rosenblum 2014). This view
is similar to that of Dietler (2007), for example. She stated:

Although the consumption of food is essential for maintaining human life, that
consumption is never simply taking on fuel. People do not ingest calories or
protein: rather, they eat food, a form of material culture subject to almost
unlimited possibilities for variation in terms of ingredients, techniques of
preparation, patterns of association and exclusion, modes of serving and
consumption, aesthetic evaluations, and so forth. (2007, 222)
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Some of the participants in this study lived with their family members and in close relation
with members of their community, who often played some role in influencing their use of
traditional healing. These community bonds remain strong and are practised in many African
communities, especially in the rural areas, such as the location of this study. As a result, the
community, including one’s family, often plays a major role in the behaviours and health

choices of its members.

It was grandmother who helped me to consult the initial traditional healer all
the way. She knew her. It was someone they knew (silence). Yes she is from

[the] local [community]. (Mgondisi)

They all know [his HIV status] at home. There is no one who doesn’t know,
except grandfather. He is a traditional healer and he is doing everything
because he even gives you the injection if it’s needed. Yes the injection from
the clinic and also the pills things like that. He used to buy it from Durban.
When he is in Durban he buys it from there even though he is a traditional
healer. | do the imbiza for pile myself and sometimes from grandfather. |
learnt from my grandfather and where I did the healers’ training, they also
taught me. Yes they taught me there. (Nikhil)

The support enjoyed by these participants from their families was with the family’s awareness
of their HIV status. This support was not temporary nor did it only begin at the time of their
contracting HIV; it has support that stems from most of the participants’ upbringing and health
approaches utilised by their families. There appeared to be no discrimination due to their HIV
status. Such openness is also an expression of their confidence in the support they can get from

their families, as opposed to feeling vulnerable, a feeling which is often associated with PLHIV.

Another participant spoke about how being with his partner played some role in his use of
traditional medicines. Mkhumbuleni, who had a close relationship with his young partner,
Nobuhle, asserted that she was aware of his HIV status, but was supportive of him using the
different health systems he visited. Although to the study team, she at first denied this support,
she later admitted allowing him to use the herbs because “that’s what he wanted”, she said.
He said: she knows that | am positive because she is infected. She was already infected when
I got her, yes I don’t hide myself to a person I am in a relationship with. Despite their HIV

status, the 61 year-old participant and his 24 year-old partner engage in sexual activity without
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the use of condoms for protection. Speaking of his sexual encounters Mkhumbuleni said: “/¢
just happens sometimes. Eeh maybe the happiness would have been extremely over on that
time [interviewer and respondent both laughed]. Due to their open relationship, both were
aware of each other’s health-seeking behaviours. Although Nobuhle denied approving of her
partner’s use of herbs to revitalise their sexual lives, she was aware of his use of sex
enhancement herbs and supported him “in whatever he wants to do” and also made use of

enemas, a traditional way of cleansing one’s system. Mkhumbuleni shared:

It has happened that she feels tired saying today | am not feeling well if I can
do the enema. 1 also give her saying ‘here it is, use it, do the enema’. Yes and
use them. | say use them without any problems. Well she becomes alright.

[Laughing]

He claimed that his partner also brings him the herbs sometimes when he is unable to get them
himself. He said: “[when she brings it], | use it without any problems yes. If | know what it is
for yes Luse it”. Nobuhle, the mother of two girls, who seemed very shy in all our visits to their

family, corroborated with her partner when she stated:

He likes traditional muthi. /Even if I am to ask him to stop] I think he wouldn 't
listen to me because he is always telling me to drink them. “Drink imbiza you
will be alright” [he says]. He says they clean the body and feel right. Yes he

says he wakes up tired because of the pills.

It 1s this sort of open relationship that allows them to be supportive of each other’s health-
seeking, both traditional and biomedical health use. They attend clinic sessions together if she

is around and share some of the herbs he buys from the chemist or from the traditional healer.

Aside from his partner’s support in using traditional medicines, Mkhumbuleni also reported on
how his friends influenced him in going to the traditional healer to get the medicines used for

treating his sexual dysfunction.

We used to talk alone as men; that you get well with these [herbs]. This
diabetes, if you continue to take pills, you find yourself that in your body you
lose power. You become weak. When having sex with a woman, you will just
be performing poorly [laughing]. I thought I should follow their lead.
(Mkhumbulent)
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During the course of the study, it was also discovered that one’s social group of friends
can also shape the health choices, decisions, and behaviours of a person.
Mkhumbuleni, who was on diabetes treatment, was motivated by his friends in the
community who talked about making use of herbs to boost their sexual prowess. On
learning about a traditional healer in the community and his abilities, Mkhumbuleni
who was struggling with his sexual life sought advice on how to reach the healer and

he was introduced to the healer by one of the men.

5.4 Social Groupings as Support Structures for Using Spiritual Healing

The social groups of some of the participants also played a role in their decision making
towards the use of spiritual healing. Siblings were part of the support structure in using

spiritual health as seen in the case of Cothoza.

By the time I was sick | came back to my family, my brother-in-law said “well,
sbari (brother-in-law), let’s go to the Prophet. Maybe the Prophet can help
you in this thing. He is the one who will give us the direction since people get
healed there. You should also go there”. Well firstly I didn’t go, I delayed but
after I got home, I went straight to my brother-in-law. He took me there. That

was my first time to see the Prophet. (Cothoza)

With the help of his sbari, Cothoza came to know and appreciate the rituals of the Shembe
Nazareth Church. These rituals are similar to Zulu traditional rituals as there are strong links
between the Zulu culture and the Nazareth church. Cothoza was pleased to find that the rituals
and celebrations in the church were the same as those he had grown up with as an amaZulu.
Hence, when ill, although he experienced some initial resistance, he was able to listen to his
brother-in-law’s suggestion to visit the Shembe Nazareth Prophet. This visit was the first step
in his experience of healing due to the impact of the holy water and oil received from the
Prophet. Aside from the motivation received from his brother, Cothoza was also motivated by
his religious leader to seek help from the Shembe Nazareth prophet. As a church leader with
personal experience of healing from the prophet and with many of his church members also
being healed by the prophet, he was certain that Cothoza would be healed too. The 68 year-
old, who had been a church leader for more than 30 years, expressed delight in the role he

played in many of his church members’ healing, including Cothoza.

5.5 Navigation ‘Mechanisms’ and Strategies for Using Plural Healthcare
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Despite the complexities, tensions, dilemmas and varying support structures for the
participants in the study, they were able to develop mechanisms and strategies that allow them
to navigate these complexities in seeking improved health. These navigation mechanisms are
not part of any formal health-seeking procedure, nor were they approved by some of their
health providers. Nonetheless, to survive the complex system of health-seeking and still
maintain a good quality life, the participants developed approaches that enabled them to use a
variety of health services and maintain a healthy lifestyle. One of the strategies used by some
of the PLHIV in the study was the complete avoidance of ‘strong’ herbs that would interfere

with their ART or induce vomiting.

As | am telling you that I learnt from the clinic, | was not taking imbiza before
even at the [traditional healers’] training. I heard that if I drink imbiza it will
clash with the pills. So even at the training | asked them not to drink imbiza
because it drains the pills before the time to take another pill, then you will be
like a person who did not take treatment. Some people also use enema, but |
don’t because of my health condition. I am afraid of doing it because I know
that after using enema it will give you a running stomach and for sure it will
also drain the pills. So I told my trainer | will do other things and | also asked
him that if it is treatment time | will leave everything and go to take the pills
even if it is busy or else if the car comes to give me the pills I will leave
everything and go to that car. At the training we were waking up early to do
igobongo. In fact you wake up early to talk to your ancestors not to throw up.
But I asked them nicely that I won’t throw up, I would only eat the foam, and
you don’t even drink the igobongo water. The foam can raise the spirit.
(Lindiwe)

Some of the activities required in traditional healers’ initiation, said Lindiwe, and would clash
with biomedical treatment conditions. Ingesting certain herbs, using enemas and throwing up
were the major practices she highlighted as being in conflict with her treatment procedures.
Ingestion of herbs might interfere with the ARVs as she was taught in the clinic. Hence, she
sought permission from her trainer not to ingest these, use enemas or participate in throwing
up. Instead, she informed her trainer of her health condition and of the need for her to take her
medication at a particular time, a request which was granted by her trainer. Lindiwe continues

to maintain these views about what traditional practices to avoid when a person is on ART.
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... I was not doing the throw ups and not using the enema with his [her trainer]
stuff. I told him that these things are not supposed to be done by a person on
treatment. | was also using pills most of the time because | heard at the clinic

that if it’s eight, it must be strictly eight and I chose this time myself.

Even the people I train come here and | look at them that there is a calling but
it’s not going alone, there are other infections. I say to them “now we will
change the way we do things. We won’t throw up we will just go to the
ancestors’ altar and chew igobongo ”. If a person said he has TB, I don’t want
him to throw up. It’s easy to do to other people what you have experienced.
Because if I didn’t go through this HIV infection maybe, | will end up having
dead people in my house saying that people must throw up and do all that

whereas you are making a person worse. (Nolwazi)

Nolwazi’s experience during training was similar to that of Lindiwe and she was able to
negotiate with her trainer. Due to her experience as a person living with HIV and her experience
during training, she was able to identify which of her trainees might be HIV positive, encourage
them to get tested and regulate their training activities to accommodate their HIV treatment.

Another approach used by some of the PLHIV who were unable to completely avoid the intake
of herbs due to their profession as traditional healers, was the partial use of the herbs they give

to their patients.

My healer told me “you don’t need to get muthi that will cause more harm to
these things; it must be muthi that will cool down slowly. Like you mustn’t take
it as if you want to get better then you overdose it. Just measure the necessary
amount to start with because if it happens that you take more than what you

are supposed to take, you will die”. (Mgondisi)

This was the advice given to Mgondisi when he visited one of his traditional healers while he
had TB. This view was corroborated by one of the PLHIV in the study who was also a
traditional healer. Speaking about how she makes sure people on treatment take mild muthi

and do not throw up their pills, she said:

If you are giving herbs to a person, you can show that person using a spoon in

front of her then she will see that it’s not poison. There is something that we

give them but it’s not hot stuff. When she is going to throw up, you inform the
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person that it’s not something hot, but it’s just something that if a person has
a problem and need to throw up, he can just take two cups of muthi as long as
the muthi gets inside the body. It’s not that he is doing throw up to take out the
gall like people who are saying “I am taking out the gall with hot stuff”. It’s
just something that is weak and it’s just a cleanser. Some people don’t believe
that it’s working, but it is working ... it’s mild but it’s working. I am not a
person who throws up because after | was diagnosed, | sat down and burnt the
incense and told them [her ancestors] that | have this problem. So I will do the
igobongo, just to touch and eat the foam, bathing my body with it and that. 1
was taking the treatment when | was there [at the initiation] because I

disclosed my status to the trainer and he accepted. (Nolwazi)

In order to accommaodate their HIV treatment patterns and medication, these traditional healers
had to devise means of carrying out their practices. This ranged from the intake and
recommendation of mild herbs rather than the strong herbs to the use of only certain herbs in
different ways. For example, igogongo can be used for bathing instead of ingesting the liquid.
The liquid, said Nolwazi, is too strong and can affect the ARVs in her system. Thus, devising
other means of using the herbs with the permission of her ancestors, she was able to navigate
the complexities of her health situation and professional expectations.

Taking ARVs and traditional medicines at different times, especially for those who ingest herbs
or other forms of traditional medicine, was another strategy used by the PLHIV in the study to

negotiate the experienced complexities of medical pluralism.

Traditional medicine and biomedicine can work together, but the problem is
with the pills that I got from the clinic. At the clinic they said | must use it in
different times, like the ART treatment, | take it in the afternoon around seven
and maybe in the morning | can take the traditional, but after three in the
afternoon | stop everything getting ready to take ART treatment at seven. they
are not disturbing each other because when it’s time to take [ART] treatment,
the traditional one would have already worked and done its work in the body
then the [ART] treatment will take place the whole night. (Nikhil)

I say to my clients [who are on ART], ‘Because I noted that you are taking
treatment at 8, so you must wait two hours then maybe you chew igobongo two

hours before so that when you are taking pills, the pills mustn’t be disturbed
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by anything'. I also use the clinic and also use traditional medicine as I am
taking my pills at 8 so if I'm going to chew igobongo, | will do it at 6 but you
just eat the foam then you rub it on your body when 8 comes to take pills, |
will be finished with my igobongo.

What I notice is that if | stop using igobongo, my ancestor’s illness will come
up again thinking that I neglected them but its life’s situation and nowadays
situation and I did report this illness to the ancestors saying that ‘I don’t have
a perfect life, so I won’t do some things, avoiding to get sick. I am now not a
person who can cook muthi and throw up and all that. No | am not doing that.

(Nolwazi)

The excerpts show a conscious effort to adhere to the ART programme but also fulfil certain
professional roles as traditional healers or treat certain health conditions using traditional
medicines by spacing apart treatments. The participants’ efforts show an intentional
development of treatment patterns devised to ‘survive’ the complex situations they are in, being
believers and users of traditional medicines and being PLHIV who need to be on ART. This
complexity was alluded to by Nolwazi who stated that being a traditional healer, she was unable
to stop giving and using traditional medicines completely; doing that can lead to health
conditions caused by the ancestors, showing their disapproval for her actions. All she could do
was inform the ancestors of her health conditions, living with HIV, and the requirements of
such a health condition, if she was to take her treatments and remain healthy. After doing this,
she is then able to develop the means to conduct her traditional rituals while also ensuring that
the rituals and medicines do not affect her ART.

Nikhil, another participant, stated that both health approaches can work together, yet
emphasised that the problem was with the medication from the clinic and the instructions that
come with this. The major instruction was the non-mixing of the ARVs with any other
medication or the avoidance of taking these while on ART. This view and disagreement with
the instructions from the clinic, especially the complete avoidance of traditional medicines and
treatments, was shared by many participants. Most of the participants found the instructions
around the use of ARVs from the biomedical health providers to be uncomfortable and
sometimes impossible to keep, if they are to remain the traditional believers that they are. They
are sometimes almost faced with a choice between their traditional beliefs and practices and
the uptake of ART. Such expectations create tension in the health users as they ‘violently’
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ignore the belief systems of the user. However, the health users’ mechanisms of survival were

an attempt to have the best of both worlds without necessarily choosing one over the other.

Although some of the nurses in the clinics showed some understanding of the participants’
complex situations, most of them were still uncomfortable with their patients’ use of plural
health care. This was because such a practice is not in line with the biomedical health policies
that guide the practice of biomedicine and the conduct of the nurses. The participants, however,
were of the view that both health approaches can be utilised concurrently without any issues.
One of the participants, however, noted that the nurses often advised him not to use traditional
medicines close to the time of his CD4 check-up dates. This was because the herbs have an
ability to boost a person’s immune system and they may affect the results of the check-ups. He
has diligently adhered to this request. Nolwazi was able to draw from her experience of using
the different ‘survival mechanisms’ she had developed and has been effective in helping other

users of plural health who are on ART.

5.6 Conclusion

In the course of seeking health, the PLHIV in this study had multiple support structures in their
use of plural health. These structures were either systems, bodies of beliefs or family
structures. At different stages of their health journey, the support structures change and
reliance on one or the other changes. Such changes were due to either the health conditions

experienced or the strength of the system in their lives at that time.

Although not standardised or formally acknowledged, there are mechanisms utilised by
PLHIV who are plural health users as shown in this chapter. Such users are able to depend on
their support structures, which shape their health views and decisions, in managing how they
make use of the health approaches available to them in relation to their health conditions. The
participants made use of multiple health approaches while maintaining consistency in their
cascade of care. They were consciously aware of their health conditions and the requirements
for treating them. Such awareness enables the participants the ability to negotiate health-
seeking patterns, in order to gain maximum health status. The study shows how, despite
moving from one health system to another, they still are able to return to using that which they
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are more familiar and comfortable with. Through this process, the participants were able to
express their agency in health-seeking decisions. This allowed them to successfully develop

‘navigation mechanisms’ through the complex system of medical pluralism.

This chapter shows that efforts to make use of multiple health approaches are not unconscious
or without some awareness of the possible medical implications. Instead, the mechanisms are
derived through a conscious decision made from the available knowledge about the different
health approaches and their requirements, but also with the help of certain support structures.
Knowing and understanding how these mechanisms function with a larger population and over
a longer period, can possibly help in resolving the existing gaps between the different health
approaches used by plural health users. It can also pave a way for the possible development of
an approach towards plural health use that can lead to collaborative treatment between

different health approaches.
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Conclusion and Recommendations

6.1 Introduction

Despite the advanced knowledge in HIVV/AIDS research, currently, there is still no cure for the
disease. WHO has, however, stated that with “effective antiretroviral (ARV) drugs can control
the virus and help prevent transmission so that people with HIV, and those at substantial risk,
can enjoy healthy, long and productive lives” (WHO 2017). Whether on ART or not, it has
been shown that PLHIV make use of multiple health systems in their health-seeking (see
Colvin et al. 2014; Govindasamy et al. 2012; Miskelly 2006; Moshabela et al. 2011; Mugglin
et al. 2012; Pantelic et al. 2015; Rosen and Fox 2011; Saethre 2007). Such an approach to
health-seeking has often been blamed for contributing to the failure of HIV programmes. The
practice of medical pluralism is said to discourage HIV testing, uptake of HIV care and
adherence to ART.

The use of different health systems has been linked to diversity in world views, including
health. Individuals often have the opportunity to make health choices and decisions that may
not necessarily be in line with the dominant health systems (see, for example, Naidu 2014;
Naidu and Darong 2015b; Vaughn et al. 2009). This use of plural health is shaped by multi-
dimensional factors, personal as well as external factors. These factors include the belief
systems of the PLHIV, the societal context and societal beliefs and practices, as well as the
roles played by the health approaches and providers they use. These different factors often lead

to tensions in health seeking.

PLHIV who are plural health users face complexities in decision-making and treatment-
seeking. However, they are able to make conscious decisions as to how they make use of the
available health approaches. This can be seen as an expression of agency by PLHIV regarding
their health choices. As Halligan, Bass and Oakley (2003) stated, personal choice is not often
present in many biomedical processes whereby the patient becomes a passive recipient of an
already developed model and this affects progression in their health-seeking behaviour. Plural
health users, however, are able to express their agency, thus showing their creative ability
because “people are rational, aware, and self-creating agents of their own health, who can
behave in the pursuit of self-interest. .. influenced by consciously chosen goals” (Chin, Monroe

and Fiscella 1999, 319). Hence, this study sought to understand the experiences of PLHIV in
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using a plural health system, particularly exploring the tensions and complexities they face in

this usage as well as how they are able to negotiate and navigate the tensions and complexities.

6.2 Critical Review of Findings

Several findings have emerged from this study, which are directly related to the experience of
the PLHIV in the study as well as the health providers on how they engage with the
phenomenon of medical pluralism. Some of these findings relate to how the PLHIV use plural
health and how they face and resolve tensions and difficulties they face in their practice of
medical pluralism. Some of the findings are linked to health providers’ views on medical

pluralism in their patients.

Use of multiple health approaches by people living with HIV:

intentions and reason for plural health-seeking

Perceptions of and experiences of complexities, dilemmas and
tensions in plural health use

Support systems and mechanisms used in navigating and resolving J

N tensions in plural health-seeking

Figure 6.1: Critical stages in the practice of medical pluralism

The first finding was on the health systems used by the PLHIV in the study and their intentions
and reasons for using the different health systems. The three major health approaches utilised
by participants in this study were the traditional approach, faith healing and biomedicine.
However, reasons for using each of the health approaches varied. The participants mainly used
the clinic and hospitals in treating health conditions such as HIV, TB, diabetes, body pains,
asthma, kidney failure and epilepsy. To complement the care received from the clinics and
hospitals, the participants also made use of private doctors when they needed expedited

services and pharmacies when they had minor health conditions such as flu.

Aside from these biomedically-related health service points, the participants made use of
traditional healing for certain health conditions. Traditional healing was sought for conditions
such as erectile dysfunction, fits, umkwebhelo, cleansing ‘dirty blood’, shingles, TB, piles, and

kidney disease. Although the participants made use of the traditional healing approach for these
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health conditions, it was not in all cases that they were healed. In the case of Cothoza, for
example, who visited two traditional healers at different times in an attempt to get his swollen
stomach treated, both healers were unable to help him, prompting him to seek further care from
private doctors. However, in other cases, the participants found relief in their use of the

traditional health approach.

The use of multiple health systems, as shown in the study, may not necessarily be peculiar to
PLHIV. Individuals experiencing other illnesses also make use of these systems. In the case of
PLHIV, however, there has been more stringent rejection of the use of plural health from their
biomedical health providers, who are their primary HIV care providers. The use of the different
health approaches, as seen in this study, is highly shaped by factors that are either personal or
external to the participants. Such factors include the participants’ beliefs on health and illness,
but also the beliefs of their health providers, or the state of the health services, as well as the
health views and practices of their communities. It was discovered that the participants use the
different health approaches for illnesses they were certain could only or best be treated by the
chosen health approach. This, to a great extent, was a display of their agency in reaching a
sense of health peace while fighting against the violence, tensions, and complexities they face
due to the rejection of their health behaviours by some of their health providers. This evidence
challenges the notion that they are a socially vulnerable population and may not have the full
agency to express themselves or their choices (see, for example, Ayres et al. 2006; Brashers,
Neidig, and Goldsmith 2004; Gordillo et al. 2009; Gruskin, Ferguson and O’Malley 2007;
Ingram et al. 1999; Liamputtong et al. 2009; Miller and Rubin 2007; Skinner and Mfecane
2004). Hence, when experiencing illnesses that they believe could be treated traditionally, they
often preferred to seek traditional help rather than attempt seeking help from the biomedical
health facilities or the faith healers. This same agency of choosing health systems was also
shown when they wanted to use biomedicine or faith healing. Thus, healthcare was always
sought from a health approach that the participants believed had an ability to treat them;
however, when there is failure to treat such a person, they often sought healing from other

health approaches that are available in the community.

The second major finding was regarding the perception of and experience of difficulties,
dilemmas and tensions in the plural health-use of the primary participants in the study. This
finding shows the role of the multiple factors that contributed to their choice of using medical

pluralism, but also, how the presence of the different factors often led to complexities,
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dilemmas and tensions when making any health-choice. While there were multiple health
approaches available and used by the plural health users in this study, this usage was often
riddled with tensions and complexities of knowing what health system to use, for what illness,
and at what point of the illness experienced. These dilemmas were often preceded by the
complex factors faced by the health users. Such complexities, as seen in the study, are made
up of personal and external factors. The personal factors include the cultural beliefs, religious
beliefs, health knowledge and previous health-seeking experiences of the health users. Due to
the cultural or religious backgrounds of the participants, they become conversant with certain
health beliefs and approaches, which they rely on and use when ill. Such factors include the
use of traditional healing, biomedical health knowledge, religious beliefs, community health
values, as well as socio-economic situations. These factors played out mostly when there was
uncertainty regarding certain health approaches due to either their beliefs or their previous

experience of the health approach.

Commenting on how PLHIV make use of plural health, one of the nurses, Zanele, stated that
as a health provider, she “respects” the patients’ beliefs. Thus, when a patient wishes to use
health approaches other than biomedicine, she does not actively deter such a patient, although
she does not agree to such a health decision. While Zanele is able to show some “respect”
towards her patients varying beliefs in other health systems, other biomedical health providers
were completely against the use of any health system apart from biomedicine. Hence, when
faced with patients who practice medical pluralism, they would express their displeasure. This
clash of beliefs often leads to tensions and dilemmas for the health users. This finding portrays
the role of external factors, in form of health providers in medical pluralism and how they shape
the health decision-making of plural health users. The views of the health providers on their
roles and the roles of other health providers in treating HIV or PLHIV, was seen to be critical
in either promoting or reducing tensions and complexities for plural health users. Hence, refusal
to attend check-ups or collection of ARVs by some PLHIV who practise medical pluralism
may not necessarily be because they prefer the ‘other’ health systems over biomedicine in their
treatment of HIV; instead, their fear of the nurses’ and counsellors’ criticism and attitudes can,
as shown in this study, deter some patients from visiting the biomedical health facilities for
their treatment.

The traditional healers in the study had great conviction in their ability to treat certain health
conditions for the following reasons: because they receive guidance from their ancestors; they
know which herbs to use for each health condition; and because traditional healing is an old

practice hence can treat health conditions that existed prior to the advent of biomedicine. As
~ 168 ~



also shown in other studies (see Peltzer 2006; Peltzer et al. 2008; Peltzer and Mngqundaniso
2008; Peltzer, Mnggundaniso and Petros 2006; Tugendhaft 2010; Zuma, Wight et al. 2017),
the traditional healers in this study admitted that they were unable to treat all health conditions
experienced by the community members, especially HIV/AIDS. Hence, when they identify
patients who may have these illnesses, they refer and encourage them to visit the clinics for
check-up and treatment. This, they said, they are able to do because some of them have
undergone some basic training on identifying symptoms of illnesses such as HIV/AIDS and
TB. They stated that they are able to see the signs and symptoms of HIV in their patients which

they learned from the workshops and trainings they had attended.

The biomedical health providers in the study also expressed certainty and conviction regarding
their ability to treat the illnesses of members of the community. However, they also admitted
that in certain situations, they were unable to successfully diagnose or treat their patients. In
these cases, some of the nurses reluctantly suggested the use of other health systems to the
patients. According to the nurses, such moments leave them feeling compromised; they are
filled with moral dilemmas between keeping to their professional code of practice and making
the ‘undesirable’ choice of suggesting other sources of healing to their patients. Such moments
place them between their personal and professional beliefs, but they usually consider the well-
being of their patients as the main factor in their decisions. As shown in Darong (2015, 93),
“the goal of any clinical decision otherwise known as ‘clinical judgment’ taken by a nurse, is
not technical, rather, moral in that the activities carried out by the nurses are not important in
themselves but important based on how they contribute to the wellbeing of their patients”.
Thus, some of the nurses are sometimes able to condone the use of other health approaches,
even though they do not personally make recommendations for such usage. Others are able to
“partially” suggest the use of other health approaches (which is against their professional code
of conduct) to their patients. This is particularly so when they feel they are unable to watch the
patient go through tests and treatments that would not have any positive health outcome.

The faith healer in the study, like all the other health providers, expressed conviction in the role
played by faith healing in the community. The main “healer” in the church is the leader of the
Shembe Nazareth Church, also known as the Prophet. All the preachers in the Nazareth church,
however, also play a role in linking people who need healing to the prophet and sometimes
conduct the prayers themselves. It was the conviction in the powers of the prophet that led the
faith healer to link one of the study participants, Cothoza, to the prophet.
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The considerations in making clinical decisions were seen to be based, not only on the health
conditions of the patient, but also on what the health provider believes is needed. This belief
by health providers is often shaped not only by the professional training of the health providers,
but also by their personal, religious and cultural beliefs, as stated by Naidu and Darong (2015c).
While the clinical or health decision made by the health provider may be with positive
intentions towards assisting the patients, some of such decisions may contribute to the tensions
and complexities faced by the health users, thus increasing the psychosocial violence faced by
plural health users.

The personal factors that contribute to the health decisions of the participants, while within the
reach of the health users’ control, have often built from exposure to some belief systems and
experiences. The external factors on the other hand, are often beyond the reach and control of
the health users. Both factors create a wide range of complexities for the health users, thus they
experience dilemmas in choosing a health system. Some of these moments of dilemmas are
due to the inability of health approaches to treat certain health conditions and health providers’
distrust of other health approaches. The uncertainty shared by some of the health providers
towards other health providers, was evident from one of the participants, Thokozile, who said
that the patients may go on praying, if they wish to, but when they discover that the prayers are
not able to treat the HIV, they will be welcomed back to the clinic. Such views, however, often
do not necessarily represent the intentions of such health users. As seen from this study, the
participants did not seek the help of health providers other than biomedical health providers for
the treatment of HIV/AIDS. Instead, they made use of treatments for illnesses that they either
knew or believed could only or best be treated by such health approaches.

The third major finding was linked to the support systems, mechanism and strategies used by
the PLHIV in the study to navigate and create some sense of ‘harmony’ or way to resolve the
tensions and complexities experienced in the use of plural health care. Despite the
complexities, tensions and dilemmas faced by the plural health users in this study, they were
able to devise mechanisms to resolve the tensions while accessing all the health services they
needed, regardless of the source. As has been reported in a study which sought to understand
how traditional health practitioners engaged in the “management of HIV/AIDS” (Zuma et al.
2017), which described some mechanisms used when treating patients who were HIV positive,
the PLHIV in this study reported on their personal experience of using various mechanisms in
navigating their complex route of seeking plural health care. The navigation mechanisms were

as follows: complete avoidance of strong herbs and vomiting; partial use of herbs; and

~ 170 ~



separating when treatments from different health systems are used. In order to develop such
mechanisms, however, there were several support mechanisms in place for the plural health
users. These included the influence of their traditional beliefs and practices, traditional foods,
social groups, such as family and friends, religious leaders, and health education from
biomedical health practitioners and researchers. For example, Lindiwe, who was on ART and
also a traditional healer, stated that she always told people about the need to go for treatment
at the clinics, despite being a traditional healer. Her views were based on her exposure to the
dangers of non-adherence to ART, biomedical health education through training and her
traditional beliefs. Although she was a traditional healer, she managed to merge her practice
of traditional healing, which involved her use of traditional medicines, with her ART
programme. She is obliged to taste the medications she gives her patients but manages to ensure
that these medicines do not affect her ART by taking only minute portions of the medicines,
especially if they are “hot” and not “weak”. These findings show that the plural health users in
the study were aware of their health conditions and that they consciously made health choices
in order to gain maximum health from the different health approaches available. Despite the
existing tensions between the different health approaches they use and the complexities they
face in their health-seeking, they were able to negotiate their way through self-choice of
treatment approaches and for different health conditions. This ability portrays the agency of
the participants who are active and conscious users of plural health systems. Contrary to
common beliefs, they play an active role in their healthcare choices and are not simply passive

recipients of health services.

6.3 Interpretation and Discussion of Study Findings

The findings of this study provide evidence of the complexity in the practice of medical
pluralism. These complexities exist primarily due to the nature of the study community, that
is, its belief systems as well as the state of the primary health delivery. Thus, there are multiple
factors that play a role in a person’s choice of health system, for particular illnesses and at
particular stages of the illness. A plural health user may make a decision to approach health
system A or B, or A and B concurrently, in parallel, or sequentially. Major factors in this choice
process are the personal and external factors of the user. An overview of these factors in the
practice of medical pluralism, learned from this study, can be found in Figure 6.2.%! Like a tree,

the practice of medical pluralism has hidden roots, which are not visible, but can only be

31 While the sketch of this tree was sourced from the web page Coloring Pictures (2017), | segmented and labelled
the tree for the purpose of interpreting medical pluralism, as practised by the participants of this study.
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imagined or conceptualised; it has a visible trunk, branches and leaves. In practice, however,
as shown in literature and in this study, some of these segments of medical pluralism, which
are either visible or imaginable, are either ignored or treated as though they are non-existent.
They are the personal and external beliefs of plural health users and the experienced dilemmas
in making health choices. More focus has been placed on the illnesses experienced and the
visible acts of medical pluralism and their supposed effects on the plural health users. The often
ignored crucial factors in the practice of medical pluralism, however, play key roles in shaping
the world-view, health beliefs and subsequently, behaviour of users of medical pluralism.

The personal circumstances of the user, which include their health beliefs and knowledge, their
cultural beliefs, religious beliefs and previous health-seeking experiences, as non-visible
factors, have an impact on predetermining choice of health approach. Certain illnesses are
generally seen to require treatment from a particular system. For example, while a person may
be keen on using the biomedical health approach when he/she is HIV positive, he or she may
immediately seek the help of a traditional healer when experiencing nightmares on a continual
basis. Such a person might have grown up with a traditional belief that such experiences are
linked to sorcery or bewitchment; hence, they need to be attended to traditionally. Such an
individual may not immediately seek the help of a psychologist at a biomedical health facility,
until a point is reached where the traditional healer can longer help. Even in such cases, if such
a person also has a strong religious belief in ‘deliveries’ from ‘evil spirits’ or from ‘unseen
bondages’ through prayers and the use of other religious items such as water, oil and candles,
such an individual is likely to also make use of a faith healer. In some cases, such plural health
users may move from one health provider to another, all within the same default health
approach. Only when such default health systems of the plural user fail to heal the person, will
further help be sought from other health approaches. In cases where the health services require

some form of financial input, a less expensive option is most likely to be considered first.

Added to these personal circumstances shaping the health choices of plural health users are the
external factors they are faced with in their health journeys. Such factors, as shown in Figure
6.2 (that follows), include the existing tensions between health approaches, the socio-economic
situation of the user, the belief systems, health knowledge and approach of the health providers
visited and the communal health beliefs and values. These circumstances are often beyond the
control of the users. The tensions between the different health provision systems, which exist
due to differences in health views and approaches, can cause a plural health user distress when

he or she wishes to use different systems for different aspects of the same illness or for different
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illnesses. This distress is particularly evident when a health system requires exclusivity rather
than a combination of health services from various health approaches. The health beliefs of the
health providers visited also play a key role in how a plural health user makes health choices.
Some health providers are relatively “open-minded”; others, however, discourage “mix

matching”.

The communally held views towards heath and illness can also influence a health-seeker. In a
community where there is a strong belief in sorcery, for example, the likelihood of some
illnesses being linked to sorcery will be higher than in a community where biomedicine, which
is more evidence-based and empirical, is the dominant approach to health. Within all these
external factors also lies the socio-economic status of the plural health user. This often
contributes to how they make use of the available health approaches in the community. They
can immediately seek help from a private doctor, who is often more resourced, but also more
expensive than the public health facilities and services. In this study, for example, it was seen
that participants who had more financial stamina were likely to make use of private doctors
than public health facilities, as opposed to participants with less financial stability. The various
dilemmas, uncertainties and tensions faced by the plural health users in making a decision on
what health approach to use, are often ignored by the critics of this form of seeking health.
Regardless of the factors leading to the different levels and moments of dilemma faced by the
plural health users; in the end, they are able to make conscious decisions on which health
approach or approaches to use for which illnesses or aspects of an illness. This conscious
decision, which is symbolised by the leaves in Figure 6.2, signifies their agency and ability to
develop practical mechanisms that allow them to navigate the complexities of using the plural

health system.
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Figure 6.2: The plural health user tree: Multiple influencing factors in plural health (Tree sketch from the web page ‘Coloring Pictures’ 2017)

~ 174 ~




The following characteristics were identified in most of the participants in the study:

The first aspect of the plural health-seeking behaviour observed amongst the participants was
the attachment made with health systems that were introduced to participants in their childhood.
Upbringing in secure settings with supportive family members who introduce the participants
to traditional healing was shown to play a big role in health beliefs. The sense of security
received and the comforting support, enabled trust towards a particular health system. Trust, in
this case, is achieved from the combination of both security and comfort/support. Security, in
this case, can be seen as the feeling of assurance in the effectiveness of the treatment/healing
approach/medication received by a user. Comfort/support can be seen as the feeling of empathy
shown to and received by a user from a provider of a health service, or the care expressed in

the delivery of a health service.

The second aspect of the plural health-seeking behaviour of the study participants was the
immediate use of the default health system when ill. The trust in a health system makes this
system a person’s default health system. Hence, when ill, health is immediately sought through
such a health system with the assistance of one’s support structure, family and friends. The
participants in this study often had sufficient support from family members when seeking
health. However, the deficiency experienced in the different health approaches, such as
misdiagnoses from a hospital or lack of healing from a traditional healer, created mistrust

towards such health approaches.

The third aspect of the plural health-seeking behaviour of the participants was an observation that
they were able to make an attempt to ‘try out’ new health approaches when faced with difficulties
in their default health system. Hence, participants were able to attempt different health approaches
to the ones they had grown up with. This can be regarded as a ‘leap of health belief’. Such a leap
can be attributed to either the advent of new illnesses that cannot be treated in the default health
system or the availability and relative affordability of the new/different health systems and the
society/government’s constant pressure on community members to make use of the provided health
system, facilities and services. Growing up, most participants did not have such pressure or
emphasis on the use of the biomedical health system. Rather, they grew up in apartheid South
Africa in areas designated for black South Africans, with little or no access to biomedical health
system and services. Even when this was available, it would have been at a prohibitive cost. The
traditional health system, which they grew up with, however, was readily available with no fixed

cost, was effective and the providers were familiar and trusted community members.
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The fourth aspect of the plural health-seeking behaviour of the study participants was the use
of private doctors as an additional source of health. Although they were also part of the
biomedical health system, the use of private doctors was primarily because they were believed
to offer patients better attention and care than would be received at a public health facility. This
can be related to the need for security and comfort; hence, the private health sector is trusted
and used by some people, especially those with good financial standing. While such health
providers are not situated within an established institution as a hospital, their services are also
considered biomedical. The participants often received some form of treatment and diagnoses
which led to a sense of security in and comfort from the providers.

The fifth aspect of the plural health-seeking behaviour of the participants relates to a possible
return to ‘default’ health systems by users of plural health when they are not fully satisfied with
the newly explored health approach. When total security and comfort was not found in the new
health systems explored, participants return to their default health system with the support of
family members. This foundation, however, had already been shaken and called into question
due to the lack of satisfaction in previous visits. This shaken foundation was partly due to the
breakdown in trust of a health system; comfort and security were not evident as the systems

were often unable to offer total treatment.

In the sixth health-seeking aspect of the plural behaviour, it was noticed that despite returning
to one’s default health approach, other factors may still contribute to dissatisfaction with the
health approach. Hence, where there are more options of health systems, users are often likely
to explore further, for health satisfaction. With unhappiness in the newly explored systems and
dissatisfaction with the default systems, participants were keen on widening their health-world
based on the number of available health approaches in the community. Maintaining the use of
new health approaches required adequate support structures or extensive delivery of care from
the system in order to keep the user attracted and attached to the system, lack of which leaves
the user considering a switch to another system. These were some of the common identified
characteristics amongst the users of plural health in this study. These characteristics, however,
are likely to apply to users of plural health in different settings and with experiences of different

illnesses to those found amongst the plural health users in this study.

The observed characteristics of the plural behaviour of medical pluralism amongst the
participants of this study can be expanded to enable a general understanding of the principles
embedded in the characteristics and practice of medical pluralism. Trends indicate that people
are able to develop trust in a health system, which can often become their default health system
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if they experience comfort and security here. When ill, such individuals are likely to
immediately make use of their most trusted health system, which is their default health system.
When a person experiences ‘incomplete’ treatment from such a health system, while it may
disrupt their trust in the system, it will however, not make them discard the system totally or
dismiss any possibilities of using it further. Rather, they will still maintain the use of the system
for certain aspects of their illness and make use of other health systems for other aspects of
their illness that the primary health system does not fully offer them. This different usage can
either be for different aspects of the same illness or for entirely different illnesses or health
conditions. Experiencing complete difficulty and inability to find any help or feeling
completely dissatisfied with the system, on the other hand, can spur a person to completely
desist from using such a system and make use of a different health system.

In some cases, the introduction of a system of health to a person from their childhood,
biomedical, traditional or spiritual healing, creates a feeling of ‘safety’ in the person. Thus, a
person is naturally drawn to using such a system, even when older. The continual effectiveness
of the familiar system of health solidifies the person’s confidence in it. External factors, such
as socio-economic reasons and health beliefs of health service providers, however, can cripple
a person’s use of a familiar health system. In cases where there is an alternative familiar system
which promises similar health services, but at a more affordable rate or with better provider
relations, a person is likely to switch to this. If there is no familiar alternative system, however,
a person is likely to explore until a suitable alternative is found, thus leading to multiple
switches between different systems. While external factors may contribute to a person’s use of
a particular health system, the intrinsic personal desire can be a stronger drive towards making
use of different health systems, concurrently, sequentially or in parallel. Thus, while the use of
plural health amongst PLHIV may be influenced by external factors, their intrinsic desire to

seek health plays a larger role in their health choices.

These principles of medical pluralism as observed from this study, however, can be challenging
when they are to be implemented in people’s daily healthcare seeking routine. The first major
challenge faced by medical pluralism proponents is the questioning of the effectiveness of various

healing systems, especially systems other than biomedicine. This questioning often leads
to a rejection of a particular system. The second is the acceptance of the existence and effectiveness
of more than one health system. However, proponents of this second school of thought still express
some reservations in plural use of systems due to the fear of counter-indications. Thus, while a
proponent of this second school of thought may not deny that there are health systems other than
(especially) biomedicine that are used by PLHIV, they will be slow to recommend or endorse the
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use of such systems. The third view occurs when (mostly biomedical) health practitioners show
some ‘understanding’ and ‘sympathy’ with their patients for their belief in, and use of plural health
systems and secretly®? allow or encourage some of the patients to seek help from other health

practitioners.

In the first two challenges, despite the level of ‘understanding’ and ‘sympathy’ towards medical
pluralism, there is a concern about ‘mixing’ different medications from the different health systems.
In these cases, it can be argued that the inadequate knowledge of medical pluralism as a health
approach leads to doubt and subsequent dismissal of the system. This dismissal has been shown to

be common, particularly amongst some biomedical health practitioners.

While there are many negative views towards medical pluralism, some health practitioners,
across all health systems, as well as the general populace, show some understanding and
acceptance of medical pluralism. In this instance, which is rare, providers are able to allow the
use of different health systems with advice on when and how users should engage in this
practice to allow for the full effect of their ARVs and other treatments (see, for example, Naidu
and Darong 2015a; Moshabela et al. 2016).

6.4 Views and Recommendations on Enabling a Better Health-Seeking and
Delivery Environment

Some of the findings of this study show aspects of health systems which the PLHIV in the
study viewed as hindering adequate health-seeking and delivery, or contributing to the
difficulties faced in health-seeking journeys. Hence, addressing some of the issues raised by
the PLHIV as reasons for their inability to receive adequate care from the different health
systems they visit is critical. Addressing some of the issues raised can contribute to better
quality health care provision from the different health systems, but also possible healthcare
collaboration between the different systems in the context of medical pluralism. The
recommendations and views can contribute to discussions and further research for both the
development of each of the health systems available and used in the community as well as a
better understanding and practice of medical pluralism.

32 As shown in literature, some biomedical practitioners have been able to move beyond denying the existence
and efficacy of health systems or healing practices other than biomedicine (Naidu and Darong 2015a; Moshabela
et al. 2016). This ‘understanding’ and sometimes recommendations are mostly carried out in secret as the ethical
code of conduct of such practitioners does not allow them to engage in endorsements of healing practices other
than biomedicine.
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The first perspective on how the different health systems used by plural health users can be
improved, based on the issues raised by the participants of this study, is the building of capacity
within each of the health systems. Part of the factors contributing to the complexity of seeking
health, especially through medical pluralism, as shared by the participants in this study, related
to the lack of adequate services from the available health systems. This shows a need to improve
these systems in order to increase their possibilities of meeting the health needs of their users.
To meet some of the challenges that contribute to patients ‘switching’ from one system to
another, capacity building can be promoted within each health system. This will enable the
health providers of each system to have better knowledge and skills on the approaches used in
the system. This improved knowledge and skills should in turn contribute to the quality of
service provided to users of such systems, and possibly reduce the level of ‘switching’ between

different health approaches.

The issue of staff shortages, which was seen as one of the major issues in biomedical health
facilities, directly relates to patients’ need for sufficient attention when seeking healthcare, a
service that cannot be provided in health facilities with staff shortages. Due to the low number
of staff members, users of the biomedical health facilities often spend long periods in queues
waiting to be attended to. Time spent with health providers is often limited. Hence, health users
often prefer health systems with providers who are more available and who spend more quality
time with them (Hewson 1998; Parle 2003; Truter 2007). In order to address this issue, what
has been suggested in numerous studies (see for, example, Daviaud and Chopra 2008; Hudson
1993; Walker and Gilson 2004) is the need to address and increase the number of well-trained
biomedical personnel. This need can be addressed through supporting the training of
biomedical professionals at different levels who will then be available to tackle the high volume
of patients and health-needs in biomedical health facilities as well as in communities. While
this effort may be the direct responsibility of the South African government, corporate and
private individuals, who are also part of the communities and beneficiaries of the health
facilities, can contribute towards addressing these training needs through individual
sponsorships and provision of materials to both health practitioners’ training and health
facilities. The provision of the materials could ease some of the reported issues by the study
participants, which included the lack of adequate treatment in some of the health systems and

low staff presence.
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6.4.1 Sharing of Knowledge and Skills amongst Health Practitioners

Some of the findings from this study, such as the varying views about the same procedure or
an illness amongst health providers, show the need for the sharing of knowledge and
professional skills amongst health providers across the different health systems. This process
of knowledge sharing can contribute to the development of the capacity of the health providers
to tackle the health issues they face in their different systems. The need for improved
knowledge and skills amongst health practitioners was specifically discovered amongst
traditional healers, some of whom had opposing views on their understandings of certain
ilinesses treated by traditional healers. The contrasting views were mainly on their
understanding of the causes and treatments of some health conditions. Such a contradiction was
seen in some of the traditional healers’ view of shingles. While some believed that it is caused
by supernatural factors and can be cured traditionally, others were of the opinion that this
condition is a symptom of HIV and cannot be cured traditionally. Such differing views often
contribute to the complexities of medical pluralism as the tensions experienced by the users are
not only due to inter-system differing views, but also due to some intra-system views. Thus,
the health seekers are left unsure of which approach to use for certain illnesses. To curb such
disconnects, the government or non-governmental health organisations can organise workshops
and seminars for traditional healers, where they not only discuss their role in conjunction with
other health systems and providers external to the traditional health system, but also amongst
themselves as traditional healers. Such workshops can be facilitated by recognised and trusted
traditional healers in the country, who could assist in overseeing the development of clarity
amongst the traditional healers. This could allow healers to gain some knowledge and skills
from each other and as such strengthen their understanding of the different health issues they
treat in the community, thus strengthening their practice and role in treating such health

conditions.

Beyond the development of skills and knowledge within each of the health approaches, it was
noticed in the course of the study that there is a need for knowledge sharing between the
providers of the different health approaches. Doing this will allow the different health providers
to understand the views of other providers. One of the participants, for example, stated:

My concern that | have is that we learn about this [identifying PLHIV], but not
all of us. Most of the healers didn’t get that chance and that knowledge...
because if you look at other traditional healers, they still believe that people

have idliso. We must have all the traditional healers so that doctors and nurses
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will explain to them so that they will understand. We once had a meeting with
the clinics talking about TB; they said TB at Somkhele is killing many people.
We must discuss this issue so that we can conquer that demon of infecting each
other. Because of this training to a small group of people, many healers still
don’t know that if a person comes to him and say he is losing energy that such
a person must visit the clinic, but healers are still lying saying that no | can
help you with that. (Nolwazi)

This view of training healers by Nolwazi was also shared by some traditional healers in
relations to the trainings organised by AMREF. These trainings were focused on teaching
traditional healers about some biomedical techniques, such as identifying patients with specific
illnesses and being able to recommend patients to biomedical health facilities. One is, however,
left wondering whether it is only traditional healers who need some knowledge of biomedicine
or if biomedical health practitioners also need to have some knowledge of traditional healing.
The need for all health providers in the community to have some knowledge of other health
systems in the community is critical as this will aid them in understanding what their patients
are offered when they visit other health systems. They should also be able to understand why
patients make these visits and use these health systems. Such training can be organised by the
government as well as non-governmental institutions that focus on improving the health life of
communities. Health providers from the different health systems can be brought together in
workshops and seminars where experts in the different systems, who also ought to be providers
from such systems, are able to coordinate a process of teaching and learning in the forums.

6.4.2 Health Providers’ Disposition towards Collaboration

The different health providers used by PLHIV in this study were influential in their patients’
practice of medical pluralism; they either supported or were against the practice. This influence
mainly emanates from how each health system treats illnesses. While the details of how the
healing processes are conducted and the materials used may be different, due to differing
practices and principles, the aim of each system is healing, whether it be physical, mental or
spiritual. A primary step towards collaboration lies in the need for the different health providers
to understand what is believed and practised in the other health approaches. Understanding the
different health systems used by members of the community will allow for a deeper
appreciation for the existence of the health approaches by the different providers and possibly

motivate for collaborative work, all focused on healing patients.
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The traditional healers in the study were, compared to other health providers, more open and
keen on collaboration with other health providers. This was partly due to the exposure they had
received on biomedicine, but also from their personal experience of the value of using
biomedicine for some of their own and their patients’ health conditions. The traditional healers
in the study had confidence in their ability to treat certain culture-bound illnesses that they felt
could not be treated within biomedical spaces. Such a view was the result of experience in
treating certain health conditions that are either not understood or cannot be explained
biomedically. Also, with biomedicine being a more recent health approach than the traditional
health approach, the traditional healers were of the view that a new approach cannot necessarily
have answers to all the ‘old’ health conditions that have been treated successfully through
traditional means previously. They, however, also admitted that there are illnesses that they are

unable to treat.

A major shift has been shown regarding the views of traditional healers towards HIV/AIDS
and other related illnesses that appear not to be able to be treated traditionally. Such illnesses,
they said are the ‘modern illnesses’ such as HIV/AIDS. Hence, traditional healers have been
shown to be more open towards learning about other health approaches and possibly collaborate
with health providers from other health systems. Because they also use the biomedical health
and faith healing approaches when ill, the traditional healers said they are comfortable
recommending their patients to biomedical health facilities for treatments they cannot offer.
Added to this view was the assumption that HIVV/AIDS was created by the West, hence only
the West, using western healing systems, can treat that which it created. This however, has been
shown to be an assumption made by opponents of biomedicine or western societies without any
clear evidence. Hence, the traditional healers treat patients for illnesses they are confident of
treating and the patients to other health systems, such as biomedicine and religious healers, for
ilinesses they are not confident in treating. Having some of the traditional healers also living
with HIV and on active ART brought more light as to how they are able to use the different
health approaches, as they cannot avoid the use of traditional medicines and healing while being

healers themselves.

Peltzer (2001, 6), for example, stated that traditional healers often refer patients with “AIDS,
diabetes, asthma, tuberculosis, mental illness, sexually transmitted diseases, epilepsy, stroke,
bone fracture, high blood pressure and others” to biomedical health facilities and providers.
This attitude, however, has not been identified amongst health providers from other health
systems, especially biomedicine. As a result, the traditional healers expressed dismay at the

attitude of the biomedical health practitioners, especially nurses, who seem to make conscious
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efforts to downplay the roles of the traditional healers and their efforts in promoting health in
the community. The mechanisms the healers stated, as either part of their survival mechanisms
or recommendations to their patients, open ways for possible collaborative healing between the
different health approaches used by patients in this community and other communities. One of

the healers, for example, stated:

The faith healers are good, | am also a Christian because most of the things
God reveals to them like seeing things in your dream, there is nothing bad that
| know about them they are working very well. We also like the clinics because
there are new illnesses like HIV and all that. When | consult, the ancestors will
tell me that this person is HIV positive. We have papers to show that a person
should go to the clinic but those at the clinic, because they are claiming
education, they don 't accept a person from the healer, and they take us for
granted. But if a person is HIV positive there are signs that are showing that
means you don’t have to hold that person; transfer him to the clinic. I also visit
the clinic because there are illnesses from west. 1 am able to differentiate
whom to consult, the healer or the clinic, if | see that this illness needs the

clinic not the healer I just go to the clinic. (Velenkosini)

The practical impact of such ‘appreciation’ is that despite some of the beliefs held by the
traditional healers regarding some illnesses, they are able to make a shift towards the patients’
safety, taking into consideration the implications of some of their practices. This shift is evident
in how some traditional healers who previously used unsterilised sharp equipment, such as
knives or blades on multiple patients (see Peltzer and Mngqundaniso 2008; Peltzer,
Mngqundaniso and Petros 2006), have recently been more cautious. The use of a new razor

blade for each patient by traditional healers is one such concessionary practice.

In some instances, traditional healers spoke about the correlation between traditional healing
and faith healing. This correlation makes them understand and appreciate the role of faith
healers in health promotion and their ability to conduct collaborative healing. Because of such
views about faith healing, Nkosinathi, for example, was able to assist health seekers with wide
range of health conditions. Such expertise is one of the possible ways in which the different
health providers are able to express understanding and appreciation of the expertise of other
health providers.
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Biomedical health providers generally appear not to be interested in learning about or
collaborating with other health approaches (see, for example, Chipolombwe and Muula 2005;
Madiba 2010; Mbwambo, Mahunnah and Kayombo 2007), a view also shared by some of the
biomedical health practitioners in this study. Opposed to this view, however, and as also shown
in some literature (see, for example, Peltzer and Khoza 2002; Peu 2000), some of the
biomedical health practitioners in this study were open to possible collaboration with health
practitioners from other health systems, even though reluctance is generally evident. One of the
nurses, from her personal and observed experience of how traditional healing is practised in the

community, said:

Some years ago, there was no cure for shingles at the clinic, many people
didn’t get treatment for shingles so people were using traditional healers to
vaccinate the shingles and it stopped. They could vaccinate it and it
disappeared without taking any pills because there were no pills for it. That
means there are illnesses that they can cure. So you can’t say it’s only the
clinic [that can treat people] because there are things that they [traditional
healers] can do successfully, especially me, I have seen shingles’ problems. I
used to see that it can be cured if they treat it traditionally and also the other
diseases called eczema and ibala. They say you will use the enema if the child
has eczema and you can see that there are things that they (traditional healers)
know. It’s better than giving patient pain killers that is not going to help
because it only stops pains but the shingles continue growing. (Zanele)

The views by Zanele and other nurses about the possible role of traditional healing in treating
some illnesses in the community came from both their personal experience as well as their
observation of patients who were treated with traditional medicines. These experiences allow
Zanele to make more critical clinical decisions, understanding that there are other existing and
efficacious healing systems in the community aside from biomedicine. However, due to the
policy requirements of biomedicine, they are unable to encourage patients to make use of any
other healing approach other than biomedicine, despite the providers’ knowledge, belief and

experience of the effectiveness of the health approach.

Noting the openness towards understanding other health approaches and openness towards

allowing patients to use them or conduct collaborative healing, one wonders why such options

33 This is a black dot that usually develops at the back of an infant’s head.
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have not commenced in the country. Although the cultural upbringing of the nurses also shapes
their thinking and health views, exposure to different health approaches and their role in
healing, thus makes them better judges as to how efficacious the different health approaches
are. Thus, views regarding understanding other health approaches and possible collaboration
as shared by these street bureaucrats ought to be taken more seriously. This is so because they
are the ones in daily contact with the users of plural health and have better understanding of the

health situations of the patients.

The spiritual healer in the study also showed willingness towards collaborating with providers

of health from other health systems.

| used to say government has opened this hospital; | am not against it because
government is working in its own way. This illness is treated by government
(biomedicine) so I allow the person to go to the clinic to get pills for his illness.
It’s advisable that as you are under government you must use government;
therefore, it is not good that | as a Preacher to lead you in a bad way saying
that you are a Christian you must not use clinics. Because even in Christianity
as we go for gathering, we go with the clinic so that if a person is unwell on

the way, you go inside the clinic and get treated. (Fundisa)

Fundisa’s emphasis was around how he encouraged his church members to use the clinic as he
understood the role played by the clinic. He had no issues with people making use of the clinic
as they also seek the services of the clinic when they are having pilgrimages, where they walk
for days to the mountains. The mobile clinics are used in such journeys to treat church goers

who develop any health conditions that need immediate assistance.

In order to enable possible collaborative work of the different health providers used by some
PLHIV, there is a need for developing the patients’ awareness of the different health systems
and the types of health conditions they are able to treat in order for them to seek and receive
timely and efficient health services. Health education has been defined as “a combination of
learning experiences influencing behavioural changes, producing changes in knowledge,
attitudes and skills needed to maintain and improve health” (Beranova and Sykes 2007, 22).
This education, as Kaptein and Wienman (2004) showed, often needs to be initiated by the
health provider as patients rarely ask questions that will build on their health knowledge.
Patients often leave this role to the health providers as the professionals of such health

approaches and the only ones who know what is best for the patients. With grounds for mutual
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understanding and possible collaboration between the different health approaches in the study
community, creating an atmosphere of ease and health awareness among the health users will
be critical. As the primary users of the plural health care, PLHIV ought to be given all possible
education and awareness on how different factors can lead to the health conditions they

experience, the different health approaches in the community and their health choices.

On the health conditions experienced by community members, PLHIV need to be aware of the
origins of such illnesses, the infection mechanisms, the symptoms and the treatment
procedures. Having such knowledge will prevent health-seekers from receiving misguided
information about their health conditions, an act that can lead them to seeking care at the
‘wrong’ health system. This can be done through community engagement programs organised
with the collaboration of the different health providers in the community. Having a united and
collaborative approach will create a sense of ease amongst the health users in openly expressing
their health views, which in some cases need clarification and guidance. Aside from educating
health users about the different health conditions existing in their community, they also need
more education about the different available health approaches. Educating the health users will
enable them to understand the possible role of each of the health approaches in their health-
seeking journey. Such a move will clarify some of the conceptions and misconceptions health

users may have towards the different health approaches.

While this development of the health users’ knowledge around health conditions and health
systems needs to be spearheaded by established health institutions, governmental and non-
governmental, health users also need to be motivated towards becoming inquisitive and not
passive health users. Therefore, any moment between health users and their different health
providers ought to be used not only for the delivery of health services, but also for educating
and enlightening the health users. Such conversations between health providers and the users
will build an inquisitive and open mind-set in the health users whereby they are able to

comfortably discuss their health views and use with their various health providers.

6.5 Conclusion

Despite the progress in the understanding and treatment of HIV/AIDS, some challenges
continue to exist in the willingness of people to know their status, take up treatment on time
when found to be HIV positive, and remain in care towards achieving a suppressed viral load.

Amongst other possible factors, plural health use of PLHIV has been regarded as a contributing
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factor to these challenges. Despite this link between medical pluralism and persisting
challenges in HIV care, it has been shown that some PLHIV continue to make use of plural
health care. This is more so in communities where there are multiple health care approaches.
In such communities, individuals, regardless of HIV status, make use of the available health
approaches for different health conditions and at different stages of their ill-health experience.
This study, thus, was aimed at understanding the experiences of PLHIV in their use of the
different health approaches. The study firstly shows the different illnesses and health
approaches used by the participants in the study and their motivation for using each of the
health approaches. It was discovered that their understanding of such illnesses, which included
their views about the causes and best treatment approach for the illnesses, contributed in
determining what health approach they used for treating the illness. For some health conditions,
even when they believe that they could be treated within a biomedical facility, for example,

they may still opt to be treated either by a spiritual healer or a traditional healer.

The study further shows how the participants are met with various dilemmas while they traverse
the different available health approaches in the community. Such dilemmas, as shown in the
study, are caused by the complexity of factors that remain interwoven; some were personal to
the participants while others were external factors. The personal factors, which included their
traditional beliefs, religious beliefs, health knowledge, socio-economic circumstances and their
experience of the health systems remain invisible factors that contribute to their health
decisions and choices. However, external factors such as the health views of their providers,
tensions between the different health approaches and the community beliefs and practices, also
contribute to health decisions and choices. These factors, coupled with the type of health
condition experienced, create dilemmas in the participants’ choice of what health approach to
use and for what health condition. To attain healing, however, the study participants devised
mechanisms to quell the tensions and complexities they face in their health-seeking journey
and were able to navigate through the different available health approaches. These mechanisms
included separating when they take the different treatments from the different health

99 €.

approaches, avoiding some treatments, or taking “weaker” “prescriptions” of some treatments.

While the participants in this study shared the ‘standard’ notion of progression on the cascade
of HIV care, which begins from testing to viral suppression, they however, had different views
on what is meant by ‘efficient treatment’ and ‘healing’. For them, in contrast to the advice of
biomedical HIV personnel, treatment and healing is not limited to the health services received
within the clinic and hospital, nor is it about a choice of one health approach over another. For

them, it involves the utilisation of ‘other’ healing and treatment regimens provided outside the
~ 187 ~



biomedical scope in order to ‘deal’ with aspects of their illness they find ‘untreatable’ or receive
‘insufficient’ treatment for within the biomedical space. For example, one of the participants,
although a predominantly biomedical heath user at the time of the study, asserted that while he
feels he can only use the clinics for his HIV treatment and other related illnesses, he had in the
past and was open to using other health systems for illnesses he believes can only be treated

outside the biomedical space and only in the chosen health systems.

While PLHIV’s intentions for using plural health approaches is often seen as an attempt to treat
or heal HIV, participants in this study, however, showed a variety of reasons as to why they
make use of multiple health approaches. None of the participants had the intention of treating
or healing HIV/AIDS using plural health care. In an instance where the participant appeared to
be intending to treat HIV where he states that he uses traditional healing to cleanse his “dirty
blood”, there is substantial reason to doubt the participant understands of HIV or his belief that
he is infected with HIV. When attempts were made to gain his understanding of HIV, he said
he was willing to engage in ART if he would not be asked to desist from using his traditional
treatment by the nurses. This he said was because the traditional medicine had been helping
him improve his health and he was still strong due to its use. Therefore, the mechanisms used
allowed the participants to progress on the cascade of the HIV continuum while seeking the
health services from plural health systems. The study shows that while PLHIV who are plural
health users may face external factors in their health-seeking journey, they are not passive
recipients of health; rather, they are active health users who, through the developed health-
seeking mechanisms, express their agency and ability to choose their health services and

systems towards attaining good health and health peace.
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Supervisor 2: Dr Mosa Moshabela (031-2601736/moshabela@ukzn ac za)
Research Office: Ms P Ximba (031-2603 587/ ximbapi@uksmn ac za)

EE: PEEMISSION TO CONDUCT RESEARCH

This letter serves to confirm that I Professor Vicky Hosegood, the Chief Prncipal
Investigator of the Health Care Bottlenecks Study based at the Africa Centre for Health and
Population Studies Mtubutuba, hereby acknowledge and approve the research of Gabmel
Gyang Darong, titled: Experiences of People Living with HIV/AIDS in a Plural Health
Care System: probing tensions and complexities, within the Afnea Centre for the
completion of his Doctoral degree.

The researcher will:

1- Recruit participants for his study, whereby a copy of his study’s information sheet will be
presented to people living with HIV whom we identify as users of plural health care system
and treatments.

2- Have access to the services of a psychologist and medical doctor to whom his research
participants may be referred to when a need arises for them to comsult either of the two
professionals.

3- Have access to trained isifulu-speaking fieldworkers and translators from the Africa
Centre with vast experience in qualitative studies around uMkanyakude District.
Sincerely,

i.I. L T

(b R

Professor Vicky Hosegood

Dept of Secial Statistics and Demography

University of Southampton / Africa Centre for Population Health

v hosegoodi@soton. ac.uk

Postal: PO Box 198, Mtubatuba 3935

South Africa Physical: Africa Centre,

R618 en 'DL e to Hlabisa, Somlhﬂ'e mmtrust

s sEn TERG T 25 SE TRE
Tel - +27 (00335 530 7300 Fax: +27 (0033 550 7563

Email: L_fl:' pafricacentre ac_za W '.".‘]J' www.afficacentre com
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APPENDIX 2.2: CAB approval letter
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27% August 2015

Human and Saciul Sciences Lahics Commitice
University OF Kwazulo-Natal

Irivate Bag x7

Congella 4013

Dear SiMadlum

Projeet title: Lxpericnces of Poople | iving with HTV/ATDS inoa Ploml Healih Care Systor:
probing lensions and compluxitics

This serves to advise that the above-mentioned dey was presentod in dewil  the Atrica
il

Centre Communily Advisory Board (CAB) on 277 Julv 2015,

The CADB members asked quesiions sbout a vide vange ol aspoets relaing 1o the stuly, The
cucstions and comments were adequalely addressed by the swedy pregenter, Gubriv] Durong,
The CAB members carclully congidered the benefits of the study o individual participants
and the community a= whale, They sipparled the stady and pave perission thar the study is
very poad Tar the community ol uMkhanyalkude.

1015 rom thiz premise that e CAB hereby uvnvonditionally grants permission e Gubricl
Gyang Darong of the Afriea Centre for Heallh & Population Studies and PhD student at the
Thniversity of EwaZulu-Wainl ‘o caonducl the propoased stady, which will involve the
recrnitrent ol pecple living with TV, Twtspiiwal heelers, traditionz] healers and
cliniciuns.

Yours sineorely

S TV

CAB Chairperson CAD Scerctary

Rev 8K Zulu Me Lungile N gubauc

Community Advisary Board Management Committse SK Zuln. S Sithale, Lunglla Ngubana, Sandile [Mtletoes,
Sindiswa IMthetmva

Poatal: I*C Hoo: 198 dtubahisa 2026 Sk almea Physical: Afice Certie, RE1E 2noue e nlabise Sanknsle

Te: #27 10)35 560 7500 [ox 427 (0135 550 7565 —-msl niogafmiziomnim se ve
Wieksite vowat affizocante 3C.23
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APPENDIX 3.1: The Department of Health’s Consent Letter: Hlabisa
Management’s approval

health
Depariment:
PROVINCE OF KWAZULU-NATAL

16 March 2016

Permission to Conduct Research
Dear Mr. SR Dlamini

The Hlabisa Hospiial Research Committes has reviewed the proposal entitled: “Experiences of
People Living with HIV/AIDS in a Plural Health Care System: probing tenslons and
complexities™ and has granted permission for the atudy to proceed at Hiabisa Hospital

Please note the following

2

-3

Meane ensure that the conduct of the study s in Hne with the stipulstions of the KZN
Hemlth Act of 2009 and the National Health Act (Act 61 of 2003)

Hinbisa Hospital has the right to withdraw this permission st any lime as per the
conditions of the Memorandum of Agreement between the Africa Centre and the KZN
Department of Health

This research may only commence pnce the UKZN Biomedical Research Ethics Committee
ar other registered Institutional Review Board has granted the study full approvel.

Final approval miust be granted by the KZN Health Research and Knowledge Manag=ment
Unit

The researchers must communicate the findings of the research 10 this committer before
publicution

Any Hlabiss Hospital resource required 10 conduct this study including siaff time be
declared up front before commencement of the ressareh for the consideration of the
Howpital Management Team.,

Please ensure that there shall be no distraction in the rendering of patients care and you
adhere to all the policies, procedures, protocols and guidelines of the Department of Health
with regards to this research,

The following requirements for this study to proceed are noted:

Access to Somkbele, Mtubatuba, KwaMaane, Ntondwenl, Madwalend, Exiyembeni Clinkes
and Hiabesa Hospital,

Access to Mpukunyonl, Machibing snd Ounjanent Clinies to enable saturation of
recruitment

Permission 10 recruit health care providers and patients using HIV and ART services i the
ahove mentioned facilities, and to conduct interviews only for data collection purposes, =s
per UKZN Ethics approval,

Informed consent will be obtained from participants poar to entolment on the study

Yours fasthiully

-

A
Dy~

/

(/L. Vil

riin Tehipuk

Medical Mansger on behalf of Hlabisa Research Commities

Fighnieg Dimasan. Fgtiveg Pooserly Gy Moge
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APPENDIX 3.2: The Department of Health’s Consent Letter: uMkhyanakude
District’s approval

I
nealth

Umkhanyakude Health Ristrict Office

Department: Or C HYaughan Wilams

Heaalh Medical Manager, Senar

- Private Bag X 026, Jox mi 2063

PROVINGE OF RWAZULL-NATAL Tel 035 §72¢ 377, Fex: 033 5721251

Cel 072 524 3472
Emzil- hervey wiliam=Gkznhealth gov.za

Reference :
H Enquiries : [r ZH WaLughan Williams
Telephone 1 035-5721327 Ext 114

20 August 2015
[zzr Or Lessells,

| have pleasure in inferming you tha: parmission has been grantsd to you by the District Offics to
conduct reesarch onin this distict, entitled:

‘Expericnees of people living with HIWAIDS in a plural health care system: probing tensions
and complexities’

Fleass note the fallgwing:

1. Pesss #nsure that you adhars to all the policies, procedures, protocals and guidelines of
the Depanment of Health with regards to this researc,

2. This research will only commrence once this offios has received corfirmation from the
Provincial Health Resseren Commities in the K2M Depariment of Health,

3. Peezse ensure this office is infermed bafore you commence your resssnch,

4. The District Ofice will nat provids any “esources for this research.

5. Youwill be expecied to provide feedback an your £ acings to the Disrict Offise.

Sincaraly,

CH L.-"'M;f_% [bu'.:“:\‘—_‘

C HVaughan vy lliams
Famrliy Physlcan, Umkhanyskude Health D strict Cifics

ulinyangs Wezempilo . Departemsnt van Gescadheid

Fighiting Lizeass, Fighting Faverty, Giving Hope
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APPENDIX 3.3: The Department of Health’s Consent Letter: KwaZulu-Natal
Provincial approval

a health

i Deparmient:

zdlth
PROVINCE OF AWAZLULU-MATAL
DIRECTORATE:

Health Rescanch & Kiowledge
Ma o semiand

e Sireet, Pistarmarnibuyg

HFEKM Ref 120014
WHED Rel KZ_20153P52_0

Dale: 17 Mey 2016

Oizar Dr . Danong
LUEZMN &frica Contre for Papulation Studes

Approval of research

1. Tha research proposal titled *Experiences of people living with HIV and AIDS in a plural
health care system: probing tensions and complexitias” was reviewed by the KwaZulu-
Matal Cepariment of Health,

The propozal is hereby approved for nesearch 12 be undarlaken al Hlabea Hospital,
Samkhala, Mubaiuba, Kwakzanc, SMtondweni, Madwalani. Esiyembeni. Mpukunyoni,
Machibini and Guajaneni Clinic

2. You are requested to fake note of the following:
a. Make the necessary arrangement with the identified facilty before commeancing with your
reseansh praject.
k. Provide an inferim progress report and final repor (glestronic and Fard copies) when your
resedrch is complese.

3 Your cinal report most be posted to HEALTH RESEARCH AND KHNOWLEDGE
MANAGEMENT, 10-102, FRIVATE BAG X9061, PIETERMARITZRURG, 3200 and e-mail an

clecironic capy 10 hrikm@kz healh gov.za

Far any additional information plegse contact Mr £, Xaba on 032-355 2805

Yours Sinceraly
C -{;{{E‘:ﬁ'ﬂf‘
Dr E Lutge :

Chairperson, Health Resaarch Committese
Dae_ [F/CI7 b

Figkirg Cisease. Fehlng Povar, Grarg Hops
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APPENDIX 4.1a: uMkhanyakude Head of Traditional Healers’ approval
(Original - isiZulu)

Inrkanaic
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APPENDIX 4.1b: uMkhanyakude Head of Traditional Healers’ approval
(Translated)

Appendix 4.1b: Gatekeeper Letter from the uMkhanayvlude Head of
Traditional Healers (Translated Version)

Abelaphi Basemkhanyakude
P.0 Box 631

Hluhhrwe

3960

17 September 2015

Dear sir Madam

We have received your request, and it will be great pleasure, we agree.

The challenge that we have is that where you want to conduct the research, the Traditional
healers at Mtubatuba said that they have had about the research, but they never benefited
anything. That will have a negative impact to the research, to not be successfil as they are
used for nothing; they are left without resources and information.

Thank you
Distniet ubdkhanyakunde: Chairperson: JP Msezane
Secretary: CM Mathenjwa
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APPENDIX 4.2a: Mpukunyoni Head of Traditional Healers’ approval (Original -
isiZulu)

."':.cznn_buﬁ <

Mina John "I\“‘f..llhl.'_r-.-::a)lil.t'-“' i‘b"h;”*ft-‘*‘“t,umhfnlla
walbe "Lq;;.'ﬂﬂ... Eﬁﬁf\q‘-:u.-hc_r EME‘H'I‘-\—“"‘\T:-HL

?ﬂ;lor‘ne.rﬁuﬁ.l‘_.h-ﬂ ﬁ;_‘lr.'._-..m{_'l-nhrl'f." L) R 14+ r'n:i!::

OE |+|nﬂhr'-'.J"-=
d- M. padlesl, e
cell no’ 013 41033FI5D

JoAN Wdletshe
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APPENDIX 4.2b: Mpukunyoni Head of Traditional Healers’ approval
(Translated)

Hello,

I John Mbongiseni Mdletshe, chair of the uhpukunyoni (Mubatuba) Traditional Healers’
welcome you and the research you will be conducting.

Sincerely,

IM Mdletshe.
Cell No: 0734103750
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APPENDIX 5.1: GCP certificate

AFRICARGENTRE il

1OR KEALTH AND NG POPVLATION STUDIES UNIVERSITY OF

Ga‘ﬁ'n’&e[ Danmg KWAZULU-NATAL

is awarded this certificate for having successfully completed the folowing GCP modles:

Origins of ICH GCP and Why we need GCP
The Role and Responsibiltes of the Investigetor; The Role and Responsibilties of the Ethics Committge
The Rofe and Responsibites of the Sponsor
The Clinical Tril Process

Sourcs Documentafion and Informed Consent

Essential Documentation & Quallty Control Issugs

Serious Adverse Events Handling and Reporting

Investigational Product Handling and Accountabily

fulfling the requirements for the three day (27-29 July, 2013

Good Clinical Practice Course

organised by
e Africa Centre for Health and Population Studlies

Miubatuba, South Africa

29" ly, 2015
Head of Population Research Operations
(GCP Course Facilitator)
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APPENDIX 5.2: GHBN’s 2016’s Certificate
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APPENDIX 5.3: GHBN’s 2017’s Certificate
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APPENDIX 6.1: Primary Participants’ Information Form (English)

A UMIVEREITY CF ™
AFRICA CENTRE wn KWAZULU-NATAL
b ?‘ IMYUYES]
g TAKCWATULU-MATALI

Primary Participant:" Information Form

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCTAL SCTENCES

Diear Respondent,

1 Introdoction

I, Gabriel Gyang Darang. a Doctoral stodent at the Unfversity of Ewafulo-Natal (student
mumber 213571324), wiches o ovite you o parficipate in a research project titled:
Experiences of People Living with HIV/AIDS in a Floral Healih Care System: probing
ten=ions and complerities. This is in requirement for my PAD in Anthropology. You have
been chosen because you were identified and accepied fo being a user of phmal health
semvices, a5 such, very relevant to this sthedy. If you accept to participate in the stody, vou will
e asked questions about your uss different health systems and services.

2  'What is this study about?

This study seeks to understand the mativations behingd the use of different health services by
people bving with HIV/ATDS, that is bospials/clinics, Taditional healers, and faith healers.
The stody will explore how you are able i pegotiate the services you receive from these
different health service providers. The smdy will also look at the role of the different health
service providers in freating and reducing the spread of HIV/ATDS within their commmmitiss
and bow they understand the roles of other service prowiders carmying owt simdlar activities.

3 'Who will take part in this stdy?

The shady has two main proups of participants, primary and secondary. Peopls Hving with
HIV (PFLHIV) are the primary focus while health care providers are the secondary
participants. 20 PLHTV will be recruited and 30 health providers, dectors and marses,
traditional healers and faith/spirthaal healers will be recruited from different facilities and
their host compmmifies nhkanyakuds District. However, none of what you or any other
participant shares, your of their dentity will be disclosed to fellow participants or anyone and
lmked to vou or them. Pseudonyms will always be used in refeming to all participants.

4  What will it mean to talie part in the study?

If you agres to participate m the shady, [ will wisit you on several cocasions must for
familiarity and later inferview you oo at 3 occasions with a possibility of more when really
needed and with vour willinpmess within the next t=n months. These imterviews will all be
informal and semi-strachired and will each last for 45 mimates ot cap be more or less,
depending on vour availability and willingmess. These will be held at your home or any other
lacation of your chodice and comfort. Your participation i this stady is vebmary. You may
choese o withdaw from participating from the shidy at apy peint ar chooss not to answer
any question that you do not feel comforiable apswering and po penalry will be atiached o
any of such actions. The information that will be pathered from this shady will be nsed in my
thesiz wriing, academir journals and presented omally. However, your idenfity will be

Fag=1of3
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IMTUVESI
i TAKWATULU-NATALI

protecied at all times and will onfy be made kpown if you so wish. In order to protect your
identity, when names are needad, a psendooym will always be used.

4 UNIVERSITY OF ™
AFRICA CENTRE ‘W KWAZULU-NATAL

5 Isthere any risk being in the stady?

There are no major risks for being in the shady as it only involves verbal inferviews where
questions related to your health-sesking behaviours will be asked. Wo emotionally evoking
question will be asked dunng the interviews, however, If you find any question troubling ar
vou become too exhawsted to camy oo with the nterview, vou may choose nof to answer the
question, postpone the inferview or withdraw from the shudy without any negative
repercussion for their withdrawal. In such moments you will alse have the option of sesing a
professiomal psychologist or medical dector if a peed arses for you to see either of them as
they will be availabls fo vou. Your HIV stabos will be known to the interviewer who will be
as5istng o conducting the ioterview, however, your siafos and name will be kept anooymon:s
through the use of psendonyms throughout the dafa collection, wmte up of thesis and
subsequent possible publications of the research findings. You may af some pomt use your
funds for ransportation for interviews af the Afica Centre, if you wish not o be inferviewsd
at bome; however, you will be reimbursed with 60, or more, depending on how much you
would have spent, to cover for the used funds

&  What are the benefits to being in the study?

Unfortumately, I will not be able to afford you any payment for your participating in this
study, however, you will be reimbuarsed with 60 if youw use vour funds for transportation to
any of the imterviews. Fefeshments will be provided after each interview io assist you
replenish spent epergy during each interview.

Sharing your expenience of using pharal health care system will allow us to understand how
you are able to negotiate the health services you sesk and receive from the different health
providers you visit. It will alse enabls us to understand some of the benefits in each health
system and how they commbute to wour health life, or the bamiers entremched in each
system's view of itself and the other and how such barmers coptribute to creating division of
loyalty amongst FLHIV, which in the end can endanger your healing process. In the end, the
study will assist policy makers fo cr=ate polices that speak fo the plural usage of health
services by PLHIV and creats kmowladze on bow vou are able fo camy out this usage and
your mativations for soch. I hops you will take the fime to participate

Fage 2ol 3
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7  Who to contact if you want to know more, or if you have a problem at
any time?
If you hawe any questions or concems about participating in this stady, you may confact the

researcher, his supervisors, or the Uniwversity™s research office through the contacts listsd
below.

Yours Sincerely,
Gabris]l Gryang Darong

Investigator’s Signatore DCiate

Imterviewer:
Besearcher: (Gabmiel Gyang Darong (07238630000  21357]32d60hem ulkz ac za)
pdaronssiafmicacentre a0 2a)
Snpervisor 1: Prof Mabeshwar Masdu (03 1-280765 7 paidunguksn ac za)
Supervisor 2: Dir Mosa Moshabela (031-2601 736" moshabelagiukn ac za)
Research Office: EIDMEDICAL FESEARCH ETHICS ADMINISTEATION

Besearch Office. Westrille Campus

Govan Mbeki Building

University of EwaZuiu-Matal

Private Bag X 34001, Drban, 4000

EwaZuhi-Matal, 50UTH AFRICA

Tel- X7 31 2602486 - Fa: 27 31 26044600

Email: BRECGukzn ac z3
Or
Ms P. Ximba (031-2603587/ simbapiuke ac. z2)

Page 3 of 3
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APPENDIX 6.2: Primary Participants’ Information Form (isiZulu)

_{_ UNIVEREITY CF L
AFRICA CENTRE ﬁ KWAZULL-NATAL
IMTUYES]
o TAKWATULL-NATALI

Iphepha lobwazn pelichaza ngocwanimgo

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCIAL SCTENCES

Mbambighaza,

1 [zingemisa

Mina, Gabmel Gyapg Daronz umfondi wezebodokoel =Myoves yvaEwaZuba-Maml
inombole yomfumdi 113571324, opifisa ukukumema ukofhi ube yinguemye wocwanings,
olusihloko sithic Experiences of People Living with HIV/AIDS in a Floral Health Care
Sysiem: probimg tensions and complemities. Loku kuvingxenyve vesinye sezidingo
semifimds zaml emgwini zobudokotela ze-Anthropology. Ukhethwe emva kokublopzwa
nokuzivumsla ukathi wssbenmisa iziphlaka ezahlukene zezempile, ngalokbo uwhidfapsle
lolurwanimze. Abanye ababambe ighara Ekulolicwanines bambandakanya abelaphi
bendabuko, abablenpikazi odokotzla nabathandaz Uma wuma ukoba viogzeoye
yoowanings, uroburwa miburo mayelans nokusshenrisa kwakho irinhlaka eribhikens

Terempilo nerinsiza.

¥

Lumayelana nani lolucwaningo?

Lolacwanmgzoe hafima ukogonda imizatho ezenza abamba abaphila negriwane lesandulela
nzoulazi ukathi basebensise imphlaka zezempile pezindlsla zokwelashwa ezhhkens
kumukela Ewezokulapha zasentshopalampa, abelaphi bendaboko, pabathandari  ublabo
Iwezinziza abazitholayo, mokuthi bazisebenziza kanjani Einhloboohlobo zemithi nezinsiza
abatholavo. Lolucwaningo lizobbeka okwthi bakwas kanjani ukusebenziza inhloboohlabo
zabahlinzekl bezinsiza ekwelapheni nasekunciphizeni ukwanda Ewepriwape lengrulaza
neSandnisla npoolazi emdphakathing yabe fothi pokuothi bewagonda kanjani amaghaza
abhanjwe ngabamye abahlinzski bezmsiza shensa imisebens efanayn.

3  Npobani ongaba vinszenye knlolocwanings?

Ucwaningo linamagemby amabili abambambighaza, abokugala nabesibili. Abanu abaphila
negciwane lesandulels ngculazi ihona abazoba npabokugala uowanings elizogxila kabo bese
kuthi abahlinzeki npemnsiza zempilo bona ababambighara besibili. Abann abaphila
negriwane lesandnlela nerulaz abanpamashmi amabili 20 bazokhetirra kanye nabahlinzeki
bezempilo abappamashumi amathattu 30, okubala odokotela, abahlengikazi, abalaphi
belNdatuko nabathandas bazokhethwa ezinhlakeni ezahfukens emiphakathini yabo
esifimdeni zaseMdkhanvalude. Fodwa-ke appeke sadalula enikucobelzla pathi poma
iminininewane yemi kwabanye ahabambighaza

Page 1073
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4 EKunyobe knsho nkuthini nkubamba ighaza lmlolecwaningo?

Uma wroma ukuba yingzemye yaloluowaningo, ogizokuvakashela kaningama ukuze
sizojwayelana bese kathi kanmmyva senzizokubena okwesithatt sizevvosdzana mblasumbe
kupckwenzeka uwkuthi siphinde sikimhmme fisthi uma kopesidinge fathi uma uthanda sizonoka
nawe phakathi kwerinyanga ezivishumi ezilandelayo., Zooke lezizmzwowo zetium zobe
zingenamcibilikishe fothi mivalslekile, futhi iyinve izothatha imiruzo engaphansi kukads
kodwa kungaba ppapheruin poma ngaphansi, kuozoya ogokuthanda kwakho nanokuthi
uyatholakala yini Lezingweno zizobanjelwa ekhaya lakho poma endyweni azozikhethela
vona lapho ckbuhileke khona, TUkunzensla kwakho lobicwaninge kungokozikhethela,
Ungakhethe ukuboxa ckubeni yvingmenye yorwaninse Doma DEayioini poma ukhethe
ozoyikbokha ekwenzeni pjale. Ulwaz clizogogwa kulolocwaningo Lzesetshenmiswa
ezivivinyweni zami fisthi knmgenzeka loshirilelwe ephephabbnkwini lophinde hwethulwe
nzomloma. Yizs kunjale kodwa imininizwane vakho iyohlale iyimfible, fyokhiziera kophela
uma kuyizifiso sakho

5 Kungabe bukhona vini sbangozi knlalncwaningo?

Abukho ubungozm obungakoe ekubemi vingrenye yalelacwaningo njengoba kubandakanya
akukholmywa nzomioms lapho kubuzwa khona imdbozo emayelana pokufors kwakho nsizo
Iwezempilo. Ayikhe imituro ephathana kabi emoven! ngenkathi koxoxwa, kedwa-ke, uma
kukbona umbuze okunika inkinga poma ufkelwa ukukhathala ekugbubeksni pengwmowo,
ungakhetha umeawuphenduli wmbuzo, ubleblize nFpwoxe noma uboxe CCWADingweni
ngaphandls kwenkinga emizorwini ekanjena unpakwazi ukubonana nodokatsla
wezenggondo nema werempik uma kuvely isidinso ngesikhathi sisawexizana bazobe
betholakala, Lsimw sakho pgokwegriwane lesandulela ngrulaz sizekwaziwa yilo ozobe
ekubuza imibuze nozobe clekelela engwowweni enizoba maye; kodwa, isimo sakho sempilo
negama  lakbo lizogoowa livimfible kosetshenziswa ikbodi ekugogweni kolwazi
nasekubhalweni Ewervivimye nakelunye okutholakels ocwaningweni okuzoshicilsbwa.
Ewesinye isikhathi kunpenzeka usehenzica fmali yakhe ukuze ugibels uze e-Africa Centre
ukuzooxa nathi, uwma ungathandi ukuvakashelwa ekhava; kodwa-ke, uzonzeshezelwa
nzamarandi angamachumi aysithupha B80, poma ngapherahy, koyva ogokothi nsebenziza
imali enzakanani ukukbokbela imali oyisebenzizila.

6 Iriphi iringuze ekmbeni yingrenye valolocwaningo?

Mgeshwa, angeke pgibe namandls okukukhokhela ngokubamba ighaza kuwlolecwaningo
nzakho akuzokuba namwero ovimall, kodwa, nzonxeshezslwa ppamarandl angamashumd
mﬁ@hﬁmm@samﬂnkhuhgbﬂamhmmnm@hmgmm
sizobe sikuhlinrekele ppokokubamba umeya kwingmowo peavioye ukubuyiza umdlandla
emrva kokuthi sikhulume nawe isikhathi sixoxe.

ukucobeleliny nathi opedhile kukbo skusehenziseni izinblaka zezempila ezabhikene
kuzosenza sionde ukuthi ukwazi kanjani ukusebenziza izmsiza zezempilo ozdingayvo
nozitholaye kwizinblaka ezahlukeps zabahlmzeki bezempilo obavakashelayo, Futhi

siokwazi ukugonda ezinye zeminmuro kuhlaka lwezempile ppahmye ookuthi bekusiza
kanjani ekophilweni kwakho, noma izinselels exirinzile ablakend lulunye ekuriboneni kwayo
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fothi nabanye fisthi lezizmselsle mhalela eknthend kube Ehana ughekeka
ekuthembekeni kwalabo abaphila negowane lesandulela ngoulazi, mhlawumpe ekozrinem
olnmpakhobuza maube yabo yokwelashwa. Ekuprineni, urwaningns uzolekelela ababenmi
benmubo mzomo ekwenzeni mnqubo mpomo ezikbnhmma ngokusentshenzizwa kweznhlaka
gezempik ezhnkens npabantu abaphila ngegoiwans lesandulsla ngoulaz fofhi ekusmeulend
wwazi ekutheni bakwazi kamjami okusehenziza lokbu forhi pezizathn zabe ngalokhu
Hziyathemba usothatha tsikhathi ubambe ighaza

r] UNIVERSITY OF ™
AFRICA CENTRE ﬁ EWATULL-NATAL

Neonbani onpamihinta vma vdinga olwazi clnnzolo, noma menlonga noma
neasiphi isikhathi?

Uma kukhona mmibuzo noma okunye eokungakucaceli opalolucwapinge imganbnmana
umcwaningl, umphathi wakhe noma ihhevizi lokucwaninga laselyuwvesi ezimombolwend
ezingegansi

Yimina ozithohayo,

Gabriz] Gyang Darong

Ukusayina komblaziyi Usuku

Lomsakazi:

Umcwaningi- Gabriel Gyang Darang (0785863008 2133713200 smukzac
Edaronedafricacentre. ac Za)

Umphathi 1: Prof Mabeshvar Nasda (031-2607857 gaidpcialkon ac 221
Umphathi 2: Tr Mosa Moshabela (031-2601 736/ moshabelaginkm ac z3)
Ihhovisi locwaminge: BIODMEDICAT EESEARCH ETHICS ADMINISTRATION

Fesearch Office. Westville Campus

Govan Mbeki Building

University of EwaZoh-Matal

Provate Bag X 34001, Durban, 400

EwaZuh-HNatal, S0UTH AFRICA

Tel- X7 31 2602485 - Fax: 27 31 2604500

Email: GRECOEZnICIE
Or
Ms P. Ximba (031-2603587/ gimbap gk ac z3)
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APPENDIX 7.1: Primary Participants’ Informed Consent Form (English)

IN¥UYES]
e, YAKWAZULU-NATAL

Primary Participants’ Informed Consent Form
(English)

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCIAL SCTENCES

] UNIVERSITY OF ™
AFRICA CENTRE ﬁ EWAZULL- MATAL

I (optiomal and may be replaced by imitials)
hereby declare that I am folly informed about the manare of the research titled: Experiemces of
People Living with HTV/AIDS inm a Plaral Health Care System: probimg femsioms amd
complexities, by the researcher/interviewer.

Yes. ... Na.._...

I have also been well informed abmat the role that I stand to play if I am o participate in this
project, which is parficipating in some nterviews: with the ressarcher I am also aware that
participation & volmtary and I can choose to withdraw from the process af any stage withouf any
consequences to oy withdrawal,

s ... Moo

Imamreufmzmksmdbmeﬁulma}'mnrfarparﬁﬂpmgtnmsmdy.

Yes .. Moo

I am aware that all information ob@ined from me in the cowse of this project will remain
confidential and that ooy idemtity will be well zoided in the cass of any publicaton of the obfained

information.
Yes.... No...... -
Tmitials Sipnature Diate: Place
I (nterviewsr) state that [ hawe fully informed the

abaowe participant of the nature and purpose of the research and the demamds imvolved n hisher
panticipation. I also state that Iwill do all in my power to maintain confidentality and anonymity of
the participant as I fiully keep to the ethical condoct requested of me as a fSeldworker.

Signaturs Dians Place

If you have amy questions of concerms abouat participating in this sudy, vy may cooo the
ressancher, his supenvizars, or the University s research offics throuzh the contacts listed below:

Researcher: Gabrisl Gyang Darong (0785853009 213571 126 @ st ukz ac za’
gdaremzafricacenire ac.za)
Smpervisor 1: Prof. Maheshvari Maidu (031-2607637/ paidmiEmksn ac za)
Sapervisor 2: D Mosa Moshabela (03 1-2601 736" moshabelagiukon ac.za)
Biesearch Office: BIDMEDICAL PESEARCH ETHICS ADMINISTEATION

Beesearch Ofice 'lil.- Esmlle Camvpas

ovan Mheki

University of EwaZuha-atal

Private Bag X 54001, Dorban, 4000

Ewalfulu-Natal, SOUTH AFRICA

Tel: 37 31 2602486 - Fax: 27 31 2604608

Email- BEECGuken a7
Or
Ms P. Ximba (031-2603587 ximbapqinkzn ac 7a)
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APPENDIX 7.2: Primary Participants’ Informed Consent Form (isiZulu)

IN¥UYESI

£} UNIVEREITY CF ™
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Iphepha lemyume

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCIAL SCIENCES

Mima (kmngaba yigama poma wuhlamyvu lokugala
Iwegama) Ngivaginisekiza wukmthi umcwaningi ungichazele ngokwanele ngohlobo locwaningo
alusibloko sithi Experiences of People Living with HIV/AIDS in a Flural Health Care System-
probing fessions and complexitias,

Tebao...... Cha...

Hgiphinda m:alm opendima  epgizoyidlala uma opmbamba ighaza  knlolucwaningo,
akuwukubamba ighaza ezinkuhmweni-mpendalwano nomcwaningl. MNeryam futhi ukuthi ukubamba
hmmhamhmgnhﬂhetﬂafnﬂun@ngmmmmmmnmgwﬂngale

‘:'Ehn ...... Ch...-.-..

Hg;tym ul'mtu lunke ulwazi chuzotholakala kimi kololucwaninge luyogcinwa luyimfihle oelosthi
immininEwane yami mu-qaﬂla‘rmmahremaka Fushicilelwa niwazi olutholakels,

Yebao ... Cha...
Irama Ulkusayina Uzakn Indawa
Mima (lomsakazi) nefyaginisekica ukuthi opmchazels

ngokuphele lobambe ighaza pgohlobo nemhloso wowamngo pokulindslekile nepokubamba kwakhs
ighaza Mgiyaginisakiza futhi ukuthi ngizekwenza konke okusemandleni ami ukugrma lobulwazi

nemininingwane yababambe ighaza kuyimfhle ppokulandela imipome ebekelwe abagqoga wiwam.

Ukusayina Uzakon Indawo

TUma kokhona imiboze noma ekmys ckunzalacaceli npalohirwaninge unpaxhumans umcwaming,
umphathi wakhe noma thhevisi kkucwaning laselNynvesi ezinomb-olweni ezingezansi

TUmwamingi: Gabriel Gyang Darong (0785863008 213371 326 stu ukz ac za/
pdaroneiafricacentrs ac za)

TUmphathi 1- Prof Maheskvan Naidu (031-2607657 paiduaiiuksn ac za)
TUmphathi 2: Dr Mosa Moshabela (031-2601736 moshabela@iuken ac za)
Thbewisi lcwanmings: BIOMEDICAT BEESEARCH ETHICS ADMINISTRATION

Pessarch Office, Westville Camps

(rovan Mbeki Building

University of EwaZoh-Matal

Provate Baz X 34001, Charban, 2000

EwaZfnl-Matal S50UTH AFEICA

Tel- 27 31 2502485 - Fax- 27 31 2504500

Email: BREC ]

Cr

M: P Ximba {031-2603587 ximbapgiuken ac za)
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APPENDIX 8.1: Primary Participants’> Audio Consent Form (English)
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Primary Participants’ Audio Recording Consent Form
(English Version)

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCTAL SCIENCES

I {nplnu] and may be rq:-lal:ad Iry initials)
hereby declare that I am fully informed about the natore of the research filed: Experiemces of
People Living with HIV/AIDS in a Ploral Health Care System- probing femsioms amd
complexities, by the ressarcher inferviewer.

Yes ... No..
Ia]snagmeﬂmttemt&tmpm]lheﬂxﬂmuﬂym:ﬂaimdaﬂmﬂm
m.ﬁmatmmﬂbekeywﬂhcm.ﬁimmhyandhghmﬂy

Yes.... No...

Imitials Siprahme Caie Place

I (imterviewer) state that I have fully informed the
above participant of the nahure and purpoess of the research and the demand: mmwolved in kisher
participation. I also state that I will do all o ooy power to madntain confidentiality and anonymdty
af the partcipant a5 I fully ke=p to the ethical condoct requested of me as a Seldworer.

Siznahms Date Flacs

Researcher: Gabriel Gyang Darong (0733630007 213571326 sm ukz ar za/
gdaroneiafricacenins ac.za)

Swpervisor 1: Prof Mabheshvar Naidu (031-28607657 naiduniinkzn ac za)
Smpervisor }: Dr Mosa Moshabela (031-2501 736" moshabelagiuken ac za)
Research Office: BIDMEDICAL FESEARCH ETHICS ADMIMISTEATION

Besearch Office, Westyille Campus

Crovvam Mibeekl Budlding

University of KEwaZuhu-Hatal

Prvate Bag X 54001, Durban, 4004

EwaZul-Matal, S0TUTH AFRICA

Tel- 17 31 25024846 - Fam: 27 31 2604509

Email: BREC #uken ac =a
Or
Ms P. Nimba (031-260358 7 ximbap@uksm ac za)
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APPENDIX 8.2: Primary Participants’’ Audio Consent Form (isiZulu)
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AFRICA CENTRE

Primary Participanis’ Audio Recording Consent Form
(Zulu Version)

UNIVERSITY OF KEWAZULU-NATAL
SCHOOL OF S0CTAL SCIENCES

Mina [Imn,gahl vigama noma whlavwa lakogala
lwepama) Ngivaqinizskiza wkuthi umcwaninsi upgichazels nzokwanele ngoblobo
lecwaningo olusihloko sithi: Experiences of People Living with HIV/AIDS im a Plaral
Healih Care System: probing femsions and complexities,

Yeba.. ... Cha......

Ngiyrroma uknrtbd mlrulum-ampandulwm izigeswa ookulhi lonke uiwazi olnzogogwa
hezoerinwa luym.ﬁhln fithi haphephils.

Imama Ukusayvina sk Indawa

Mina (lomsakazi)  oEiyaginisekiza — wlarthi
ngimchazels neokuphele lobambe ighaza ngohlobo penbloss wowaninge oekulindslekils
ngokubamba kwakhe ighaza. Ngiyaginisekiza futhi ukuthi npgizokwenza konke
abusemandleni ami ukogcina lolalwazl peminininewane vababambe ighaza kuyimihlo
nzakulandels mippme ehekeloe abagoga ubwaz.

Uknsayina Usuku Indawo

Umicwaningi- Gabriel Gyang Darong (07858630000 2135713265 sm uks 3¢ za/
i fricacentre ac

TUmphathi 1: Prof Maheshvar Naidu (031-260765 7 paidu@ukon ac za)
TUmphathi ¥: Dr Mosa Mozhabela (031-2601 736/ moshabelagiuken. ac za)
Ihhovisi locwamingoe: BIODMELDICAL FESEARCH ETHICS ADMINISTEATION

Besearch Office, Westville Campus

Grovan Mbeki Building

University of EwaZoh-Natal

Private Bag X 34001, Dharban, 4004

EwaZuh-Matal, S0UTH AFEICA

Tel- 27 31 2502485 - Fax: 17 31 2604609

Email: BRECgukznacza
Or
M P. Ximba (031-2603587/ ximbapiiukm ac za)
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APPENDIX 9.1: Secondary Participants’ Information Form (English)

g__r UNIVEREITY OF ™
AFRICA CENTRE KWAZULU-NATAL

INTUESI
o, TAEWAZULU-NATALI

Secondary Participants' Information Form/Study Dezeription (Englizh
Version)

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCTAL SCIENCES

Dear Fespondent,

1 Introdocton

I, Gabriel Gyang Darong, a Doctoral stodent at the University of EwaZub-Matal (smudemnt
mumber 213571326), wishes i mvite vou io parficipaie in a research project ttled:
Experiences of People Living with HIV/AIDS in a Plaral Health Care System: probing
tensions amd complexifies. This is in requirement for my PAD in Anthropology. You have
been chasen becmpse wyou weres identified as a provider of health care seryices, incloding
people bving with HIV/ATDS, as such. a relevaot person to this study. If you accept o
participate in the study, you will be asked questons about your reatment approach and how
vy relats that to peopls Iving with HIWV/ATDS. You will also be asked guestions about the
existence and use different health systems and services by people living with HIV/ATDS,

2  Whatis this study abowt?

This shady sesks to primanly understand the metivations behind the use of difersnt health
services by people Bving with HIVIAIDS, that is hespitalsiclinics, waditional healers, and
faith healers. The shudy will explore how they are able fo negotiate the health semnices they
receive from the different health service providers they nse. The smdy will ako lock at the
role of the different health service providers in freating and reduring the spread of HIV/ATDS
within ther commuonites and hew you undsrstand the roles of other semvice providers
3  Who will take partin this study?

The stody has two groups of parficpants, primary and secondary. People living with HIV
{PLHIV) are the primary focss while health care prowiders are the secondary participants, 240
PLHTY will be recruited and 30 health prowiders, doctors apd porses, raditional bhealers and
faith/spirinial healers will be recroited from different facilities and their host commumitiss
oMkanyakode District. However, none of what you or any other participant shares, your ar
their identity will be disclosed to fellow partcipants or anyone and linked fo yoo or them
Pseudomyms will always be uzed in referrmg to all parbcipants.

4  What will it mean to take part in the study?

If you agzTee to participate in the sudy, you will be visited on ssveral eccasions just for
familiarity and later be mierviewsd af least once with a posszibility of more when really
needed and with yeur willinspess within the pext ten menths, I will be seeking to know what
types of services you render fo the people bving with HIWV/ATDS who wisit you, what youo
consider as your role in curbing HIWV/AIDS, and how you undersiand the role of other health
service providers. The head of your organization is aware of this shdy and has giwen
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permizsion for it. Your participation in the stady will net in any way afect vour wark. These
interviews will all be mformal and semi-sinachared and will sach last for 43 minutes baf can
be mare or less, depending on your availabiliy and willingmess. These will be held at your
heme or any other location of your choice and comfort. Your participating in this smudy is
vaohmtary. Yoo may choose to withdraw from participating from the study af any point ar
chioose Dot fo answer any queston that you do not feel comforable mswenng and no penalty
will be attached to any of such actions. The information that will be gathered from this stody
will be ussd in my thesis wmiing, published in academic jowrmals and presemted amlly.
However, yvour identity will be protected at all tmes and will ooly be made Enown if you so
wizh. In order to profect youor identity, when names ane needed 3 pseadomym will always be
nsed

Sacondary to your participation in the stady, I will wish that you assist me in informing yoor
patiemts about the shdy and present them with an informartion form with my contact to
coofact me if they wish to be part of the study. You can stll be a part of the stody even if yvou
do mot wish to cammy ouf this secondary level of participadon.

£l UHIVEREITY OF ™
‘ﬂr EWATULL-MATAL

g Is there any risk being in the stady?

There are no envisaged risks for being in the study as it only mvehees verbal interviews
where questions related to your views towards medical ploralism and approach to your clisnts
and patients who make use of plural health care system and services, will be asked. No
emotionally evoking questions will be asked dunng the interviews, howewver, if you find any
question Toubling or you becoms too exhansted to carry on with the mierview, you may
choose not t0 answer the guestion, posipooe the miemview or withdraw from the stody
withoui any negative repercossion for your withdrawal. Your name will be Kept apooymaos
throngh the use of psendonyms throoszhout the data collecion, write up of thesis and
subseguent possible publicatons of the research findings. Yoo may at spme pomt use your
fands for ranspartation for meerviews at the Africa Cenme if you wish pot to be interviewed
at home; however, you will be refmbursed with RS0, or mare. depending on how much you
wiodd kave spent, to cover for the used fumds.

&  What are the benefits to being in the stundy?

Unforumatzly, I will pot be able to afford you any payment for your participating in this
stady, however, you will be retmborsed with BG0 if yow use your funds for transpartation to
any of the interviews. HFefechment: will be provided after sach imterview to assist you
replenizh some of the energy spent during the meerview.

Your organization will bensfit from the Actdon Fesearch Propramme that will be instiated
from within the year, 2014, as collsboration from this stedy and an established study at the
Africa Cenire. Thiz programme will create room for dialogue whereby maditional bealers,
biomedical praciiioners, and faith healers will be bronght together to disouss somes of the
differences beiween them and ways for befter cosxistence and possible collaboraton

The of health service proaviders abonat the existence and use of phoral health care system and

how they approach patients and cliemis who use phoal health systems are vifal Your views
will allow us to understand bow you undersfand your rele and the roles of other health service

providers in curbing HIV and bow such understandings chape patients use of plural health
systems and services. It will also epable us fo understand some of the benefts or bamers
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each bealth system and how they contritnte to the patients™ health life In the end, the stady
will assist palicy makers to create policies that speak fo the plural usape of health semices by
PLHTV apnd create knowledpe on how they are able to camy out this osage and their
mptivatiens for such. I hope you will ks the fime o partcipate.

AFRICA CEMTRE

T Who to contact if you want to know more, or if you have a problem
about the study

If you have amy guestions or concerns about parbicipating m this shady, you may comtact the
researcher, hiz supervisor, or the University's ressarch office through the mmmbers listed

Inwestigator's Signatore Diata
Imferviewer:
Researcher: (Gabrel Gyang Darong (07838630000 213371 336@eniukz ac zaf
Edarons@afTicacentre ac za)
Snpervisor 1: Prof Maheshvar Maidu (031-28074637/ pidun@uken ac za)
Snpervisor 2: Dr Mosa Mochabela (031-2601 734" moshabelagiuken ac za)
Eesearch Office: BIDMEDICAL FESEARCH ETHICS ADMINISTRATION

Pesearch Office. Westville Campus

Crovan Blbeki Building

University of EwaZuh-Matal

Private Bag X 54001, Durban, 4000

EwaZuhi-Matal, S0TUTH AFEICA

Tel- 27 31 2502484 - Fax: 17 31 2604409

Email: EREC puken ac 73

Or

M= P. Ximba {031-260358 7/ ximbapi@aksn ac.za)
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APPENDIX 9.2: Secondary Participants’ Information Form (isiZulu)
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Iphepha lolwazi nelichaza ngocwaningo

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCTAL SCIENCES

Mbambighaza,

1 [singeniso

Mina, Gabriel Gyapg Darong, umfindi wezobudokotels eMyuvesi yaEwaZoh-Matal
(imombole yombmdi 213571326), neifisa ukukumema ukuti ube vingxenye vocwanineo,
olusihloke sithi- Experiences of Feople Living with HIV/AIDS in a Flural Health Care
System: probing tensions and complemifies. Loku kuyingrenye yesinye sezidingo
semfindo zamn emgwini zobudokotela ze-Anthropelegy. Ukhethwe emwva kobublonzem
nokurivumela wkothi ungomblineeki wezinsiza zempile kobamto abaphila pegciwane
lesandulels nzrulars ngalokho olofinsle lehecwaninge. Uma moma ukuba viogzemye
yoowaningo, uzobuzwa mmibuze mavelana nokusebenziza kwakho izinhlaka eziblukene

¥

2 Lumayelana nani lolocwaningo?

Lolscwanimgzoe bofuna ukogonda izizathu ezenza abapha abaphila negciwans lesandulsla
ngoalazi ukathi basebenzice iziphlaka zezempilo nperindlels zokwelsshwa ezihlukens,
kumukela kwezokulapha zasentshopalanga, abelaphi bendabuko, nabathandazi. Lohecwaningo
lizobheka ukoathi bakwasi kanjani ukosebenrisa izmblobonhlohe zezmsiza zempile abazithela
eriphlakeni ezahlukene zabahlinzeki besminsiza zempile abazisebensizaye. Lohwcwanings
lizobheka ukuwthi bakwazi kanjani ukusebenzisa imphloboohlobo zabahlingeki bezinsiza
ekwelapheni nasekunriphiseni ukwanda kwegpciwane lengoulaza neSandulsla npoulas
emiphakathini vabo futhi pokuothi tewagenda kanjani amaghaza abanjwe nEabanye
abahlinzeki berinziza abenza imisebens efanayo.

3  Npobani cnpaba vingvenye kolobnowamnings?

Urwaningo linamacemba amabili sbambambiqhaza, abokogala nabesibili. Abanty abaplila
negciwane lesandulela ngoulazi ihona abazoba ngabokugala ucwanngo elizogxila kubo bese
kuihi abahlinzeki neezinsiza pempile bona ababambighaza besibili. Abanm abaphia
negciwans lesandulsla nerulazi sbangamaskumi amabdli 20 bazekbetiora Kanye nabahlinzeki
bezempilo abapgamashomi amathatbm 30, okubala odokotela, abahlemzikari, abalaphi
beldabuke nabathandazi bazokhethwa erzinhlakeni erahlikene emiphakathini yaba
esifundeni saseMkbanvalude. Fodwa-ke apnpeke sadahua enikucobelela npathi poma
iminininFwane yeo kwabanye ababambighaza

1 EKuoyobe km:zho nkuihini nlmbamba ighara knlolocwanings?

Uma wima ukuba yingkemye yallucwaningo, ogizokuwvakashela kaningana ukuze
sizojerayelana bese kuthi kamumva sizoxosa mhlawambe kamys mblawnambe kunokwenzaka
uknuchi siphinds sikholome fithi wna konesidings fothi nma wthanda sizoxoxa nawe phakathi
kwezinyvanza eziyvisiumi ezmlandelavo. Wzizobe ngafisa ukwaz wukothi iziphi izinhlobo
zarinsiza ozinikezsla kubanfu abaphila negciwans lssandulsla nprulaz ahakuvakazhslaya,
nokuthi iliphi ighaza elibambile ukulwisana pepoiwane lesandulela neoulam, futhi oekowthi
nligonda kanjami iqharza elibanjwe npabamye abahlinzeki bezinziza zempile. Uimphathi
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wenhlmgane yakbo uyazi ogalohicwaningo futhi nsimikezile imvumo. Ukubamba Ewakbo
ighaza kololicwaminge angeke kwaba pomthelela omubi emsebenzimi wakho., Zooke
lemizingxowo zethu zobe zinpenamcibilikisho fithi zivalelekile, fithi ivimye izethatha
imiruzn epgaphansi kokads kodwa kungaba pgapheroln poma ngaphansi, kuzoya
nzokuthanda kwakho nanokuthi uyatholakala yini. Lemingzoxo zizobanjelwa ekhaya lakho
noma sndaweni ozmozikbethels yoma lapho okimluleke kboma — Ukuongensla Ewakho
lolucwaninge kEmgokuzkhethela, Ungakhethe ulahoxa ekubeni yingsemye yoowamingo
noma oEayinini poma ukhethe umgaphenduli imibuzo oogakhubalekanga ukuyiphendula
fathi akukho nhlawalo czoyikhokha ekwenzeni mjale. Ulwazd elizogogwa Eulelucwaningo
lizosetshenricwa  ezivivimpweni zamd fothi kuonpenweka lushicilslwe ephephabbukwing
hmphinde Iwetholwe nzomlome. Vize kunjalo kedwa mininizwane yakbo iyohlale ivimfihla,
ivokhizhwa kuphela uma kwyisifiso sakba.

Clkwesibili ekubeni vingzeoye yakho kulolucwaningo, bengifisa ubuthi ungizize skwazisen
izmuli zakho mayslana npalohwcwaningo finhi vhenikezs ifonm lolwazi elinemiminzwans
vami abangaxhumana nami kryo uma benmifisa ukuba yipgrenye yCWAONNsd Doma Wela
ungaphomelesli ekubeni ngnmbambighaza knlenprenye yesibili yekubamba ighaza

5 Euompabe bokhona yin obmmper nlolocwannezs?

Abukha  wbunpaz  obunpabakhona  ekubeni  yingxenye vakluowanings njengoba
kubandakarya okukbuhmywa peomlomoe laphe kobuswa khons imiboze emayelana
nemibong yakbo ekusebenzizeni ukwelasiwa okwahbikene fuihi pendlela owelapha nEayo
amakhazimende akho pezipuli abasebenziza izimhlaka pezinsiza zezempilo ezahhikens.
Ayikho imituzo ephathana kabi emoyeni ppenkathi kuwowwa, kedwa-ke, uma kukhona
umbuzoe ckunika okinga poma ufikelwa okokhathala ekoghubskeni penzzowo, wngakbetha
wimzawnphenduli umbuzo, uhlehlizs mexoxe ooma uhoxe oowaningweni nEaphandle
kwenkinza. emizuzwini ekanjsna ungakwazi ukubomena pedokotela wezenepponde poma
wezempilo nma kovela isidinge ngesikhathi sisaxoxizana bazobe betholakala Isimo sakha
nzokwepciwane lezandolela ppoulazi sizokwaziwa yilo ozobe ekubuza imibuze nozobe
glekelels Engmmeumhamyn kpdwa, izime sakbo sempile pegama lakho lizopcinws
liyimShle kusetshepzizswa ikhodi ekuogogweni kolwazl, pasekubbalweni Ewexivivinyo
nakoiumys okutholakele ocwaningweni okumoshicilelwa, Ewesinye isikhaihi kungenzeka
nsebenzisa imali yakhe nkurs ughele uzs e-Afnca Centre ukuzoxoxa pathi, wma ungathandi
uknrvakashelwa ekhaya; kodwa-ke, nzonxecherelwa nEamarandi anpamashumi ayisithupha
ayisehenzisile.

6 Iriphiirmroze elmbeni vingrenye valoloowaningo?

Wgeshwa, angeke pgbe pamandla okukukhokhela ngokubamba ighaza kulelucwamngo

nzakho akuzukuba pamwvuzo oyimali, kodwa, usonxeshezelwa ngamarandi angamashumi
ayisithupka BS0 uma wsebenriza imali yakho ukogibela ure bunoma ngayiziphi iringnosa.

simobe sikuhlirrekele peokokubamba omeya kwingmowo oEavioye okubuyia umdlandla

emva kokothi sikhmlume nawe isikhathi sioxs.

Inblangane izozora kwi Action Fesearch Programme erogalwa kusukela npo-April 2014
ezobe Ihambizene nzalolocwaningn fathi pocwaninge clusungalwe e-Afnica Cenie. lolohleln
mmmknmmmmmpmmmm@mmmm
noberokwelapha npeekwassMishonalanga nabathandazi bazohlangamiswa ndawonye
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nkudingids nkwehloka phakathd keabe fothi newindlzla emnerone zokuhlalizana fathi
nakumbambizana akonzabakhona.

nkucobelelany nathi ngadhals kukbo ekusebensizeni izmblaks zezempile ezahfokens nokuthi
nsebenzisana kamjani mezipnli zakho pamekhazsimende abasebenrisa leziziphlaka lokhuo
kuzpsenza sigonds ukaibd ukuthi abahlmzeki berinsiza zempilo ezahlukene bawagonda
kamjani amaghara abawabambile fithi amaghaza abanjwe ezimye iziohlaka zezempila
gkubweni pesandulela ppoalazi  futhi pobothi lokho kwgonda  kukwakha kanjand
nkusetshenzizwa kwezinhlaka ezablukene nevinsiza izigolo. Fathi kurosira siqonde ukuthd
ezinye zezineuzo ohlakeni fwezsmpilo ppalumye pokuthi kopapthelsls momi empilweni
yempuli, oma mezncelslo exkhona exidala ughekeko ekuthembekeni phakathi kubania
abaphila pepciwane lesapdulela ppoulas, mblawumpe skugcineni clupgakhubuza inguba
yvabo yokwelashwa Ekuerinemi wuwowamnge uzolekelels ababenri bengubo meomo
ekwenzeni inqubo mgomo ezmkhuloma ppokusentzhenziswa kwezinhlaka zezenipilo
ezihlukene nzabamin abaphila nzegciwane lesandulsla pprulam fothi ekusunguleni wiwaz
elgtheni bakwazi Kanjani ukusebenziza lokho futhi perizatho zabo nealekbm Mgiyathemba
nzothatha isikhathi uhambe ighaza.

T  Ngpbani onzamthints oma wdinga ohwazn oonrole, noms anenkings noma
neasiphi isikhathi?

Uma kokhopa mmibuzg noma okunye okupeakucacsli pralolucwanings ungaxbumana
nmewaning, umphathi wakhe poma ibhevizi lokuowaninga laseMyuvesi ezinombolwend
eringezansi

Y imina ozithobaryo,

izabriz]l Gyang Darong

Ukusayina komblaziyi Usuku

Tmsehenyi wocwaningo:

Umcwaningi: Gabriel Gyang Darang (0735863000 2135713200 anl ukz 20220
sdaronpdafricaceniye. ac za)

TUmphathi 17 Prof Maheshvar Maidu (031-2807657 paidmdiakam ac
TUmphathi 2: Dr Mosa Moshabela (031-2601 736/ moshabelajiukm ac za)
Ihhowisi locwaninge: BIDMEDICAL RESEARCH ETHICS ADMINISTRATION

Besearch Cffice, Wesnrnille Campus

Grovan Mbeki Building

University of EwaZuolu-Matal

Provaie Bag X 34001, Darban, 4004

EwaZuhi-Natal, S0UTH AFRICA

Tel- 27 31 26023484 - Fam: 27 31 2604609

Email: BRECukznacza
Or
Ms P. Ximba (031-260358 7 gimban@uka ac za)
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Secondary Partcipants” Informed Consent Form (Enghish version)

UNIVERSITY OF EWAZULU-NATAL
SCHOOL OF 50CTAL SCTENCES

I [optiomal and may be replaced by imitials)
hersby declare that I am fully informed abouwt the mabare of the research fitled: Experiemces of
People Living with HIV/AIDS in a Ploral Health Care System: probimg temsions amd
complemities. by the researcher/intenviewer.

I hawe also been well informed about the role that T stand to play if T am to participate in this
project, which is participating i some inferviews with the researcherinterviewsr. I am also aware
that participation is wolontary and I can choose to withdraw fom the process at any stage withoat
any consequences to my withdrawal Yes. ... No.._....

I am awars that all information obtxined from me in the cowrss of this project will remain
confidential and that my identity will be well goided in the cass of any publication of the obtamed

infrmation.

i A— No.._._. -

I am aware of the nzks and bensfits I may inour for participatng in this stwdy.

Yes . Noo...

Tagree..... ... (disagres....... o assist the researcher in recommending participants for the stady.
Initals Sipmabare: Diats Place

I (interviewsr), siate that I hawe fully infommed the abowe

participant of the namure and purpese of my research and the demands mvolved in his'her
participation. [ alzso state that I will do all in oy power to maintain confidentality and anonymity of
the participant as I flly keep to the ethical condoct requestsd of me as a Seldworker.

Siznaturs Cate Place

If you have amy questions of concerns abowul participating in this sudy, you may confact the
ressarcher, his supervisor, or the University”s ressarch office through the mumbers listed below.

Beesearcher: Gabriel Gyang Darong (07852630007 213571326t uks ac. 2/
siaTone A Ticatenire. ac )

Smpervisor 1: Prof. Maheshvar Maida (031-2607657/ paidmidnksn ac.za)
Sapervisor 2: Dr Mosa Moshabela (031-2601 736" moshabelagiukom ac.za)
Eeesearch Office: BIDMEDICAL FESEARCH ETHECS ADMINISTEATION

Reesearch (iffice, Westville Campus

Uniwersity of FwaZubs-Matal

Private Bag X 54001, Drarbiam, 4000

EwaZulu-Natal SOUTH AFRICA

Tal: 37 31 2602486 - Fax: 27 31 2604608

Email- BREC ko & za

O
= P Ximba (031-2603587/ simbapidmksn ac za)
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Iphepha lemvume (Zuln Version)

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCTAL SCIENCES

Mina (kmneaba vigama noma whiamren lokuacgala

Iwegama) Neiyaqinisekiza wukuthi umowaningi ungichazele ngokwanele ngoblobo
obasihloke sithi: Experiences of People Living with HIV/ATDS in & Plaral

Health Care System: probing tensions and complexities,

Yeba.. ... Cha...... -

Ngiphinde ngachazelwa ngendima engizoyidiala uma ngibamba ighaza kulolcwaninge,
alnraukubamba ighara exinknlnmweni-mpendulwanoe pomewaning. Weiyazi furthi wkouthd
ukubamba kwami ighaza kungokuozikhethela futhdi ngpingakhetha ukuboxa nanoma yinind
ocwaninFweni ngals komthalela ekuhergeni kwami. Yeba ... Cha..___. -

Nziyaz ukuthi looke wwazi chizothelakala kimi kulohowanines hyopcmwa hrymiihlo
nokuthi invnimingwans vami izogashelwa uma keenzeka kushicileloa ulwazi olutholakels.
Yeba.. ... Cha...... -

Mgiyazi ng:-htmgum nezimmize enpinzazitholy ekubeni yvingxemye kulalnowaningo,
Yebo...... Cha..

ngm'm ﬁrﬂ:aul'lm mh.'u.‘rmn-mpmdutwmu izigoswa nobuthi lonke nhwazi ohzoegogwa

Yeba.. ... Cha..____
Ngi-vavema ... Jyala. .. ukusiza umcwaningi ukukhansza abazobamba ighaza
oCwWaninEwen

Irama Ukunsayma Usuku Indawo

Mina (lomsakazi) nEiyaqimisekisa  wkuthi
ngimchazels npeokuphele lobambe ighaza peohlobe penbloso  yoecwaninge  Iwamd
nokulindelskile ngokubamba kwakhe ighaza Neryagimisekisa futhi ukwthi ngizokwenza
kopke okusemandleni ami ukupoims lolulwazi neminimingwane vababambe ghaza
kuyimiihlo ngokulandela ioippmo ebekelwe abagega ulwazi.

Ukusayina Usnkun Indawo

Uma kokhena mmibwre noma okunye okunsakucaceli oealolwcwanings ungaxhumana
umcwaning, umphathi wakhe poma ibhewizi lokucwaninga laseMyuvesi ezinombolweni
- 3
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Umcwaningi- Gabriel Gyang Darong (0735863008 2135713 26 0o ukz al 72/
pdarongiiafnicacenire ac.za)

TUmphathi 1: Prof Maheshwan Masda (031-2607657 naidhwa@uken ac za)
TUmphathi I: Dr Mosa Moshabela (031-2601 736 moshabelaginken. ac za)
Ihhovisi locwaminge: BIDMEDICAL RESEARCH ETHICS ADMINISTRATION

Besearch Office, Westville Campus

Govan Mbeki Building

University of EwaZuh-Matal

Private Bag X 54001, Dharban, 4004

EwaZuli-Hatal, S50UTH AFRICA

Tel- 17 31 2602485 - Fax: 27 31 1604600

Email: BREC{pukzn ac za
Or
Ms P. Ximba (031-2603587/ zimbapgiukmm ac za)
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Secondary Participants’ Andio Becording Consent Form
(Enghish Version)

UNIVERSITY OF EWAZULU-NATAL
SCHOOL OF SOCTAL SCIENCES

I (optomal and may be replaced by nitialks)
hereby declare that T am fully mformed about the natare of the ressarch titled- Experiences
of People Living with HIV/AIDS in a Floral Health Care System: probing tensions and
mnp]-mhﬂ hythememﬂ:m"imrl.m

I also apree that the interview process will be elecmomically recorded and all cellscted
information will be kept with confidentiality and hipgh seoamty.
Tes...... Wo......

Imitials Sipnatare Diate Place
I (interviewsr) state that [ hawe folly informed the abowe
participant of the natare and purpese of the ressarch and the demands imwolwed im hisher
participation. I alse state that I will do all in my power to maintin confidendality and
anonymity of the participant az T folly kesp to the sthiral conduct requested of me as a
fieldworker

Signatare Daie Place

If you have any questions of concems about participating in thiz stody, you may contact the
Iﬁem:hﬂr hiz supervisor, or the University's ressarch office through the mumbers listed

Researcher: Gabriel Gyang Darong (07838630000 21357] 3260 ukz a¢ za
pilaronggiafTicacenire ac za)

Snpervisor 1: Prof Mahesheari Maidu (03 1-260765 7 pajdunciukzn ac za)
Supervisor 2: Dir Mosa Moshabela (031-2501 738 moshabelagiukn.ac zal
Research Office: BIODMEDICAT FESEARCH ETHICS ADMINISTEATION

Besearch Office, Westille Campus

Grovan Mbeki Building

Uniwersity of Evafo-Hatal

Privaie Bag X 54001, Dharban, 4000

EwaZuh-Natal, SOUTH AFRICA

Tel- 17 31 2502425 - Fax: 27 31 26044508

Email: BREC:iul
Or
Ms P. Mimba (031-2603587 ximbapgiuken ac za)
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Secondary Participants® Audio Recording Consent Form
(Zulu Version)

UNIVERSITY OF KWAZULU-NATAL
SCHOOL OF SOCIAL SCTENCES

Mipa {kmmgaba yigama noma vhiammo lokogala wegama)
Neryaginisekisa ukuthi wmowanmgi ungichazele ngokwanels ngohlebo locwaningo ohisihloko sithi:
Experiences of People Living with HIV/AIDS in 3 Ploral Health Care System: probing tensions

and complexities,
Yebo...... Cha........
Moyavuma futhi ukoti miulome-mpendolwane izigeswa pokuthi lonke wwad olezogogwa
Inzogcinwa hryimafhio forhd huphephile.
Yebo...... Cha........
Izama Ukusayina Usukn Indawro
Mlina (lomzakazl) npEivagimisekiza uokuthi ppimchagels

oeokuphele lobambe ighaza ngoblobo penhloso yocwaninen Iwami ookulindelekile ppokubamba
kwakhe ighaza MNgiyaginisskiza fothi wkothi pzizokwenza kenke okussmandleni api ukupcina

lohilwar neminimingwme yababambe iqhaza kuymmfihlo ngokdandela mmipomo ehbekslwe abagoga
ulwazi.

Ulknsayina Usuakn Indawro

Uma kukhona imdbuzo poma olunye okongakucaceli pgalolocwanings ungaxbumana umowaming,
umphathi wakbe ooma ibhovisi lokocwaninga laselyuves ezinombolweni ezingezansi,

Umcwaningi: Gabriel Gyang Dareng (078386300497 211357132 6idstu nkz. ac za’
sdaron eyiiafricacentre ac za)
Umphaihi 1: Prof. Maheshyvan MNaidu (031-2607657) nasdaugiuken ac za)
Umphathi 2: Dr Mioza Moeshabela (031-24601 7346 moshabslagimkzn ac.za)
Ihhovisi locwaninge: BIDMEDICAL RESEARCH ETHICS ADMINISTRATION

Eezearch Oiffice, Westville Campas

Govan Mbeld Building

University of EwaZulo-Natal

Private Bag X 34001, Drurhan, 4040

Ewafulo-Natal, SOUTH AFRICA

Tel: 27 31 2502486 - Fax: 27 31 2604509

Email: BRECimkzn ac.z
Or
Ms P Nimba (031-2803 587 mimbapibnkam ac.za)
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APPENDIX 12: Skeletal Demography of Research Participants

Category of Pseudonyms | Gender | Age | Stageon | Formal Employment Profession Number
Participant the HIV Education | Status of Visits
Cascade Level
Primary Cothoza Male 61 On-ART | Grade 9 Unemployed N/A Seven
participants -
PLHIV
Male 61 On-ART | Tertiary Employed Security Guard/Cashier Six
Mkhumbuleni level
Mgondisi Male 41 Off-ART | Grade 10 | Self-Employed Builder Three
Sifiso Male 40 On-ART | None Unemployed N/A Five
Nobuhle Female | 23 | On-ART | Tertiary N/A Student Two
Nikhil Male 33 On-ART | Grade 9 Self-Employed Traditional Healer Three
Female | 43 On-ART | Grade 11 | Self-Employed Business Woman/Traditional Three
Lindiwe Healer
Nolwazi Female | 52 On-ART | Grade 4 Self-Employed Traditional Healer Three
Nkosinathi Male 28 Off-ART | Grade 11 | Self-Employed Traditional healer Three
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Secondary
Participants:
Traditional
Health
Practitioners

Mzwamandla

Male

41

N/A

Grade 12

Self-Employed

Traditional Healer

Two

Velenkosini

Male

56

N/A

Grade 7

Self-Employed

Traditional Healer

Three

Leonildo

Male

84

N/A

Grade 4

Self-Employed

Traditional Healer

Two

Religious
Leader

Biomedical
Health
Practitioners

Fundisa

Male

68

N/A

None
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APPENDIX 13: Map of South Africa
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Source: SA Places (2018)
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APPENDIX 14: Map of KwaZulu-Natal

UsMKHAMNYAKLIOE
(O ZT)

AMAJUELS -
(0OC 28 ZULULAND
- e

[D:C 2]

uMBRET

UTHUKEL.A 1 LI-THUH'GUI-U
O 2.3 I '_: ) "JE EHI:I

"=

'Ll_ll.l,-l:;ur-l-surmru::w '['i:,?;ﬂ."[:

(DC Z22)

SISONKE ; | ETHERWINI
(oc 43 (METRO MUMNMKIPALITY)

oy

g o
- i

- _[DC 21}

Source: Trade & Investment KwaZulu-Natal (2018)
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APPENDIX 15: Map of uMkhanyakude District

@ municipalities.co.za

Source: Municipalities of South Africa 2018 (2018)
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APPENDIX 16: Front view of the Africa Health Research Institute - Mtubatuba
Branch

Photo taken by Vuyiswa Dlamini (2017)
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APPENDIX 17: A partial view of the study community: Rural homes

Photo taken by Vuyiswa Dlamini (2017)
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APPENDIX 18: A partial view of the study community: Township homes

Photo taken by Vuyiswa Dlamini (2017)
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APPENDIX 19: The study research assistant — in white attire — with some married
women at a temple in the study community during a visit by the Shembe Nazareth
Church leader — Unyazi

Photo taken by Gabriel Gyang Darong (2017)
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APPENDIX 20: Married women at a temple in the study community during a visit
by the Shembe Nazareth Church leader — Unyazi — dancing while others watched

Photo taken by Samke Nxumalo (2017)
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APPENDIX 21: The study researcher and research assistant during a visit to a
Shembe Nazareth temple in the study community

_ ‘ ,ﬁ

Photo taken by an unidentified church member (2017)

~ 280 ~




