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A DEATH SONG

Lay me down beneaf de willer in de grass

What de branch’ll go a-singin’ as it pass

An’ w'en I's a-lyin’ low,

I Kin hyeah it as it go

Singin’, "Sleep, my honey, tek yo’-re’ at las’'"
Lay me nigh to whah hit meks a little pool,

An ’'de watch stan’s so quiet lak an’ cool,

Whah de little birds in spring

Ust to come an’ drink an' sing,

An 'de chillen waded on dey way to school

Let me settle w'en my shouldahs draps dey load
Nigh enough to hyeah 'de noises in ’de road:
Fu' I t'ink de las’ long res’,

Gwine to soothe me sperrit bes’

If I's layin’ 'mong 'de t’ings I's allus knowed.

Paul Lawrence Dunbar (1899)
(Black American)
(Kalish, 1977:95)
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ABSTRACT

This thesis studies the impact of the terminal illness and
awareness of undergoing the dying process and inevitable death, at
the KwaZulu Government hospital Ngwelezana, at Empangeni in the
Lower Umfolozi District. A case study, drawing both upon nursing
and social anthropology, was conducted to establish the
experiences of death and dying of Zulu patients, their families
and caregivers. The basic trend reflected in the findings is the
need to discuss dying with patients, the lack of skills and
knowledge on the part of caregivers, lack of recognition of
patients’ cultural beliefs. The study does not claim to deal with
a complete spectrum of the experiences of death and dying of all
Zulus but is a meaningful and significant innovation into an

unresearched area of patient care.



DECLARATION

I declare that this thesis is my own, unaided work. It is
being submitted for the Degree of Doctorate Social Sciences
(Nursing) at the University of Natal, Durban. It has not been
submitted before for any degree or examination at any other

university.

Lissah Joyce Themba Mtalane

17 February 1989



TABLE OF CONTENT

PAGE NO.
Chapter 1 : Problem Statement
1.1 Introduction 1
1.2 Research Question 3
1.3 Importance of Study 3
1.4 Thesis Outline 4
Chapter 2 : Literature Survey : Death and Dying in Medical Context
2.1 Introduction 6
2.2 Approaches to Death and Dying 6
2.2.1 Death as a Phase of Life 6
2.2.2 Death as a Phase of Biological Degeneration 7
2.2.3 Philosophical Views 10
2.2.4 Religious View 11
2.3 Reactions to Impending Death 16
2.3.1 Psychological Theories 20
2.3.1.1 Crisis Theory 20
2.3.1.2 Kubler-Ross Theory 21
2.3.2 Sociological Theories 25
2.3.2.1 Awareness Theory 30
2.4 Summary 33
Chapter 3 : The Zulu Cultural Views of Death and Dying
3.1 Introduction 34
3.2 Culture 40
3.3 Beliefs and Belief Systems 41
3.4 The Family Context 43
3.5 Zulu Belief System Regards Illness, Death and Dying 45 =
3.5.1 The Totality of Human Experience 45
3.5.2 How the Ancestors are Conceived 46
3.5.3 Dreams and Dreaming 50
3.5.4 Other Major Causes of Illness - Sorcery, Pollution 51
3.5.5 Concepts of Death ‘ 53
3.5.6 Mourning and Death Rituals — 56 =
3.6 The Nurse in Conflict 60
3.7 Impact of Death upon Nurses and other Caregivers 62

Chapter 4 : The Researcher’s Nursing Experience Relating to Death
and Dying

4.1 Introduction 64
4.1.1 Ideas about Death 65
4.2 First Encounter with Death as Cadet/Trial Nurse 68
4.3 Preliminary Training Schools (P.T.S.) Theory

and Practical : Last Offices 70
4.4 Experience with Dying Patients as a Student Nurse 71
4.5 Perception Germ Theory, Operation, Investigations

and Cancer 76
4.6 Experience with Dying Patients as a Registered Nurse 78
4.6.1 Clinical Area 78
4.6.2 Nursing School : Teaching about Death and Dying 80
4.6.3 Experience Death and Dying as a Nurse Administrator 80
4.7 Summary 83



II

PAGE NO.

Chapter 5 : Research Method ’

5.1 Research Question 84

5.2 Study Setting 84

5.3 Case-Study Method 84

5.4 Pilot Study 86

5.5 Choice of Subjects . 86

5.6 Collection and Recording of Data and Observations 86

5.7 Limitations of Study 88

5.8 Validity and The Effects of The Research 88
Chapter 6 : Results : Case Studies

Cases 1 - 10 (in following pattern) 88

Introduction
On Admission
Family Background
Researcher's First Encounter With The Patient
Illness History
Previous Illness
Present Illness
Patient’s Knowledge of Diagnosis
Reaction of Family to Knowing Diagnosis
Patient’s Relationship with Caregivers:-
Doctors
Nurses
Researcher
Caregivers Support of Family:-
Doctors
Nurses
Researcher
Patient’s Family Worries
Family Support to Patient
Influence of Religion on Patient Towards Death
Attitude Caregivers Informing Patient about his Diagnosis
Discussing Dying with the Patient
Family Reaction to Patient’s Death
Caregivers Reaction to Patient’'s Death
Death Rituals Performed

Chapter 7 : Analysis of Case Studies

7.1 Sample Description 333
7.2 Analysis 333
7.2.1 Tape Recording of Interviews 333
7.2.2 Illness History 334
7.2.3 Influence Making Health Decision 336
7.2.4 Patient’s Reaction to Knowledge of Terminal

Diagnosis 336
7.2.5 Family Reaction to Knowing Patient’s Terminal

Diagnosis 338
7.2.6 Patient’s Relationship with Caregivers 338
7.2.7 Family Support to Patient 340
7.2.8 Caregivers Support to Family 341
7.2.9 Patient’s Family Worries 342
7.2.10 Discussing Dying with Patients 343



Chapter

~
N

.12

.13
.14
.15
.16

SN N N N
LW NONNN

ITI

Attitude Caregivers about Patient Informed of
Terminal Diagnosis

Influence Religion on Patient Towards Impending
Death (and Type of Religion)

Family’s Reaction to Patient’s Death

Caregivers Reaction to Patient’s Death

Death Rituals Performed by the Family

Dreams

Other Variables and Observations

Summary

8 : Conclusions on Study and Recommendations

8.1 Introduction

8.2 Conclusions

8.2.1 The Need to Discuss Dying with Patients

8.2.2 The Lack of Skills and Knowledge on the Part
of Caregivers

8.2.3 Lack of Recognition of Patients’ Cultural Beliefs

8.3 Recommendations

8.3.1 Clinical Nurse Specialist

8.3.2 Hospice Programmes

8.3.3 Improvement Formal Medical and Nursing Training
on Death and Dying

8.3.4 In-Service Education of Caregivers

8.3.5 Health Education for School Children on the
Causation of .Disease

8.4 Conclusion

Literature Reviewed

Addendum "A" : Format : Content Analysis

Addendum "B" : Glossary

PAGE NO.

343

344
345
346
346
347
348
349

350
350
350

350
351
351
351
351

352
353

353
353



CHAFTER 1

PROBLEM STATEMENT

1.1 INTRODUCTION

The concept and experiences of death and dying have been studied
widely in the Western world. Research has delved into reactions of
patients and their families to impending death and the dying process.

It has also examined the attitudes and behaviour of nurses and doctors

in dealing with dying patients arnd their familiec.

. Much of the research already dore in the West has brought about an
awarenecss of the experiences and resds of dyinyg patients and has
resulted in improvements in medical and nursing care given to dying
patients ar;d to the support offered to their families. A significant
outcome of such research has been the establishment of social support
systems, the most outstanding being the Hospice Movement. The
philosophy of the Hospice Movement is based on the recognition of the

individual’s worth — even in death and dying (Bohrnet, 1982).

Various social scientists have researched the area of death and dying
in South Africa. These studies have however, been undertaken in the
White population. (Joubert, 1982; Lasker, 1981; Moore, 1981;

| Smith, 1981; de Villiers, 1982); and the guestion of whather the
experiences of death and dying as described in them are relevant to
Black patients carrot be avoided. The generalizability of some of
their findings is indeed questiored here. While the findings reported
in this thesis and its recommendations are based on research
undertaken specifically for the purpose, mar‘wy of the general insights

came from my experience of nursing dying patients since 1958. as a



rJ

Zulu myself, my sympathetic awareness of the implications of Zulu
cultural beliefs and Zulu cultural expectations has grown as I have
seen and experienced the very real problems which Zulu patients and
their families experience when interacting with hospital peirsonnel who
are either ignorant or dismiseive of their point of view. This thesis
iz an attempt to address the problems of different cultural
perspectives on dying and to redress the existing situation by

po oy = = a1 Fm e 4 e
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suggesting thet a creative soclution i
to the confrontation of divergent cultural beliefs im the South

Erirican medical arenas.

In mursing theory emphasis is placed on providing care tc meet the
needs of patients, including that of dying patients. The Roper- model
of aciivities of daily living, and the nursing process model adcpted

1n South Africa, are examples of the nursing models that incorporate
this aspect into the role of the nurse (Roper, 1985; S.A. Nureing
Council, 1985; Searle, 1986). In its resistance to euthamasia,

Rucsing ethics hold that a patient should be cared for and assisted to

a peaceful, painless death (Searle, 1986). My experience in rurEing

Zuly patients has confirmed this view.

As I have achieved seniority in the nursing hierarchy, it has become
clear to me, howsver, that the care of the dying is an extremely
complex issue. It involves a large and diverse interacting g oup -
the patiert, his or her family, and the caring team vlqhich consists
mainly of doctors and nurses. As a rurse administrator on ward
inzpecticons, I have become Increasingly sensitive to the unmet needs

£ ot R .
of the dying petients. Thece require, I beslieve, an 1mproved mu

DR S an=¥r} T}



1.3

approach to the dying patients. A point of special motivation for
this study was in 1985, when I became aware of the changec and
improved communication between patient and doctor, due to better
medical staffing levels which allowed for a team approach — a team of
three doctors to a group of patients. The doctors’ approach to
terminally ill patients was now to inform them about theilr diagnocsis
and prognosis. 1his created a climate of awareness of lmpending death
for the patient, family and the caregivers. Undertating reseasch to
describe the erxperiences ot the three parties involved became anr

essential commitment In order to imprave nursing approaches.

RESEARCH QUESTICH

In summary, then, the research question posed in this thesis is "What
are the experiences of death and dying of Zulu patients, their

families and the caregivers involved?"

IMPORTANCE OF THE STUDY

Death and dying is a life stage which is a difficult agonising
personal experience for both patient and family and about which

knowledge is needed for good care.

Zulu experiences of death and dying are an under—researched area,

anc

hence, the motivation for this study.
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THESIS OUTLINE

Chapter two of this study is the literature survey on death and
dying which gives the medical context. Chapter three focusses on
Zulu cultural views of death and dying because the study 1is of

Zulu patients and their families.

In chapter four, I recount some of my own experiences of nursing
dying patients sinée 1958. I have cast this chapter in the form
of a short autobiography because I feel that this illustrates
extremely well not only many of the points raised in this thesis,
but also takes the Western reader into the world of a contemporary
Zulu woman and Zulu nurses. The autobiographical chapter may
appear at first sight to be not only wunusual, but rightly
subjective. I believe, however, that it 1is an excellent wvehicle
for exploring the socio-cultural, as opposed to the medical
context. Since it is largely in respect to socio-cultural factors
that 1 believe that care of Zulu dying patients needs revision,
this section together with chapter three, forms the foundation for

the rest of the study.



The research method for the study is outlined in chapter five, and
chapter six presents the ten case studies in narrative form. This
is followed by the cross-analysis of findings of the ten case
studies in chapter seven. The last chapter gives conclusions and

recommendations to the study.



2.1

LITERATURE SURVEY : DEATH AND DYING IN MEDICAL CONTEXT

INTRODUCTION

Death and dying ars phenomenon which people experience diFFerenﬁly and
about which they have different attitudes and beliefs. Culture,
religion and the process of socialisation im different societies
cantribute to or form the basis of an individusl's percegtion  and

reaction to death anc dying (Felgenberg, 1982). The science of death

- g i - Py ol 4 - g b oy e ~ s = - - .y — - e
ang dying iz reterrea ac thanatology, and has becomes an 1 tant
ea F e - = 13 5 neveho oo =i oo
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uying 18 Qtten regaroed as a phase ot Lhe lire Sspan. e adylng
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prccess iz as natwal as any other phase of life, and as netosal  as

childbirth. A& dying perscon may be suffering from a physical or mental
condition, but the dying process is not automstically eguivalent tno
persanal pathology. In advanced age, inner infirmity ard outer

depletion may combine to make the margin between living and dying

almost arbitrary (Weisman & Kastenbaum, 1968).

APPROACHES TO DEATH AND DYING

™ y N . - - b - '
LEaclt 258 a haze e i i —
2ath may bs seen az= & phase af lifs I+ i ; i :
3ot ay ba s == a phase of life, It is often perceived in  its
relationship  to life and what is to happer afier lifs Li t
| o 1TE ang wha 1S o TNeppen a =4 e. Life U 0



this stage is associated with the individual's sozial  furnction, his
activity in the network of emotional relationships, his capability of
being in control of himself, his ties in his occupation, family, anc
community but all of these decline or cease when the dying phase sets
in (Feigenberg, 1980). Feifel (1977) said that death comes to the
living, and not to the dead. Dying being a phase of life,

incorpaorates a time concept, relating past life, the present statz of

dying, and the future. It is during this process that the person
1 N B ¥ ' e 3T =i sl= iy 1 ;_'_ h'C " — = _‘{-:..:1_-“_"_': ~ 17 s +‘:' LiCINhT e :l—.‘ T i L =
A LIS - = - == - |~ = - =) -t el =1 LSS L | § LI B e == 33 LU IS 8 59 e =
past becoms the centrsl aspect of dying. Tha mind 1= consume Wit

At thie prase of life, the person develops a certain perception of the
celd. Hiz= body becomes fareign, and his pairn often goverrme his mind
and body. He looks at his body recognising matrks of the duties it
performed, such as scars, brulses, hard soles of feet. Thie may bring
a sense of accomplishment, sadness or feelings of guilt. He sees his
body declining in size or stature. All this goes on in the patient’s

mind, and a&all the caregivers can observe is the behaviour and

reactions it leads to (van der Berg, 1980).

Death as & Process of Bislogica! Degereration

Dying is a process of  @progressive  decline and reversible
degeneration of the biological functioning of the body. It starts at
a certzin point in time when the dying phase sets in, and ends  when



the person dies. The duration of dying varies from seconds, minutes,
hours, days, months and years (Sudnow, 1967). Medically a person may

be sick for years before he starts dying. In other wards, dying is || ."';'f'l

[
when a person is in a particular phase of a disease, which usually’

leads to death (Feigenhberg, 17280, In medicine this is referred to

as the termirnal illness syndrame.

Te 1 illnesc is wzuslly chacacterissd by & g 5f physical  and
schoeocial  symptoms 3 naim,  anovreviz nausesz, vomiting,
W/ ST &= r c = - (* = -!; ) I8 i) — —'
HY ST Yoty b - &1 et y L= mY sl woakliiEos, La w2ty
_t i = - — poi . g — S — - - % o gl R lorden E - - -
ungating wodnos and s LYy € 2 1IRSC ER= 1TTany, 17/0 act 1283NS
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tend tc obscure the individual’e existence as a person (Weisman,

1982).

The anset of tha t= of illmess is not precise. We may

say, it begins when the dying person begins to withdraw irto himself

in response to internal body signals (Pattison, 1977). It is marked

by both .physical withdrawal, and subtle signs of emotional

disorganisation (Lieberman, 19&5). |

A tl terminal st progresses there is  loss  of wecls tone,

CESTaTIT of eristalsis, slg g of blood ci culstion, labowed

regpiration,  and csz of  senses. Loss of muscle orne is oftern
in the i Lo control defecation and  wrinatior. It




alsa results in difficulty in maintaining posture, dysphagia, and
accumulation of mucus in the throst causing gurgling sound. The
patient has no desire to eat or drink, and this results in generalised
weakness and dehydration. Due to lack of peristalsis l flatus
accunulates in  the stomach ang intestines, and distension of the

abdomen and nausea occw's (du Gas, 1983).

Just as it is impossible to statse categorically the exact time of the

cneet of dying, t is  imp to state with precision  the
grnosis of er 1t 11 enc The natwe of the particuls

patholog invelved, dstermines the cowse and the spesd of the

wreversible degeneration of the body function (Kastenbaum, 1981).

Together with the physical/biological view of dying, comes a physical

]

definition of death. Eince the late 19S50°s and in the 1940's the

concept  of cerebral death developed and became universally accepted.
This went along with the concept that persistence of rormal life  is
dependent upon integrity of that part of the nervous system which

controls the vital function, and upon the integrity of vital organs

themselves (Tonybee, 1948).

T ! - A 7 S — S s DL 4 il — i = t i
medical = Lio death by Ramssy is that "desth means  the
disintegration and cessation of the spontaneous and
i TLE,_“‘:A_:_J —- e e R el SR o o 11 :
tegrated Oy nizke aistribution, and  utilisation of
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destruction of brain's utilisation of oxygen, or it may happen by
respiration blockage or by cardiac arrest. The destruction of one
leads finally to the abolition of the other of these vital functions”

(Margolis, 1972).

In this physical view we se= & professional  obligation  on the
caregivers to sustain the physical functioning of the body. We ses &
professional esponsibility of  improving  me and sbills ,
fulfilling socistal expectations.

Fhilosaphers have always been interested in death and =
about life and 1te meaning. Philosophy hold=z a concept of =
perscn as involvirng embodied existence. In this existentizl view,
philosophers label death as =zbswrd They feesl thzt the gason

ta live, the ultimate justificatio and value fo lifs, =

living itself. Impending death challenges traditional values and
théir religious supparts, and has left many facing an sxistsntial
dilemma of providing purpose to keep on living. This results in a
panicky tenacity to haold on to one’s life. fs a res

Westerrn medicine has become the servamt of a culture devetsd o the
ant of a cult devoted to tl

1

presaity

ation of lite at all

{

therefore viaw

m
ll_l
in

an intrusion into medic

m
-

etevrnal eristence (Fattison, 19773,
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Dying is a process which comes within a person, and that is what makes
a difference between dying and being killed. The dying process may be
slow or gquick. From symptoms it may be said a persoh is dying, but
symptoms may be misleading. Therefore, dying is not symptems, but it
is a process. In the mar's mind it is asymmetrical with birth  and
death. Thic attitude explains the reason for the attraction of myths

- v = 5 gl T PeRY S by . | i e e -
(mh the [t B — S st nm3cion O 1STOry. This in twrm links HITH =

cares of destiny for all of us (Tanybee, 1968).

The R s oyl 1 i o = b Y asS Sion = = SEvSnET o
I ne pracess 0 ay1ing can o =31 =2 gssl J a persons
character. Dying car bs met with admiration if a2 man it
with digrnity and serenity. To die courageously, is facing death in a

certain style (Tonnybee, 1968).

Regarding the concept of existentialism, the philosophers find the
concept of disembodied personal  existernce  in anotheyr world
contradictory. Schopesnhsusr, a philosopher, salc that the prevalsnce

of a belief in immortality is a token of the awful fear of death. On

the other hand, +fear of death was the beginning of philosophical view
of existentialism and the final! cause of religion according to Durant

(12323,

Religioua Views

The definition of religion incorpor

)

i

belief in the evi

1y
m

nze of  a

4]
0

devine, superhuman ruling power that must be worshipped and cbeyed

(Ellis, 19280). It is described as= a coping mecharism, & source of
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strength, peace, comfort, security, stability, emotional support, and
a personal meaning system for dealing with guestions of 1identity, \
pwpose, relationship to the universe, a source of hope, a fellowship
of believers connected to each other by the shared evente of their
lives; a framewark for good living and a conscious puwsuit af any

ooject the perscn holds as supreme (Brady, 1979 ; Malinowski, 19485,

e . : - i am P P o . L S A Ay Pyl E e e | s | S =
R | 2 R i S F4 =i i : ] 'S

A 2GLIS Z2L1I0NE fiaveE 0iT1 8 w1 osl =% 10ns gv voad. s Lt ] = WIS Leaver
the individusl valuss most highly, and which provides {focus  and
purpose (Ellis, 1980). Cod is seen to some as  fearful, punitive
master, and to same as loving, presence.  Others peiceive Ood

as a specific active force, a casmic intelligence. The belief in Gog,
then becomes an eactive force that unifies humanity,

cocieties (Peck, (978). Religion igs therefore seen as ar acti

its associated beliefs, values and bonds provide a urnifying or

integrating force in the persor’s life. '

ARll  formal religions help people in their search for inspiration and
insight when they are forced to face great existential guestions

provoked by suffering (Becker, 1973). In the face of death ard dying

religion provices  comfort, becauss it has a  defired puypo and
meaning for humanity, such as, life after death.
Vernon (1980) in  the sociclogy of death concluded that, the wvery

origin and development of religion lies in the mar’s concern  with
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death. Malinowski (1948) and James (1990) concluded that the
spiritual interpretation of death developed by primitive man, provided
the foundation from which was developed the complex religious
configurations involving the various other types of spiritual

phenomena.

Malinowski also concluded that religion counteracts the centrifugal
forces of fear, dismay and demoralisation and provides the most
powerful means of reintegration of the groups shaken solidarity and of

the re—establishment of its morale.

Summer and Keller (1972)as quoted by Vernon (1970), endorse the
Malinowski’s theory that man developed the concepts of an afterlife
and a soul to assuage the terror that he experienced in the face of
the unexplainable, seemingly inevitable fact of death. The afterlife

is perceived as being more attractive than this life and it is longed

for.

Diggory ~ Rothman (Vernon, 1970) study of death distinguished
different types of death fears. He found out that religious
aftfiliation was related to the type and intensity of such fears. The

ranmk order of religious groups from high to low along an intensity
continuum for such fear was as follows - no religion, Jewish,

Protestant, Catholic.
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Marcuse (1959 concluded that in view of the fact that death is
inevitable, fear of death is, therefore, a fear of a real omnipotent

danger. In their research, Kalish (1977) and Kubler (1975) indicate

that the fear of death is least among the deeply religious patients.

Thic ie so because their fzith and love for God, they feel secure in

the face of death.

m
M

n
I||
il

stees vl ral svernts The 1atte belief eoguates
man  to  an  ar:mal. two groups of believers are sald Lo be
egually secure in the face It is the unsure, in betwsen

group which has the most difficulty in  accepting their personal

finitude {(Bohrnet, 1982.

trancition or transformation from one state of existence tc  ancther.

1

In that sense the dead have "gone to slesp" and would awaken at the

end of the world to meet God in heaven (du Bois, 1980; Yosef %

1986; Shanley, 1982, Mclarthy, 1980). This union with
God in heaven 1s seen as a reward for good rell ife during

lifetime. The religious system is therefore <o organised and

characterised by the adherence to prescribed beliefs, narms, ethical

codes, rituals, and practices (Mun]ey, 19€87%; Henderson, 1979).
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Christianity purports that there is life after death. Roman
Catholics, Protestants and Jews believe that death marks the beginr_ming
of an afterlife with God. Some being convinced that this existence is
everlasting and will hold far greater joy and peace than life on
earth. With such a philosophy then, the purpose of dying is to allow

progression from life on earth to the afterlife (Hinton, 1974).

Belief in afterlife is pancultural, for example, for the Buddists,
Scandinavians, pre-Christian Greeks, Persians and the Western world.
The archeologists have described previous cultures after studying
their grave sites, that provision for the physical needs of dead,
indicated their belief in afterlife (Carter, 1981). The
anthropologists believe that the objects found in ancient graves, were
meant to be useful to the deceased wherever they were going (Bohnet,
1982). Also the belief in afterlife indicates the promise of an
eternal life reward in heaven. This connotes a belief that the
deceased pass to a state of victory in the afterlife. A belief also
exists that the dead are subjected to ordeals of one type or another

prior to reaching an exalted state in the afterlife.

Another anthropologist, Cohen (1968) concluded that every society
possessed the belief that the individual has a non—physical or

spiritual life in addition to the physical ore.

Passmore (1970) guotes Plato as saying that the soul '"most closely
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resembles the devine and immortal, intelligible ard wurniform and

indissoluble, and ever-unchangeable, while the body most resembles
the human and martal, the unintellectual anc aissalublé and
ceaselessly changing.” Each individual poscsessed these perfectiors.
In this theory ore sees a different philosophical view that subscribes

to the concept of disembodied ewistence.

L O tt Jran s =lusic = S5l Feltaeys tho = = T b
A S S Pl =-Y =15, - = B b ==
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ImnarLal The individuzsl iz remindsd of his o - dezth when a death
— IRA - 4 o=
accurs Margolis, 17750,

liemortality, according to Kalish (1977) i the most essential —ocrcept
of all religions. Worship of ancestors, who are thought teo be etill
‘around” iz some form of espressing  immortality. The <=0 called

primitive religions also seem to centre on the expectation of come

Find of further- existence (Lewis, 1978

Formal religions have certain religious or cpiritual  rituals and

practices which essential spiritual support for the dying, and the

bereaved family, through their caring actions. They also give
—_ . FR . =~ —_— — — N —— - ~ A [ 3
sustaining  powsr, and help people relate themsslves to the eternal

(Holland, 1975; Pumphrey, 1982).

REACTIONS 7O IMPENDING DEATH

During the phase of terminal illness, the patient might discover the
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seriousness of his illness. The message of death enters his
existence, and spells ouvt that life is at its end. Tanybee (1968)
stated that dying is predicated of the person himsel-F‘, as though the
process origirates firom within himself. It is this that makes death a

personal  experience for each parson and thereforse each person reacts

differently to dying.

& dying peczon encountsrs & mesh of feelings ang situstions wit
an=iety, depression, trevolt and resignation predominating. The
patient 1= in conflict with his swioundings, anc the ~eality of lifs
is lost {varn den Beirg, 1980 He focusses con visible bodily ch

and impaired functiomng. This gradual loss cof body image causes =
lot of concern and emotional suffering. These changes could be markec
welight loss, mutilating swgical procedures, such as amputation of &

leg, a mastectomy o+ colostomy, to mention a feaw.

-

Hinton (1947 in his studies established that trere ie decrease  in

{

anxiety when death is seen as inevitable, but the person hecomes more
depressed, which is a type of psychological withdrawal. It is a type
of giving up, which accomparies the deterioration of the physical
state of the persor. The patient feels lonely in that psychological

withdrawal.

Although the perception of dying is a personal e-xperience, close

relatives and friends become aware of the change in the patient’'s
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condition. Both the patient and the family and friends worry about
the future, concerning the outcome of the illness. The normal
relationships change. The patient is often afraid to discuss his

state of illness, and the family is afraid of hurting the patient’s

feelings, and therefore avoid discussing dying with the patient.

The strained relationship between the patient and the family is
further aggravated or worsened by restricted o scheduled visiting
hours. In this way, the patient feels isclated and the family becomes
increasingly anxious. At times, the patient feels abandoned in
hospital and would like to go and die at home. The condition of such
a patient might be such that he requires hospitalisation, and
therefore cannot be nursed at home. Some patients are hospitalised
far away from home, so that the family may at rare intervals visit, or
may not afford to come at all (Donovan & Pierce, 197&; Feifel ¥

Branscomb, 1973).

The awareness of impending death brings a message of the inevitability
of death, to which the patient reacts. The threat of death brings
about emotional and psychological disturbances (Feigenberg, 1980).
The pe_r_soﬁn"__:, reaction to dying is influenced by his personality,
pérséna} beliefs, nature of his disease, ethnic background, maturi£y,
life style, age, sex, environment, social situation and the
individual’s total life experience (Feigenberg, 1980). Krowledge of

the diagnosis to some patients causes fear. This fear might be
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defensive, in which case the patient will not accept the reality of his
death. On the other hand, some patients will panic and become depressed

once they know their diagnosis (Carfield, 1978; Lord, 1974).

Impending death might mean loss of many things a person values, such as
mobility or the savings of a life time. Some people value self-reliance
and find it difficult to accept dependence on others for financial,
emotional and physical support. The nurses might have a problem with
such a patient refusing, for instance, feeding, bathing and being
assisted out of bed. Such reactions go along with feelings of loss of
self-esteem, dignity, self-worth, and productive roles (Gottschalk,

1982; Roberts, 1976; Charmaz, 1980).

The caregivers will in their care of a dying patient see the dying phase
as being characterised by a continuous alteration between the different
forms of behaviour and reactions. It becomes important that the
caregivers detect the patient’s negative and positive reactions so as to

give the necessary support.

The impending death of the patient that the nurse cares for, and coming
to know as an individual, evokes the sadness of impending loss. The
nurse may feel sad about the patient being in severe pain. The nurse
has, however, to face the fact that she may not always control all the
patient’s physical symptoms and emotional problems (Donovan & Pierce,

1976) .
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The care given to the patient might be physically and emotionally
demanding, for example, the patient being too heavy to turn, or very
restless (Bohnet, 1982). The nurse may suffer psychological strecs if
she perceives her inadeguacy or unpreparedness to cope - with
physical or emotional problems of the patient. The nurse might be a
perfectionist, idealist, or ever-dedicated so that impending death
might lead to her disappointment (Worden, 1982). In the care of the
dying the nurlse needs to detach her emotions, and this distancing may
cause nuwses’ stress as 1t robs nursing of its humane gquality

. Donovan, 1976).

2.3.1 Psychological Theories

Psychology and psychiatry have formulated various theories surrounding
the impact of impending and actual death on the psychological

structure and functions during the dying process.

2.3.1.1 Crisis Theory

Dying and death is regarded by Pattison (1977) as a crisis. The core

of the crisis concept is that the current crisis reminds the

individual about the final, and unavoidable threat of death.

The emotions experienced by the dying are dependent on culture, social
order, belief, or experience. These feelings are met each time we

encounter a dying person. A dying person feels that he does not have
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the resowcses to cops with his crisis. This means that the dying
crisis is an  evernt which erhausts the individual’s psychological
coping mecharisms, and  leaves him in conflict with his
former life. Thig, irm twn, generates anxiety which prevents hin

from handling the crisis situation (Pattison, 1977).

Comments and criticism have been levelled against Fattisocn's  crigis

theory. In general the cricis theory states that when the oris is
over, life continues as though somswhat urhibited. Imn the case of

death there i1s nothing after this arnd 1t 1s therefore cifficult to ses

it as  just arother crisis that has te be lived theough. Secondly,
rastenbaun  (]1981) admits that the is & crisis fo fm
people, but not for all.

Ross 7
“uoler-Ross 1 an authos In the subject of death and dying stullSET=
done classic research on the topic. Her worl has helpzd health

professionals to view death realistically from the point of view of
the dying. Her research has revealed that the feelings of patients
can be categorised in  a series of four stages which most people

experience in tevrminal iliness.

Fear:
The fear of desth that the patient develops is accompanied by shoct
and  demizl of the fact that one is ac In the ¢
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stage the individual may go arcurd "window shopping' doctors for &

possible alternate or more positive diagnosis.

dving individual is far away from his
7 Y Y

[_
m

home or family; for instance, if he is transferred from a local to a
city hospital. The family on the other hand, may in their fear of
death have feelings of guilt, tension and emotional pain. The nurses

caring for the patient, aware of the patient’s condition feel

insecure and afraid.

Angetr:
Wher doubts about the diagnosis fade, fear and denial By
feelings of rage, envy and resentment. In thig distuwbed state, the

3ol o - PR el L | oo o
INCErVENTIST 16 ditricult ZECalise

demanding.

Bargaining:
This stage is an attempt made by the patient to postpore the death for
the fulfillment of some event. The dying patiernt sets and imposes a

deadlinre far himself toc e atle to fulfill that particular evert o

- L P 1 - i ; :

promise, for instance, atterd the wedding of a son, or to experiencs
Christmas. With Christians, such

2 ==t Fry O o -3 M o0 == j

as & veward fo i wo H and serving Him, in exchange o
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These bargains are often expressed by the patient to the nurse who

cares for him. The nwse should sugport the dying patient and attend
to his wishes. Support cam mean assisting the patient to- make
arrangements for the event/promizs to be fulfilled.

This state is charactericsd by a sznse of The oatient iz
mowning for all he is losing, for ir hic job, status, friends,

L of the body and life itsslf, The caregivers shoulid all
the patient to express hls sorrow. Some patiernte remain silent and
gepressed. It is important  that the nuwrss be able to  identify
depression and give the necessary support. The family needs te be

guided by nurses to enhance the patient’s emctional preparation for

the appraaching death.

coming end with a certain

degrez  of guiet expectation. He hes ro feslings. He iz less
interested in what he has valued befaore. He accepts his final ctage
of life.

At this time the family nesds more help and uncerstarnding  tha: the
dying patient. Medical and nursing intervention to prolong life are

often contrary to the patiernt’s wishes, but this ic difficult for the

= el - U S : . N
family to accept. I+ this stage is identified the patient should be
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N

assisted ta a dignified death (Ross, 1970, 1975, 1982; Pattisaon,

1977).

Researchers feel that she eguates each stage with a particular form of
fence against an awarensss of approaching death., This division puts

the reaction of a person in locked up blocks (Glaser & Strauss, 1965).

L

Feigenbery (1960) feels that dying is characterised by arn unceasing
alteraction between the different forms of behaviocur and reactions.

Such behaviows as ammiety, deprsssion, vevolt or resignation, form a

complex mesh and not 2 simple linear process.

A family who rad read the books written by Kubles-Ross, felt

by this theory process of
1 I i - i = b e ]
grief imcl ed sC GuallTles CILE HISDanc
d
. - P =
and  wife et that thei

feelings were not unigue, but it did not assist them to handle their

anger (Feigenberg, 1980).

{ L

They also noted that the doctor who cared for their loved are was only
’

v

concerned about the physical

:C Nz time

of the disease, but h.

for a relared conversation that would allow them to bring their

feelings into the open. In that, they felt that books orm death and

dyimg could be wmisleading and raize e<pestations i

famili=s and patient

mn
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At the end of it all, they said, no two human beings resopond in

exactly the same way. Kubler-Ross had naot made it clear encugh that
the wvarioue stages identified in her book need naot | follaw in the

i g w PO S P e P, i S | T — — P R T PP LIy v, N —
vder in which she describec them, and Thst the various d:,',‘.!ECt:

of dying may be present in any of the stages. Each patisnt 1s  an
individual who makes his own o her own pattern of dying. They would
have vy if they had known this at the start {Zorza &
Zorza, 198D

Sccinlogicsl Theories

Jeath is involved in the social structures which man has bully, and it

Family u‘-fw (Vernor, F70). Arn individual is always thought of as a
member of a family, just az dezth and life are inssparable companiones.
Dezth ang life are y in dispute, but never very fa

because ezch depends upon the cther (Feifel, 176

The key area of sociological study of deathr is  interacticon. The

pr'ab_lem lies in the fact that, although it is a matter of universal

es the whole society, desath has always been a

T

concern, as 1t permea
taboo subject. People’s decsire to know more and talk more about death

is a recent phenomnsnon Mernon, 19700,

Society has tc relearn  that death is an  essential part of life

(Pincus, 1976). a1+ (1977) :ir
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e dying, than women.

QCCur. Each csociety develops its own way of dealing with death and

)
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pacsage, i that it is the acticns and choices cof the

other pecpl
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who commetise the patisnt’s Sooial worid.
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dezling with & dsceased person (Fearsan, 1969, This situation of

social death mears the individual 1
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and the very old sometimes verbslize this conditicn as = reality

dead'.
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CAan e & heso ToF elalation

Whe- the death actually cccurs, the loss of  the
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19770, Thiz was simiier For the Zulu, where the slidely

s f the dying person. It still Raoneme im Fle
¥ the dying persc I 11 he

) =

Social change ard cevelo fragmentatisn of  the

tamily, and the dismartling of roatec neighbourhood and Linship grol
with homogensous values, Death, thersfore, has besn remcved from the
family and commom human experience, to health professionals ir
institutions, to wndertakers and even given publicity in  the newe

media, like television,

ard sscutity © el a
seen  as a destroyer for communities thai emphacsise achievemsnt, tho
r e e T = R o T . 3 - 3o b — . o a1 10577 Ty

UlLure, wnE rignt to ilve, 2 1= Nappy YL TUrE reirel, 1Y L
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Society has endowed social occupants and institutions with a mandate
which denotesrtheir purpose, functions and values. So, we see the roles
of the health professionals in caring for the siék and dying, being
ascribed éo social expectations (Kubler-Ross, 1975). There has been an
expanding recognition of psychotherapeutic value of open communication
with the dying in clinical management. The health professionals believe
in honest and sensitive talk from the staff about the patients}
condition. They believe that dying patients do not expect miracles, but
confirmation of worth through care and concern (Feifel, 1977;

Kubler-Ross, 1975).

The training courses for caregivers, particularly nursing and medicine,
are the means of ensuring that they meet social expec;ations for caring
for sick and dying people. Studies into the care of terminally ill have,
however, shown that the training that nurses and doctors receive
primarily prepares them for the technical aspects of dealing with the
terminally i11. | The inclusion of psychology into their curriculi has not
improved their preparation. The nurse teachers often merely teach the
students how to give technical care. (They do not emphasise adequately
how they should talk to the dying person. They often avoid the topic of
death and call the psychiatrist to sort of give an "expert testimony"
about the dying. The result is that even the trained nurse avoids the
dying patient, or denies this aspect of reality to the extent of not even
being aware that she is dealing with a dying patient (Strauss, 1987;

Quint, 1976; Glaser & Strauss, 1982; Whitman, 1975).



29

L bl : 1

Nursing has  since the Fiorence hagnting
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occupation [
ministrrations to the sick ano dying peollie. Direct—-phyesice
considered to play the major part in effecting recovery, until the
advent of anticictics and complicated medical therapi=s and

q 2 —_ ] T =
technology, which made nursing more technical (Bencliel, 197Z(a)

Opecizlisztion has  led to is=tion a
erpeienc cf human desth (astembaum & Aisenbsvg, 19720, Iving
patiemts &nd thel families {ind themselves in & conpls edical
system that attaches high pricrity Lo i Eaving procedess and
techrical activities and iz poowvly organissd to  offe pEveohglissd
xe (Feifel, 1977, o me i1t seems that specialisation in ths care
GF  the terminally ill as seen in the various Heospice Move =nts, has
been a resporss to the felt nesd of once mursing and

meaical care.

There has been a growth of professional interest in the prabiem of the
dying, which has resulted in twoc major professiornal  attitudes

(Fatticon, 1977). Th first iz the exaggerated detachkrert

m

mearns thet ar emotiornza] dictarce is mairtaimec, Dying i= mads =

snd an obistt of  scientific enguiry, and the gby  the threat is

remncved. It has become an objective, entsrral ooohlenm,
B CTW, SToC g to the professsinnal Z to die in &

Cortain v ez calied the ! C way'. The poo loct for s




Secondly,

1 and vigid patterns for progression of dying, so that they can
fcoliow the scientific course cf actiom. Dyving 1= made

the professionals may develop exaggerated compassion.
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cecause,
physiotherapiste, radiographers

short

shiftes.
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and others, anly see the

Shitule mrurses remain for the day
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The nurses, therefore, play an important intermediator role

between other professionals and thus create a healthy therapeutic
relationshis. Thie relationship is open and caving, permitting
and hiz  family (Drows, 19407
Buigrernsss Theor
= e = (LA EY = Ao o =i =k s = Wi T OTLIEES
S Soss i =t = = S SyLing, Toouzsar
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on their care and came up with the awareness theory. It indicates that
the caring team intervening become aware that the patient 1is dying, but
withhold this information from him. The patient progressively weakening,
sees his treatment being changed. If he asks, he 1is given another
reason. The patient may build false hopes of recévery, and plan for the
future. The family members may, for various reasons, also withhold the
information. One of these reasons for instance, may be not being capable
of dealing with such a situation, or may feel they should spare him the

burden of knowing.

After this phase of closed awareness the patient starts to be suspicious
that the caring team does not know about his progress. He starts asking
about his prognosis from the junior staff, up to and including the
doctor. The patient at this stage makes scrutiny of all responses,
verbal and non-verbal clues of staff and family, to get the information
about his condition. The patient might not be expecting to be told the
truth, The caregivers and the family might fear to tell the patient in
case he loses hope; and remaining sad or morbid for the rest of his
time. This might make nursing intervention very difficult with an
unco-operative patient, and then becomes haunted with a feeling of

failure.

Then comes a time when the patient, family and care-givers all know the
patient is dying but pretend they do not know. There is vagueness and
confession in the avoidance of the topic by the two parties in an effort

to protect each others feelings.
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The firal context of this theory is open awareness. In this situation

the cearing team have told the patient arnc the family of the imminence
of death. The commuricatior is open, encouwagss and elicited. In
thizs way the dying proceses is less aifficult o the dying patisrt and
with anticipated grief, the mocwning becomes less distrescsful.

Nt (767 made & chemvation that the nurses ware rsluctzant
to  dezl openly with dying patisn t=. This was zgcribed Lo thsir ]

of  theoretical traiming and the paucity of  field snp= Wit

ate role moosls.
A survey of thanatology literature by Feigenberg (1980 rmoted that thae

.

findings of this socciclogical aswarenesz theory is of great value o
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SUMMARY

L '

to deaih ard dying have indicated t

¢ D4
[

Aporoaches

life, a process of degeneration of biclogical functioning of ti

he bod Yy

a process that caomes +from within a person, and a process that some see

ag  lezding to arn afterlife. Reactions to vary and
peychologice! studies have vevealsd that it be a crizis, and that
& individesl thwrough ths of fez, , D= x

e Essic and  aTLE; C C the othe E (= =EOTITIOgiea]

theories of awareness also gives a meaningful picture of

th

]
]

Cy1ng. These approaches and heories to de
theoretical framework from which patiemte’ needs can be assessed

their care  improved, but  Ffurthe research  in this  fisld  is

necescsity.




3.1

THC ZULU CULTURAL VIEW OF DEATH AND DYING

INTRCDUCTION

In South Africa although we live in a single saciety, we area
continuously coming into contact with different and often, it appears
conflicting, cultural and belief systems. The hospital is a microcosm
of the wider society and as caregivers we come into daily or even
hourly contact with different cultural views and religious beliefs.
These influence our ways of dealing with our patients, their families,
and with each ather.

fiz Care ¥

m

givers we Zame to ows fraining with a set of beliefs tg which

we add those of our medical and nursing training. We, ther, develcs a
learned professicnal way of dealing with the sick, their families, and
each other, but it must be noted that the nurse herself has .a't times
got to pearform what are referred to by Zulu speaking people as
"amasiko”, that is customs. These "amasiko" do neot usually

interfere with ow nursing careers, but are an essential part of owr
lives and existence. As we will see later, they are related to Zulu
conceptions of health, illness and death in which the ancestors or
"amadlozi" play a vital role.

Or ward inspection in April 1988, I came acrose s studsent nurce

wearing an "isiphandla", that is a bracelet of goat skin arcund her

weist, tUhe teld me she had undergeore the ulwemula” ceremor

This imvolves a slaughtering of a goat to mark a girl’s entry intaz
puberty or marrizgsablie stats, In her case it maried he TwmEnty—Firet
birthday. 1 cong ztulated hes as was apropriate, but 1 greaw ha-
ettention to the dzrmges of crozs-imfoction
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This was a problem that I nad met in my own life. Some years ago, the
elders in my family felt that the problem of giddiness which I had
geparisncaed for soms years after marriage, occurred because my father
did not perform the same "ukwemula" for me. The doctors had
diagnosed my ailment as hypotension. T believe and know that the

doctors are correct, but I felt it was also important to "ubwemula'.

This "ukwerula” was performed for me in July, 1986 - twenty years
after my maiage. 1 had o wsar an "isiphandla”., Sesing I was acily
off duty for two days and could not wsar the "isiphandla" on duty, T
sought advice from an cld man. He advised that 1 bwrn the
"elphandla" with incence in my houss. I suggested this solution t-

the student nurse and she accepted it whole-heartedly.

Other nwses also atternd their families’ "amasiko'. They ast fav
certaln weekends off, to join their families in the performarce of
"amasiko'. A nurse for instance who has lost a Fusband, ber child, o-
her mother—-in-law (if she is the first bride), is relsased immediately
from duty, as she becomes the chief mourrer. As a chief mourrer, she
has to take her place, to sit at the "umsamo" (the sacred place at the
rear end of the main room), on the mat and cover har hezd, She cannot
return immediately after the funeral, as people comin

to "ukulily!

=

Ly mourni, have to find her at Rome. She returrs to wok at least
two weesks afier- the buwrisl. This leave of absence we accept in the

[t

hospital as 'compassiornate leave' but few white doctors realize that

=

r?
w
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There are times when patients say '"ngifuna ukuya ekhaya ukuyokwenza
umsebenzi', that is, "I wart to go home to pesform a custom.” Oftenr
the "isikoc umsebsnzi’s" detalils are not stated, unless there is

already a warm personal doctor/patient or nurse/patient relaticnship.
The nurse as irnterpretes at times fears or feels ashamed of her and
her patient’s culture and fails to interpret exactly what the patient
says. This often ends up with the doctor assuming that the patiert is
reacting negatively to hospital treatment. OFf cowrse, there are times
when the doctor is told exactly what the patient has said, but even so
refuses to let the psatient go. The doctor’s refusal is
understandable, because if the patient’s condition is critical, he
cannot ethically or legally allow a pass—out. It reguires that the
patient signs refusal of hospital treatment (RHT) form, and leaves at
his/het cwn risk. Howeve-, if there were understanding and consensus
between the caregivers and the family, the latter would sigr thes

"y

patient out, and he/she would be brought hback as soon as ths "isike"

(n

has been performed. The case of Mr C..... (here below) is an instance
of the conflict between Zulu and western beliefs systems and how I

salved the problem.

In 1983 a Mr C...., whao is a practising Christian and well educated,
the husband of ore of our nursing sisters, met with a car accident.
He was admitted with a badly severed right leg which had to he
amputated below the knee. The researcher had known this gentleman
long before thiz incident. 0Or ward inspection he was seen ard he

expressed his gratefulnes

m

to God who saved hic life. Ha even zaid he
thiought he had not beer good before the eyes of GoZ, and that had besr
the

2 way bod was reminding him of His grest powe:
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One day, about the third week of his admission, a message was received
that he wanted to see the researcher. He then confided in the researcher
that, on the day he met an accident he was picked up from the accident
scene and taken directly to the hospital. On that day his
"amadlozi"/ancestors had seen him leave for work in the morning, but they
never saw him return home. To them, he was like a person who had
absconded from home, and that annoys/angers the ancestors. Seeing the

ancestors are foolish/"izithutha", they cannot detect that he was in

hospital.

The worry about this situation had been with him since admission. He
told the researcher that his stump would never heal, because the
ancestors were angry. He showed me his stump that was not showing any
healing progress. He told me how good his surgeon was, and said he had
sent him twice to the operating theatre, but with no significant
improvement in the healing process. The surgeon had informed him he was
to go to the operating theatre for the third time, the following week.
He felt it was high time he went home on a pass-out, over the weekend, to
inform his ancestors about his ordeal. He felt it was not safe for him
to undergo general anaesthesia when his ancestors were so angry with
him. He might not regain consciousness from anaesthetic. This made him

very anxious and he felt very insecure.

At home he was to slaughter a goat for the ancestors, inform them about
the accident he met, and then report his departure to hospital, so that
they could accompany him to the hospital. The performance of this custom
would pacify and appease the ancestors so that they would accompany him
to the hospital to protect him, which would assist the doctor by making

the operating successful.
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The researcher asked the patient what had happered to his faith
in God, whom he had said ez:aved him. He said it does not mean that one
has t@ discard his culture and customs when one is a Christian and
educated. He said, the white missionaries performed their own customs
like placing flowers on the graves of their deceased loved ones. By
that it does not mean they worship the dead. When a Zulu slaughters
to remember the dead family member, he is said to be worshipping the
dead. He said, why do Whites have to break a champagne battle

for launching & new boat or ship, for winning a car race. He said it
is their custom. He said the Zulu regard ancestors as a host of
angels - guardian angels, but there is a Creator - "Mvelingarngi’, that

means, "One who emerged Ffirst.”

His pass—out reguest, he felt should be presented to the surgeon by a
person such as the researcher who was respected by the surgeon,
because she is a nurse administrator, rather than merely the ward
sister. The suwrgeon, when approached, was very reluctant to give him

a pass-out. He, ultimately agreed hawever, when the researcher pointed
out that the patient might refuse to sign consent for operation; and
that he also needed psychological care. 0On his return he was happy,
relaxed, hoping for a successful operation and healing up of his

stump. Th

0

murses and the swgeon informed the researcher about his
positive attitude. He assisted in lifting up his stump when examined

by the surgeon and when being dressed by the nuses. He co-operated
with the physiotherapist, whom I was made to understand, had found

him very unco-operative with sxercises previously.

Some months later, when he had fitted his artificial leg for the first
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time, he came to the administration block to look far the researcher.
He was jubilant and shouting, "uphi umama?" (where is my mother?. 0On
checking who was making this noise, there he was, ''Mama ngibuke
ngihamba! Isidalwa esisha. Ngiyabonga mama wami' (Mother see me
walking! A newborn creature. Thank you my mother). He shook my hand
in gratitude several times, expressing that hie present state of
recovery had been achieved because he had been allowed a pass—out to
perform the slaughtering custom, for informing his "amadlozi" that he

- : 4 +F

mphasised that if the researcher had not

{u
W

i
m

was i hosg:
explained his fears about the angry ancestors to the doctor, he might
still be lying in the ward with am unhealing stump. The resesarcher
was later invited and attended his thanksgiving party to "ukubonga
abaphansi" - thanrking the ancestors, and God. Evern whern his daughter
was celebrating her "ukwemula', in July 1987, the researcher was

invited and atisended.

In rendering nursing care to the Zulu patients who are ill and dying,

one cannot but perceive how they explain their illness and what caused
it. 1t is impartant to listen and discuss these belisfe with the
patient as they contribute towards the patient’s motivation to
participste in his/her medical and nursing care plans. The beliefs

are often referred to by both the people themselves and by the doctors
and nurses as "thelr culture'. It is, perhaps, necessary at this

point to explain my understanding of terms such as culture, belief
systems, family and society because they will be used corstantly in

this thesis.
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CULTURE

There are almost as many definitions of culture as there are writings
on this topic. The ones which make sense to me are as follows,
"Culture is a shared system of knowledge and beliefs by which people
order their perception and experiences and make decisions and in terms
of which they act. It is a shared system of ideas, a kind of

conceptual code that people use to interpret themselves and the world

4971 ¢ 1)

andt to formulate behavious.”  Framk, 1978 @ 19, Caplow,
defines culture in a more deferrential mannier ac the “grand total of
3

21! cbjects, ideas, knowledges, ways of doing things, habits, values

and attitudes which each gereration in a soci=ty passes on to the

Culture is never static. It is added to, may even be built arew by
each successive generation. The adaptive mechanism of culture enables
the sharing of meaning in peaple’s daily lives. So, the learred,
accumulated experiences are socially transmitted patterns for
behaviours characteristic of a particular social group. (Keesing &
Keesing, 197D. To put it and in a way, culture refers to "ideational
things", conceptual codes, in people’s minds. A social thing refers

"toc behaviour, behaviour patterrns, regularities in interactior between

persans as membars of a society." {Mrank, 1978 @ 19).

The word cultwe is ofter used interchangeable with society. When 1
speak of society as a social group, I am referring to a collectivity
of individuals wha recurently interact in a set of institutionalized
and connected identity relationships. In other woras, we find psorls

acting in various capacities towards one ancther and it s to the=se
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that we refer as social relatianships (Frank, 1978). In a hospital

the careglvers are a soclal or professional group that acts in
identified or expected and institutionalized relationships with each
other, the patients and with the families and relatives that come with

or visit the sick.

BELIEFS AND BELIEF SYSTEME

+

t of camplexly interwoven (and often as we will
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Culture amounts
cee apparently contradictory) beliefs about the world around us - how
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~d ways of dealing with life and the things that hapgpen. One
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of the recurrent crises of life is illness and culture and belief
systems explain ité causes, death and what brings bath illness and
death about. 8o, culture or what we call culture, can be best thought
of as ideas about how things are, and how things should be done. So,
with this definition of culture it is possible to argue that people
have a lot of different ideas about the cause of illness, and how one
can best get better or should behave. GOften we are not sure which
plan is right and we are swayed by what other people say. For
example, Zulu speaking people may go to hospital because they think
that the best tresatment is available there. When, however, cne is

be

there in pain and dying, one may think in terror that it mu
witchoraft causing the illress and then orne needs to go to the
"inyanga" (witchdoctor) or "“isangoma" (diviner). One may think of
going to perform "isiko", for instance to wash off "umnyama"
(pollution).  After the performance of "isiko', one returrs to the

hospital, accepting all the trestment and the care they Fav
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whp thirk and in whose mindzs there m be different explanations and

rules for altermative ways of doing things and coping with crises of
illmess and impending death. Often ow patients tell us they have
been to the "umthandazeli” (prayer woman! or "inyanga' or "isangoma'
before coming to hospital. So, this means, a person gets comfort from
christian prayers — it does not matter which chwrch, or performicng

Yigiko', and for some it is just the doctor’s treatment.

It is important to emphacise thst the differences in culture and

cultural beliefs does not mean that some cultures are better than

4

others or that some are more primitive than others. Al provide

11

satisfactary explanaticns af illness and pec fram different

cultures often borrow each others belief systems. In this Cha‘,’wtev
Zulu cultural beliefs relating to death and dying are highlighted as
is the constant mixing of a "traditional"” western, and "traditioral
Zulu view. In addition, there are differencas in western ideas aon
death - a christian and a secular/medical ane. Most of the nurses,
including the researcher, have been exposed to aspects of various
beliefs, that is, strict christian (from missionaries), “traditional”
Zuluy, from which our home backgraunds and patients, and "modern’ Zulu

peers and colleagues. Also, as nurses, we are open to a western

wedical view, which is not necessarily fully shared by all western

people and certainly moct by manmy strict christians.

In summary culture is learned hu

- a set of ideas
A Sinas d hc O her = S 1t ure i
Ow things are and how to behave. So, culturs is a learned blue print
.
c 2 ¥ S - 2k
for action a any pe n cs =2 about new ways and either Follow

o reject them, or

ing idea=z with the rew ones.
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My autabiography which makes up the next chapter illustrates this

point. well.

THE FAMILY CONTEXT

Although the words culture and society are often used interchangeably,
it is better to distinguish them. In this thesis society is defined

as a group or population of pecple separated physically (and to some
extent by its culture) from other similar units. The most important
aspect of cultural difference is the language. Just as cultwe is not
static, neither is society. "It has been suggested that the modern
world is not divisible into distinct scocieties, for the groups of ths
world have become sa interdependent and engage in so much interaction

that it is almost impossible to designate the boundaries of ary

particular society." (Trank, 1972 : 19,

One of the most important comporents of society is the family. Trhe
family structure and function may vary in different societies and
cultures and at different times, but it remains the basic group in all
human organisation. This is because it provides its members with
thelr first experiences of cther people, as well as their earliest
definition of themselves, and the world in which they live. The
family is the integral part of society, and no change can take place

In the one without affecting the other. (Harris, 1969).

i

T+ 4 srticularly imor N ir 1 o i - t
fTO1S particdianly important, in this study to tals rote of tre nature

of the family in Zulu rural communities as the hospital in whizh
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live in nuclear families, most rural people at some time in their
lives live in a form of extended %amily. It is usual for a man to
bring his bride to live in his father's home and old peaple are
usually living with theilr married sons and their children. In fact
the "umndeni" (household) may be made up of a number of married
couples and their children and grand-children. Such a domestic unit
th

e

1= under the head of a serior male - the "umnumzane', who is
genealcgically most senior male in the unit. Unde: the headship of
"umnumzane" the "umndeni” is a clustey or segnent of two or threa
generations "which acts as a corporate group in the control and

management of common resources, such as land, and in the settlement of

internal disputes.” (Preston-Whyte, 1987 : 8).

The "umnumzane’s" position is ritual and the arcestors are approached
through him. He presides over any "isika" performed by the "umndeni'.
He 1s the decision-maker and guardian of the illegitimate children of
his sisters and daughters. If the senior male dies, his brother
becomes the "umnumzane"'. Children in the "umndeni' refer tc the
senior male as 'ubaba omdala: (elder father) and his brother a‘;:. "ubaba
omncane” (younger father). When (as Zulus) we refer to uncle —

"umalume"’, it is the mother's brother. We understand though as Zulu

-y

B

AL

speaking peaple that people of other cultures refer to bhoth pate
and maternal uncles in the same marner. It ic only when there is

neither “ubaba omdala” ar "ubaba omncane’” that the first son becomes

"umnumzane'.
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3.5 7ULL BELIEF SYSTEM REGARDING ILLNESS, DEATH AND DYING

3.9.1 The Totality of Human Experience:

Zulu speaking people believe that a person exists as a tota
whole physical and spiritual being. The body faorms the physical
aspect complemented by the spirit or soul, or the "idlazi'. When a
person is sick it is both his bogdy and spirit which are affected.
rige, 1965; Berglund, 1976; Raum, 1972). To be successful

tment for both his physical and spiritual aspects 1= necessary.

tire

bl

So that, when the medical doctor ‘"3F given physical treatment the
patient if he or she has not directly cansulted a traditianal hea
will on discharge, go tc either the "inyanga" or "isangoma' o
"umthancazeli’ to "ukuzwe' (to hear) what has caused the illness, and
row it should be dealt with., This usually involves performing the

necessary “isikg' - a ceremony, aimed at speeding up recovery, or to

]

ask and than “"amadiozi" for their protectiorn.

In western medical and nursing science point of view, physical and
spiritual death are two entities - as explained in the previous
chapter. Many doctors and nwses do neot feel that it is their
responsibility Lo prepare the patient spiritually for death.  They
call or allaw ithe clerrgy to do this in their multi-disciplinary health

care apgroach to patient care. They realise by and large the

il

importance of this spiritual care but, in fact, only make use cof

W ' ” g
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3.5.2 How The Ancestors Are Conceived:
The departed spirit or soul, the "isithunzi’, is through the
slaughtering ritual, turned into an "idlozi" that goes under the
lineage. The

earth, to dwell with the other "amadlczi" of his
The realm of the

"amadlozi" or “abaphansi" dwell underground.
the shadowy existence underneath the earth.

decsaced is
The “"abaphanci" are alsc referved to as "izithutha"/ths foclish.  They
are referved so in the sense that they cannot physically help
supply themselves with food armg have to rely

themselves., They canrot
They are also foolish in the sense that thevre is

on Survivors.
someone greater than themselves, who is pawerful to do anything at
any time, that is, the Creator, the Lord of the Sky, who cieated the

universe out of nothing in His Hands (Berglund, 1974, Ngubane, 1277).

The Creator in Zulu is called "uMvelingangi”, that is, "One who

emerged first."”

The abaphansi/ancestars/spirits of the dead, are also referred to as
The noun "ithonge" is derived from the noun
the living

The "abaphansi" or ancestors appzar to

They can

"amathengo'.
"ubuthenga'/sleep.
in dreams, and these dreams are a reality in Zulu cultuwe. The
faithful in caring for their survivors, for example
bring sp=cial

ancestor

they visit them in dreams, which is a reality.

to what has to be done for them, can bBring warning
The

MESSages a
to alert survivors about impending darger, reprimand.
demands or neads of an

to the

Nave
Raum, 1973).

1vors

urless they are angered (Krige, 1965;
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As a Zulu, I have grown up knowing that when one never dreams seeing
any of his ancestors, he feels deserted and anxious. Also that at
least once a year slaughtering must be done and Zulu beer made, to
appease them. Since my father—in-law died in 1978, my husgband buys a
goat or sheep to slaughter at Christmas at his home. I personally
make Zulu beer. In 1986 we did not slaughter and when he became ill,
we thought it was because we did not slaughter. We had to do the

"isiko" - slaughter and he was better.

The ancestors remain underground. As they are in spirit form they can
in spirit form accompany and protect an individual, like a guardian
angel. They protect their survivors, of their lineage. It is
therefore important that a person who has died is buried at his home,
next to the graves of his forefathers. (Krige, 1965). Even nowadays,
the burial of the family membors in the same graveyard is strived at

and it gives satisfaction to whole lineage.

As a nurse I have observed that when a patient has died in hospital,
the family comes to take away his lingering spirit. Often when they
come to collect the body from the mortuary, they also come to the ward
where he died. They come with an elderly man or womam who cartries a

small twig of ziphuf-mucronaea (umlahlankosi or umphafa) which carvies

the spirit. This is the "buyisa" custom, that is "to return him
hame."

The family often wants to be s notng bed on which the person died
This is discouragsd as beds are movad arcuns in the War g, and it woald
upset the patiznt slesping on that bed. They, then resort to outtic
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the twig on the floor at the ward entrance.

The custom is then performed. This elderly person calls the deceased
by name. They would for instance say, "Themba, Themba, I am yauw
eldest brother Sibusisio, barn of your father Jabulani, born of your
grandfather Thulari, of the house of Dlamini. I have come tc take you
home. Themba let us go home, to your family." He will then pick up

the twig, anc from that moment never utter a word, or twn to loo

back until they reach home. But if they are taking the corpse home,
he will put the twig an the coffin. Whan they put the coffin into ihe

vehicle, he shall pick up the twig and talk to it (as it is carrying
the spirit) and say, in this e;-;-ar':;_'.-lie, "Themba we are getting into the
vehicle.” Once the coffin is placed into the vehicle he will put the
twig on top of it again. When they reach home he will pich up the
twig and say, "Themba let us get aoff from this vehicle, we have
reactec nome. You have reached your people of your lingage.  The
vehicle parks at the gate or in the yard next to the gate. When the
coffin has been placed in the house, the twig is placed in granny’s
hut or in the kitchen or the room where the Zulu beer is placed. Thisv
s to show him the food prepared for him and the ancestors. As ke
puts the twig down, he will say, "Themba, we are at home, now jcin

L . + . . . T 3 R p
your ancestors. We hope you shall be a kind, protecting ancestor.”

The elderly perscen will then walk right rounc the vard and speak to

)

the spirit, saying his life time praises if an adult, and gaying the
cian praises, infarming him they are about to slaughter a beast in his
honour, and to let him join t sSnCcestors. b 2 beast has
s.aughtered the meat is placed where the twig has beer placed in the
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grarnny’s hut/kitchen. The granny’s hut is preferred as she is elderly

L

before

m

. | i 1= e e
and claser teo being an ancestor. The beast can be slaughtere
the corpse comes home. The meat will be placed in the same hut/room

with the Zulu beer.

This "buyisa' retwn home custom can also be performed long aflier the

desth of the person, usually after a year. The ressarcher has

nced thlse 1n

time she asked trhe pesople, who came, the above explanation was given.

Thizs custom 1s carried cut by christians and traditional Zuolus i
times, the christians perform this "buyisa" custam under the cover of

unveiling the tombstone. My father-in-law’s tombstone was

1983, My great-grandfather Wellem who was buried at the Lutheran
Mission called Christianenburg at Clermont in Pinetown in the early
1920’s, often appeared to my eighty year cld moiher in dreams, saying
he wants to come home. Sa, the buyisa custom was performed for him
11 Jurme 1988. My younger brother who is a principal clerk at the
Magistrate’s office, went with my eldest brother to bring back his
“isithunzi”. They took along a ziphuf-mucronaea twlg, to take the
spirit with.,  On retwn, my eldest brother had to sit at the bSack of
the bakkie to ensure he did not speab. When they reached haome, at
Eshowe, he talked to the twig as if talking to our great-—
telling him, they had reached home, and then took the twig and put it

in the kitchen where there was meat and Zulu bBeer at th

at g "umsamo'.
i —— = e b p— — g — — — P — C i
Ine unveiling o+ a tombstone ceremc Yy 18 atte per+Q =0 I Yeds
o two after- the burial.,  Irv i the form of cards are sent




50

& racio announcement is alsc often made nowadays during the
announcements programme during the wesk days at 05h40. A day before
the unveiling ceremany a heast is slaughtered, and Zulu beer is also
made. The relaltives, the neighbours, as well as members of the
family’s congregation come to an overnight revival meeting. Hymns,
choruses, are sung, prayers and testimonies made by the members right
through the night. The next day all these people are transported by a
hired bus to the cemetery. After the unveiling cersmony conducted by

a pastor, they retwn home to fzast.

Dreams and Dreaming:

Patients tell of their history of illness and at times express that
they dreamt of the micfortune of illness. It must be understood that
dreams are a reality in Zulu speaking people, as it is with obthe:-
societies. "To dream is to see the truth at night. If a man says
something and you dream about it differently at night, then

you know that the man is misleading you. It is the dream that shows
the truth, because the shades never deceive their children Krige,
1965 : 79). The patients tell nurses of their pleasant or unpleasant
dreams. The pleasanrt "iphuphc' (dream) motivates the patient to
participate in the care plan.  The unpleasant "iphupho! requires
discussion with the patient and involving the patiernt’s ?amiiy. The
nurses need to improve their attitudes towards patiente’ dreams, and
consider listening to patiernts as they relate their dreams, juzt as

they take their dreams seriously. As a nurse admiristirator, one ha

n

?

now and again, to btreak bad news to fre ctaoff T+ i

n

Common

-
i1}
i
N
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to
nuwrse say, “Ngivele ngascla ngephupho engivuke nalo, ubuthl bubora

sam I "wokz up with", that ihe-

=
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are some bad news I am going to hear). Zulu speaking people know, for

instance, that to dream about a feast of meat means a death in the

"umndeni'.

The doctar is not tald about the patients’ dreams, neither are they
recarded as what the patient verbalised. 0One can only assume that
nurses being Zulu speaking and having general knowledge that
westerners and western science (which includes medical and rursing
soiences) tend to play down the influence of dreams on pegple.  This
practice should be changed and I shall return to this point in the

conclusion of this thesis.

3.5.4 Other Major Causes of Illness - Sorcery, Pollution:

"Zulu find themselves involved in and affected by the realm of the
shades on the one hand and that of "abathakathi" on the other. While,
ir.n the lives of men and women, the shades in many respects are the
explanation to sickness, ...., "abathakathi" are the answer to all
calamities which cannot be traced to shades" (Berglund, 1976 : 270).
"Abathakathi" are sorcerers. It is always perceived that illness is
caused by an evil person, through the activities of socrcery.  The

shades as such do not directly cause illness, but when angered

withdraw their protecticn and thus ths individual becomes vuirerahlzs

to sorcery.

"Rural settings offer a profourd belief in both witchoraft and
sovrcery, although the cases of either overlapping or only sorcery
dominate the mincs of people. In the wrbaniced ares enphasis 1s put

far more on sorcery, only peopla being corvinced that
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3l experience in rural
te the

In my person.

ies" (Berglund, 1974 :
and urban communities both sorcery and witches activities daomina
lot of morey in the

in cities
minds. The witchdoctors make a

{(strengthening) peaople hames. The

/e to family

t

people’s
performance of "ukuginisa'
witchdoctar buries "muthi" (herbs) which is protective
membetrs at the gate entrance and at the four carners of the pla
Last year in this township in which 1 stay, a middle-aged woman waz
caught at right digging a hole to bury "muthi” in the neighbourhood,
she was half-naked. Ehe was made to pay the beast to cleanse trat
family of the pollution by that "muthi" and by her being half-naked
among the "umndeni" with itg
"Unnyama” (poliution) is conceptual d as a mystic force which
diminishes resistance to disease, and creates conditions of poor luck,
fortune (‘amashwa)..... (Ngubene, 1977 : 78). In the state of
‘umnyama’ the "amadlozi' canncot provide thewr protection. The
umnyama” has to be warded off through the slaughtering custom to
geza umnyama" (Ngubane, 1977). This is orne of the reasans that our
patients want a pass-out for, when they have a slow recovery progress
ch they consider as "amachwa or unnyama' and therefore go home to
laughter fopr "amadlozi' to appease themfof their protection.
The illness itself is thought of as being "umnyama", az already
explained that pollution diminishes resistance to disease, ard create
"amashwa'. S, "ukucels izinklanAla kwabaoghans ple g for good
luck from ancestars) cannot be overlocked. ! lgubene, 1977). The
umnyama® 1€ dangerous because patients sav it ever clouds
‘estigations by the coctor, En a j hasg, for instance,
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for a repeat X-ray because the first aone was not clear, he/she
immediately becomes armxious that there is "umnyama', and that

all his treatment might be unsuccessful. Even the misfiling of the
out-patients’ record or the old in-patient file does cause anxisty of
"umnyama'. So the position of the ancestors has to be strengthered
with Zulu speaking people, in illness. If the patient’s treatment or
operation is successful, the remark "abaphanzi habenami nodokotels

wami" (my ancestors were with me and my doctor).

Corcepts of Death:

For the Zulu death is a mystery associated with the other world from
which people come (at birth into this world) and to which they retwn
in spirit farm. The cessation of life in this world is helieved

to mean the continuity of life in the other world. Life is explain=d
as starting in this world, although it is said to be initiated from
the other world (Ngubane, 1977). In Zulu philosophy, when life begins
a human is seen in taotality — body and spirit aor soul, an "idlozi"

(Berglund, 1974&).

The Zulu have two cultural concepts of death, a timely death and an

untimely one.

Timely Death:

This 1s the death of an glderly person, who is passing on to the rext

world of "abaphansi'. 1t is expressed as
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that of "abaphansi’ of his lineage underground (Berglund, 197&. The
Zulu speaking pecple have generally a positive attitude to death of
elderly pecple. This death is accepted as a timely death and there is

no wailing. (Berglund, 197& @ 79).

In my nursing experience [ have observed that when a young or elderly
person is so ill that death is inevitable the family also develaps a
positive attitude to death. In a sense mourning begins before deathn
whan the family accepts death as timely and inevitable. The family
will have done all in lines of treatment - tried the "inyanga',
"lsangoma', "umthandazell", private doctors and the Fospital. When
such a desth cccurs the family would simply say "uphumulile
ezinhlungwini" — he/she has been relieved of the pain ar suf fering
(iiterally '"rested from pain”). Such acceptance and positiverness does
not seem to exist in Western belief. They would say it was a blessed
release, but they do not, by and large, let either the very ald or
people who are chranically ill die in peace. They do all they can to
keep them alive. For Zulu speaking people there is no wgency in
rushing a very elderly person who is sick to hospital. It is
considered as being unkind to that senior citizen. Actually the vary
elderly person does in normal conversation point out that they have

dorme their duty, and wish to join theilr ancestore.

Before the White man's rule, an elderly person who could hardly walk,

- iyl [P Shaya— L = am — . 3 - J .
eat and whose family and society pitied that it wacs painful For him to
3 o= p——— i o -
llve, was as:=isted to gis Th=z "ukugodusa" (serding the aged furthe
g g the aged furthe

n
s
"
1
i
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The comcept of death as "ukugoduka' has been and is still experienced
in nursing the Zulu speaking patients - both old and young adults.
The critically ill patient will just ask the nurse to inform the
doctor that he/she wants to “goduka’. At times the patient informs
the family at visiting hour that he/she wants toc "goduka'. At times

/

the patient evern states that he/she wants the family to slaughter a

m

beast ac he/she wanits the fresh liver. The patient would
a5 '"mgitana lelzinci. It 1= then understood that the slaugntering is

isikg" to "ukupnekezela" (cuztom to accomparny the spirit to join the

the blood of the beast is
'__, nurse will always
patient 1s actually saying "I

y

want tc go homg, to my people and "izithunzi" to "goduka'/die in thei
presence, carg and with dignity." At times the patient may want to go
home to perform "isika" which he had neglected earlier in hiz life cut

of the feeling of guilt, and then die.

The family always try their best to get trangport to take the patient
home. If the doctor refuses to discharge the patient, the relatives
are always willing te sign for refusal hospital treatment and tale the
patient home. If the nurse explains (very rare) what "goduka" means,

the doctor often signs the patiernt out and mak

an entry in the
patients file that the patient is discharged at his/her reqguest to
die at home. This creates a peositive attitude in tre family that

doctor respects their beliefs amd i+

medicine. The doctors sympathetic attitude is o wnicated to the
=t (e & Y - ST, g el T e
family and all the pecple that come to that tamily to mown and to
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The relatives always feel obliged to respect and fulfil the persor’s
last reguest in this life - to die at home. In addition, it is
economical to transport the person home alive, rather than ss a
corpse. They often say, and this is also known to the researcher,
that a vehicle that has transported a corpse is polluted. It,
therefore, reguires that its wheels be washed off the "umnyama", by
using water to which has be=r added 'umswari" (goat stomach conterts).
This is where the expense lies as the goat has to be bought and

slaughtered by "umnumzane'.

The Zulu do recognise untimely death which is known to be due to
unnatural causes. It is regarded as an extinction or breaking off of
life. In Zulu terms it is referred to as "ukufa' or "ukuggibuka" or
"ukubhubha" - all meaning the sudden extinction of life (Berglurd,

1974  Ngubane, 1977). The cause of untimely death as noted zbove are
often thought to be witchcraft or sorcery. The cause of untimely
death is often sought from the "isangoma" who will say what "isikqQ" ar

preventive measures are to be taken to strengthen ancestral

mrotectian.

Maurning and Death Rituals:

Mourning procedures ave the society’s reaction to actual death. For

the Zulu mourning begins possibly even before death and is strictest

until burd

b

1 before which no work should be dore. There is no working
in the fields (or gardens), no rejoicing, ro singing. The chief

mourrers (females) remain seated on mats. The neighbours and

visitors



57

come and sit, weeping loudly for some time. They then say a few words
of sympathy to the relatives. (Krige, 1965). This behaviour is still

practised both in rural and urban communities.

The researcher can recall the wailing she witnessed in the 1750°s, at
her neighbourhood at Eshowe. Grarndmother Ngema had died. The women
came and waited for each other at the gate. When there were ahbcut ten
ot them, granny Sikhelhane who had a high-pitched voice started the
wailing. It was wailing up to the doorstep, where they started a

hymn.  They sang until they were all seated. Granny Sikhakhane in her
prayer asked God, to kindly send grandfather Ngema (who had died five
yvears ago) to meet granny Ngema at the death r‘ivér Jordan, and assist
her across to heaven. Later, the researcher understood that there was
confusion among the elderly about where exactly Israel is. This zalso
clearly displays the influence of religiorn in explaining deatrk, and

Ll S +

the fear aof e/marginal overlap between death and buvrial.
g f

The chief mowmners are always women in Zulu culture, who have to shaow

great respect and weep apenly. In traumatic deaths, such as drawning,

car accident - they sit near the site/scene of accidert whilst men
prepace for the harial, which must be conducted on the same day. The

corpses in these cases are never brought home, for fear of
"umkhokha"/recurrence pollution. (Ngubane, 1977). These days,
however, the body is kept in the mortuary and then straight to the

church/or to the graveyard
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the afternoon. When the body has been lowered into the grave the head
of the family, who is always a male, throws the first scd intc the

grave, followed by close relatives to say good-bye. (Krige, 1965).

Rituals are prescribed behaviours, based or justified or made

necessary by attitudes or beliefs of a community. They are a symbolic
language that exprecsses the feelings of the community more tharn words.
ey are a form of joint worship.

Humphrey, 1982;

- =+
i
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rituals are strategie nute, mollify, explain and

(
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redirect the elemental threat implied by death Weisman, 1982).

The wvaricus socisties in the world respect the dead and the

i

performance of particular rituals and ceremcnies have a social
furncticn. Customs and creeds always preserve a discreet, sanctified
and euphemistic distance from death. In order tc approach or touch
death things, or thkings that have been touched by death, the society
insists upan special rites faormulas and even éelect certain members of
saclety to tske ocur place or argue our case with lethal forces.
(Weisman, 1982). Performance of rituales and respect for the dead are
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death., (Shanley, 19282; Tonybee, 1968). The performance of rituals
cover two areas, that is, for the dead person and for the protection

of the family and rnearby community. In other warde, rituals or rites

nonEes

y which guarartee both the serenity of

survivors and the souls of the dead.
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The bereaved family, from the time of death is said to be cast by a
dark shadow of 'umnyama". "Umnyama', when used metaphorically to
Isymbolize death, can be tramslated as "peollution”. Pollution, then,
is viewed as a marginal state between life and death.” (Ngubare, 1277

: 78). "Umnyama" as a mystic force diminishes resistance to disease,

and creates conditions of bad luck, misfortume — "amashwa', and
"isidina" - vepulsiveness. 'Umnyama" is contagious. Those in a state

of "umnyama'" are said to “rila’. They have to withdraw From social
life, gpeak in low taores, zbstain from pleasurable experiences. Thaose
who awalt the burial with family ~ relatives and neighbours, the

1

n
!

o get "umnyama’. 0On the cday or

/

community that attend the burial,

0

m

ughtersd, =0 that its "ymswani® -

By

=

"

day before the burial, a beast i
stomach cantents are added to the water, for "ukugeza" or 'ubuhlamba

izandla", that the washing of hands "isika" (Ngubane, 1977;  Raum,

This custom of "ukugeza izandla" or “itlambo” is still performed in
both rural and whan Zulu speaking communities. It is done twice, on
day of burial, and three months later when the "ukuzila" cloth or
string is removed. "Inzilo" is the sign of "ukuzila" - mowrning.  The

shaving of hesads - "ukugunda ikhanda" i

n

alsc dane by men anrd
children, but & married woman shaves her head when her husband has
died. "Urugurda' is often done with the first “ukugeza izandla'. The
slaughtering "isiko” is also necessary for the wandering spirit of the

desd, that is "isithunzi, o that it can be turred into "idlozi'.

Tlie i e - S . q s
1TSS important because it is only the “amacdlozi' who can bring good
a ing
. —
wck to the family and protect thes Nobzme 1977, e ] .
iy ol 2zt ther. ‘gubzane, 1977;  Krige, 1965;
Rau-', 1973).
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The family of a patient who has died but has a complaint for instance,
the patient's property, Teturn after three months to lodge that
complaint. This is often irritating to the hospital staff, as the
time factor is crucial in determining success of such an
investigation. It is only when the caregivers understand that the
family has to withdraw from social life and avoid arguments, that they
will avoid scolding them for coming so late. The researcher was
indeed faced with a complaint dating three months back in November
1986, about a patient alleged to have not been cared for properly in
out-patients’ department. The complainant was a practising christian,
well educated man - holding a university diploma, a shop-owner, and
married to a nursing sister in Northern Zululand. He told the
researcher he had to await the second "ukugeza izandla" and remove the
"inzilo", before coming to lodge " his complaint. The fortunate part
was that he could give the exact date and that it was the night nurses
that dealt with his mother. So, in fifteen minutes time the file was
available, and the medical superintendent and myself answered all his
queries, and he went home happy. The delay, however, could as in the

same case does make the settling of complaints difficult.
THE NURSE IN CONFLICT

The Zulu nurse often finds herself in conflict with the self/her
culture and medicalk and nursing science. There are times when the
patients question the nurse about their illness and comment in terms
of Zulu cultural beliefs, linking them to and comparing them to their
diagnoses. To take an example, it might be easy for the nurse to
convince a patient about cellulitis caused by an infected wound, where

Zulus also know the gland in the groins swells up. On the other hand
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cellulitis without an obvious wound, is according to Zulu beliefs
caucs=d by sorcery or angry ancestors, and the rurse will find it very
difficult to convince the patient about the pathoclogical cause. In

actual fact, the patient feels the nurse is a hypocrite or has become

distant from them by discarding her cultural beliefs.

At times the nurse finds herself acting as a middle—-manr, mediating

7000, P

between medical/mursing science and religious beliefs either Zulu O

chrictian. The dying patient might call for a pastor to settle his

i

A

A== i —_—
that dons

ot

soiritual problams with all he came

ii

b

them and ash for a spsedy recovery. At tines, the patients want to go

o quarrel with a neighbour, or rid thesselves of same poliutian
"ykugeza umnyama', fram the previous death in the family. The
settling of dispute - "ubuthelelana amarzi” — there is practical
"oouring water for each other" and hands are washed as under a running
tap. This is done outside the fence so that "umnyama" does not come

within the family.

These ars of couwrse soane pat

te who +ully subsc

1 b

theory and hold "pure' christian valuss. There are some patients whg
say it opesrly that they come to hospital because they need a medical

gcertficats to secure their jobs. There are some patiernts who bhelieve

atment ar observance of cu

dical

4 e - -y — 1 = 1 —_

A= othe iords, they oolisve that =
Zulu is differ alth thay may be suffering
I A =
from § SaMmE = rasson for starting with an
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"isangoma” and then goirg to the "inyanga", only when these healers
have failed do they ther come to hospital. This has been experienced
by the researcher since 1938. 0Ff course, the reaction of Western
doctors to this procedm'e is that of extreme irritation. They believe
that there would have been a far better chance of effecting a cure if
the patient hac come tc the hospital early on in the course of the

i i

R L e
{iitlE=S.

IMPACT OF DOATH UPON NURSES AND OTHER CARCGIVERS

A0 T B ] | —J

As a nuwse who has nursed the dying I proved that it is a testing and

11l

emctionzally demanding experience. It is, indeed, the ratwe of this
experience which led me to choose death and dying as the topic for
this dissertation. In addition, I have long felt that not enough
attention is given to both the emotional side of the experience of the
patient and family. It may be that in joining in the mourning
ceremonies for the patient the nurse can herself receive some degree

of comfort and support.

I must stress that it is not merely my personal experience of nursing

the dying patierts which leads me to make this suggestion. The

ture atte

L

{1

liter

mn
n

tao the real problems encountered by caregivers be
moved over in the face of death of patients (Glaser & Strauss, 17&4).
In caring for the sick, sach patient becomes known as an indivigual,
relatione develop, which bring sadness and loss, when sewvered by death
(Parkes, 1975).

"

Nursing and medicine are meant to be with compassion a-d when the

st iamt AH=— . I - e e = ] I 1
pati=nt diss, mis nurse and doctor too, grieves For the loss Th
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get a sense of dreadful emptiness. They feel tired, miserable and

defeatea (Derlemans, 1972).

In the next chapter the researcher gives her own Zulu cultural
background and perceptions of death and dying which she toock along to
nuse traiming and her nursing experiences of dying patients since

sO= o

PN )
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CHAPTER 4

THE RESEARCHER’S NURSING EXPERIENCE RELATING TO DEATH AND DYING

INTRODUCTION

I grew up at KwaMondi Norwegian Lutheran Mission at Eshowe. Originally
under Chief Mpungose, this mission was demarcated and handed over to
the missionaries in 1861, for them to live on with their converts, who
became known as “amakholwa” or "believers”. The first missionary was
Rev. Oftebro and Chief Mpungose, who was not a Christian, nevertheless
allowed the "amakholwa” to elect a chief from amongst their own ranks.
This enabled them to strengthen their Christian culture without his
interference. (Burger, 1934; du Plessis, 1965). So, there was, and
still is a very strong Christian influence in the area, and I was

reared in this tradition.

We did, however, meet the traditional people/“amabhinca” in the
outlying areas of the mission. Some even came to worship at the
mission on occasions and their children attended school with us at
KwaMondi. In our homes, at Sunday School, and at school we were taught
to respect and accept "amabhinca". My parents had also been brought up
on the mission stations - my father at the Clermont Lutheran Mission
called Christianenberg and my mother at the Ongoye Lutheran Mission.

My mother and her two sisters were actually reared in the home of a
Norwegian missionary, Rev. Audensgard (Snr) and his wife, from the age
of one year until she got married, as they were orphans. My father’s
parents had settled at KwaMondi when my father was twelve years old.
So, my father’s in-laws and our maternal grandparents and aunts and
uncle were the Audensgards.

Although I grew up in a family within a Christian environment, there
were traditional customs and practices that were carried out in the
neighbourhood and also at my home. To quote a few, twenty-first
birthdays were celebrated, but it was not just a cake which was eaten.
There had to be a goat slaughtered according to the traditional
initiation or "ukwemula" ceremony. "Ilobolo” or bridewealth, had to be

paid, and if the young woman fell pregnant before marriage, a beast
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had to be paid by the man’s party and it was slaughtered to cleanse the
girl’s peer group, and the "isigodi” (locality) of pollution, or
“umnyama" as the Zulu say. At the same time, the umarried mother was
excommunicated until delivery, after which she would attend the
penitent class and then be reinstated as a church member.

"80 I grew up realising that there were Zulu ways of doing things which

were good - good in a sense that I did not think they were contrary to
Christian values. On the other hand, I also grew up knowing that in
the case of a slaughtering to the ancestors, for instance, the
missionary was told that it was a party, and not a customary function,
or else he would not come to bless the occasion, and also the head of

the family would be ex-communicated.

wWhen I attended the confirmation class in 1952, we were taught about
1ife after death, and the remembrance of the dead which was referred to
as worshipping the ancestors, was strongly condemned. I questioned the
Norwegian Missionary why they (missionaries) always went to the
graveyard on almost every Sunday afternoon. He said that it was
because they loved their late fellow missionaries who had died, and in
remembrance went to put flowers on their graves. I then asked him why
they, as missionaries, assumed we worshipped the dead, when we made a
feast to remember them. He became offended and reported me to my
father on Sunday. My father told him that I also asked him a lot of
questions like what happens to the stars during the day, why was it
cold in winter, and so forth, and advised him to answer my questions,
but he never answered that particular question.

Ideas About Death:

Death in my understanding, was when a person was called by God. As a
child my Tittle sister died when I was five years old. My father and
mother emphasised that she had gone to Jesus, and that I would never
see her again. I can remember well the first and second washing of
hands ceremonies (“"ukugeza izandla"), performed when my paternal uncle
("ubaba omdala“) died in 1950. I learnt at that time that it was to

/3...
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cleanse off the pollution - “umnyama”. As I grew older I learnt more
about the pollution which Zulus believe is caused by death. I also
learnt that it was the adults who deal with a corpse and not young
people, whom both christians and traditional people shield from death.
Children of about ten years are allowed to see the corpse of a relative
before it leaves home for the burial, but only in a hurried and .
confusing way. As children we were left wondering whom we had seen,
after being "pushed in and out” of my grandfather’s bedroom, when he
was in the coffin, in 1951. So, death and all things pertaining to
death was the world of the adults. -

It was common on our mission for the youth after high school to take up
teacher’s training or to become clerks at the various government or
private institutions nearby. Nursing was frowned upon. The stigma
attached to nursing was associated with dealing with the dead. It was
believed and we all accepted 1t as a well known fact, that orientation
to nursing included being made to sleep in the same room where a corpse
was laid out. It was said that this ensured that the young nurses
learnt to be brave.

This belief I suppose must have grown out of the disbelief and wonder
as to how young girls could handle corpses in the hospital situation,
when they had never done it in their homes and community. It was
imagined that there had indeed to be some kind of hard and inhumane
initiation to enable a young girl to acquire the bravery to actually
handle a corpse, a duty which was feared even by elderly women.

In 1946 my eldest sister applied to do nursing. So, obviously, reports
were sought on her by the hospital, from where she had been schooling,
before going to Inanda Seminary, where she was doing standard eight.
The then principal of KwaMondi approached my father, to find out
whether he would actually allow his daughter to take up nursing. The
principal mentioned the belief that she would have to sleep next to a

corpse. My father dismissed all that as myths, and my sister went for
nurse training in 1947.
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My father had wanted his youngest sister to be a nurse. He had
arranged for her to go to McCords Hospital, in 1932, but his mother was
against her daughter taking up nursing where she would handle corpses
and be polluted. My father was working at Mtunzini as a policeman and
returning to KwaMondi every weekend. When he returned home on a
weekend prior to the Tuesday set for Aunt Chester to leave for McCords,
he did not find her at home. My grandmother had sent her to Nkandla to
take up a teaching post. That had caused a lot of 111 feeling: between
them, and he was only left with a hope that one of his own children

would take up nursing.

My father wanted me to be a medical doctor. He was himself a part-time
herbalist. I preferred teaching, but felt I could not disappoint him.
Then things went wrong. When I went to high school education at
Mariannhill there was no vocational guidance, and I took the wrong
subjects. This was realised only in the second semester of my standard
eight. I was not prepared to go back to standard seven. I therefore
went for teacher training. Thereafter, I was a school teacher for a
year and a half but decided finally to take up nursing. I realised the
problem of married female teachers who could not readily find
employment, after they had resigned to give birth, as their conditions
of service did not provide maternity leave, and nursing did. I was
thus finally following in my sister’s footsteps.

My father had learnt some traditional ways of healing from his father.
This motivated him to undergo a correspondence herbalist course in the
1940°’s. I think this was a way of improving what he had learnt from
his parents. My father was educated and had passed standard six in the
1920’s. He worked as a policeman, and later as court interpreter. He
told us that their English text book was called the Royal Reader. At
that time passing standard six was like passing matric these days. As
Black education advanced, people of my father’s generation were simply
referred to or nicknamed as the "Royal Reader”. Even today elderly men
in their 70’s who speak good English are called "Royal Readers". There
are a lot of "amakholwa" who were at the Mission Stations, l1ike my

father who were also exempted from some of the restrictive clauses of
the Native Law.
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FIRST ENCOUNTER WITH DEATH AS CADET/TRIAL NURSE

I commenced nursing on 1 July 1958, at King Edward Hospital, as a trial
or cadet nurse. We came as a group of eighteen girls. We were
allocated to the various wards, and I was allocated to a female
surgical ward. I always worked together with another Junior murse, who
had passed her first three months of training. Her name was Shirley.
We were mainly messengers and gave basic unskilled care to patients -
feeding, turning, bathing, changing soiled linen.

On the second month as a trial nurse, I found myself assisting Shirley
with the laying out of a corpse. She simply called me to behind the
screens. She signalled that I should not talk. When entered behind
the screen, she whispered "The patient has died and we are to wash
her, dress her up, and take her to the mortuary. Sister “Blondie" must
not hear us talk or whisper over the body". There was no regponse from
me, and after all she did not need it. (Blondie was the nickname for
sister in charge of the ward). Shirley gave me a nurses’ gown to put
on, and a mask.

A silent bath ensued, followed by plugging of orifices with cotton
wool, and then dressing up the corpse with a white shroud. The hands
were tied together clutched as in prayer. The mortuary labels had been
completed by Shirley, and one was fixed onto the neck, with the aid of
the shroud strings.

As we did the procedure I wondered what made the body so stiff. I also
tried to recall what my baby sister looked 1ike when she had died at
nine months in 1943. I could not. I tried to recall my grandmother
and grandfather when they had died in 1951 and 1952 respectively, but I
could not. I wondered where the patient’s soul was. I even wondered
whether I was going to be made to sleep 1n the mortuary. I thought the
mortuary was just a certain ward or sideward as I had never heard the
word “mortuary” in my 1ife. The label for the corpse made me wonder
why a human body could be labelled 1like a parcel for postage. It
undermined human dignity, as far as I was concerned.
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Shirley signalled that we remove gowns and masks. when we were outside
the screen, she said I must bring a dirty linen runabout. As I emerged
from the sluice room with the runabout, there was the mortuary porter
with a very funny stretcher. It just had two big wheels and a frame
over it. Shirley led him to the bedside. I followed. We put on our
gowns. The three of us 1ifted the corpse onto the stretcher. We
assisted the porter put the éop frame on the trolley, and put the white
canvas cover over the frame. The canvas had a red line down its centre
and across at its upper third - which formed a large cross.

The porter wheeled out the body and stopped just outside the ward’s
main entrance. Shirley and myself quickly stripped the bed, removed
our bathing equipment, and lastly the screens, to the sluice room. The
patients next to this bed had turned their heads away, and covered
their faces with their top bedsheets. We then proceeded in a silent
walk to the mortuary. Shirley walked with dignity, in her pink
uniform, in front at the side of the trolley. I walked behind Shirley
mid-way the length of the mortuary trolley. I had a complete view of
the red cross. I wore a white uniform with a red collar, short sleeves
edged with red. My mind recollected the journey of the Lord Jesus to
Calvary. I think this thought was evoked by the experience I had, at
St. Francis’' College at Mariannhill, where on Easter we had a
procession depicting the seven words of Christ’s on the cross, in the
form of seven stations of the grotto masses. I recalled remaining at
home with my siblings, as my grandmother’s coffin was carried out of
the house, by four men as pall-bearers, walked in front followed by the
adult family members and the neighbours to the graveyard.

Our journey to the mortuary seemed very long that day, as compared to
later trips to the mortuary. When we met the staff on the way/corridor
they stood sti11 or reduced their pace, kept on the left and kept
silent until we had passed. We reached the mortuary entrance, entered
and the porter opened one refrigerator door. I closed my eyes at the
sight of all those corpses. I said a short prayer, “Lord help me to
be brave”. We put the corpse on the shelf. Shirley made an entry in
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the mortuary register, and hung up the second completed label, on the
number corresponding to the shelf on which we had put the corpse. It
clicked in my mind why the corpse had to be labelled, as there were so
many. O! But the sight of those numerous corpses I saw, in that

refrigerator, made a lasting impression in my mind.

Shirley assisted me with the next two layouts. She then told me I had
to do it alone thereafter, and I did. I started off a bit shaky, but I
was steady by the time I finished.

PRELIMINARY TRAINING SCHOOL (PTS) THEORY
AND PRACTICAL : LAST OFFICES

I was a trial nurse from 1 July to 14 September 1958. On the 15th
September we went to the lecture rooms, as PTS nurses. We had lectures
Monday to Friday. On Saturdays we went to the wards. We were given
between 09h00 - 13h00 off duty. We returned on duty at 13h00 up to
20h00. On Saturdays now and again one would come across a layout.

At the beginning of December, in the last two weeks of PTS, we were
taught the signs and symptoms of dying and death. We learnt and
recited these. We had a practical lecture on doing a layout, using a
dummy in the demonstration room. The sister was silent right through
the procedure and did exactly as Shirley. She stressed that any nurse
who could be seen or heard talking over a corpse during the layout, or
on the way to the mortuary would be dismissed immediately.

wWhen we were on our dormitories, that day, we discussed about this
sudden exposure to death, when we were so young. We felt it was so
contrary to our culture that we dealt with corpses. We felt it was as
good as being made to sleep in the same room where a corpse was kept.
My colleagues who had been orientated by the male orderlies to doing a
layout during trial nurse period, found the sister’s method very
different. They had often not bathed the corpse. They had used the
cheatle forceps (enormous instruments used for hoilding bowls) for

- plugging orifices, not the orange sticks as sister did. I was happy
Shirley had taught me the correct method.
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EXPERIENCE WITH DYING PATIENTS AS A STUDENT NURSE

Once we had passed PTS we were referred to as student nurses. We were
allocated to the wards, armed with knowledge of only the signs and

symptoms of death.

In my first three months of second year I worked in the male surgical
ward. On the corner bed of the ward verandah lay a man called Alfred.
He was very il11, with wounds all over the back and legs. He had a very
offensive smell, his sores full of maggots. He lay on a plaster of
Paris frame, which had been specially made for him. The frame provided
a hole opposite his buttocks. It was, therefore, possible to offer him
a bedpan, without 1ifting or hurting him. The senior nurse, Nomvukelo,
used to dress his wounds. I often fed this patient. So, each time
Nomvukelo wheeled her dressing trolley to the verandah, we as junior
nurses would pretend to be very busy. Despite that I was often caught
up in assisting Nomvukelo, as I was with feeding Alfred. So, I
ultimately examined my conscience as to why I allowed myself to be
lured off by the gang spirit. I remembered my mother’s counselling
words when I left teaching for nursing - "Joy, my child, you have
chosen a very critical and delicate profession. Be careful in your
caring of patients. One time a patient will ask for water. You might
ignore or forget to give that patient water. Later, you might find out
that it was the patient’s last request on earth. That will leave you
with a bitter conscience for ever."”

I, from that day made A1fred my special concern. When I came on duty I
went to greet him. I informed him when I was going to be off. One day
he told me that when I was off he was not fed and not washed. I was so
Junior to tackle such a problem. I urged Alfred to report to the male
registered nurse in-charge. Alfred told me this man hardly checked on
the patients on the verandah part of the ward. He added, that he was
Just telling me as his mother, that in case I am around on my day off,

I could pop in to see him. I felt tears hot in my eyes when he said
this.
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Alfred never had visitors. His request was very genuine but if I had
to come and see him when I had my day off, it meant getting permission
from the matron’s office. It meant putting on the full uniform. It
meant explaining the relationship with the patient for matron to decide
whether to grant me permission. It meant a thorough check by
colleagues and rehearsing what you would say when in front of the
matron. We knew that despite all that rehearsal, the matron would
still find something wrong with you. It could be a tight belt, or
short uniform, or too long a uniform, too much make up, or whatever.
With all those obstacles in my mind I preferred to go off late in order
to feed Alfred, particularly when I was off duty at 17h00. On my day
off I would sneak into the ward, in uniform, with the nurses from the
first supper i.e. at 18h30, to see and feed Alfred.

I had problems with feeding Alfred when I was to be off at 17h00, and
rushing for a 17h15 film at the cinema at Grey or Victoria Streets with
my boyfriend. This was not common as I did not often go to movie
shows. However, I enjoyed Elvis Presley, Pat Boone, or a religious
topic and would take the risk of being late. I would struggle to get
the porridge early - even if 1t meant stealing 1t from another ward, to
feed Alfred. One day, I remember reaching the cinema at 17h45. When
my boyfriend asked why I was late I said, "I was delayed by Alfred."

He saw red, asking who was Alfred. He cooled off when I briefly said,
“He 1s a very i11 patient, with an offensive odour, and the "gang" is
dodging feeding him. Should I have left him to starve the whole night?”

One day as we dressed Alfred’s wounds with Nomvukelo, the smell was so
bad that I felt nauseous. I put down the leg I was holding and rushed
to the bathroom, as I felt I could not hold the vomiting refiex
anymore. As I bent over the bath to vomit, I heard a voice "Joy, what
are you doing?” I stood up and the nausea disappeared. 1 recalled my
mother’s words. I quietly said, "God forgive and help me."

I briskly walked out of the bathroom. I met a nurse sucking a sweet.
I asked her to offer me one and she did. I sucked it and went back to
Alfred. Alfred, with his faint voice said, "I wondered who was to
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assist Nomvukelo when you left!" I just said, “Don’t worry Alfred, I
am back.” I continued to enjoy my sweet and never felt nauseated by
his offensive smell again, or by that of any other patient, up to this

day.

One day, I thought of talking to Alfred about his future. I plucked up
the courage to ask him whether he had any hope of recovery. He said he
did not. I asked him why he did not ask the Lord to relieve him from
the pain and suffering. He said that he had sinned before God. I
asked him not to enumerate his wrongs on religious grounds. I asked
him whether he wanted a pastor. He agreed and did not mind which
religious denomination. I phoned my pastors on a Friday, at Milne
Street and at Moore Road, but they were not in. I went back to Alfred
to inform him about my failure. 1 reassured Alfred that all he needed
was to pray, and tell God what he had done wrong, ask Him to forgive
him. I prayed with Alfred before leaving him. I was to continue to
try and find the pastor.

On Saturday the visiting hour was at 14h00 - 15h00, I saw the Methodist
men in their church uniforms coming from the opposite ward. 1
approached their leader and invited them to assist Alfred. They
followed me as I led them to Alfred’s bedside. He smiled as I
introduced him to them. They sang hymns and unanimously prayed. It
was surprising to hear Alfred’s voice stronger than all of those
christian friends. When they had left I went to feed Alfred before
going off at 17h00. Alfred was extremely happy. His face was shining
as what I imagined was 1ike the glorification of Christ on the
mountain. This shining 1ight formed a ring around his face. This type
of shining 1ight has been revealed to me on a number of occasions with

a reasonable number of patients that were dying during my years of
nursing.

On the next day I was off duty. It was a Sunday. I left the Nurses’
Home early to visit my eldest sister at North Street, and to proceed to
the 15h00 service at Moore Road. When I reached the Nurses Home at
about 17h00, I was met by nurses who were returning from duty, who told
me Alfred died at about 10h00. They told me he had wanted me to say
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good-bye, but I could not be found at the Nurses’ Home. They told me
he told them to thank me, but they said I shall hear the details from
the male nurse in-charge. 1 accepted Alfred’s death quietly. I,
however, blamed myself that I did not go to see him in the morn{ng.

On Monday I went on duty. After taking the report from the night
nurses, I was called to the duty room by the male nurse in-charge. He
told me that Alfred was very grateful for my care and concern about
feeding him, assisting Nomvukelo, and above all, the spiritual help.

He felt he would see the Lord because of my help. He felt if I
continued to care for the patients as I did, I would be successful in
my nursing career. The male nurse in-charge also thanked me for having
assisted this patient. He said Alfred said he must shake my hand for
him and say, "God bless.” I was happy and thanked Mr X.

During my nurse training days I assisted a lot of patients who were
dying - praying with them and finding them pastors to settle their
spiritual problems. The Catholic priest was always in the hospital.

He traced all patients of his faith from the clerks’ admission register
every morning. He visited them in the wards. $o, those who required
the last sacrament had no problem. After hours he was on the 1ine, and
was called when required.

Out of the dying patients nursed, Alfred still 1lives in my memory and
his visual image is still very vivid in my mind. I think it is so
because it was through him that I experienced discussing death with the
patient. I also feel it was through him that I "passed” to tolerate an
offensive odour and experienced the trust, confidence, and faith a
patient could have in a nurse. It was amazing how he could even hear
my footsteps even if I walked in the ward in section two, opposite
where he lay on the verandah.

As a student midwife I baptised a lot of dying babies and premature
babies. I was teased by my colleagues that I was suitable to be a

pastor’s wife. I hardly saw or met a maternal death during my
midwifery training.
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The bereaved family was always spoken to by the sister in the duty
room. We only heard how she spoke to the family if we as Jjuniors
happened to assist 1ift a collapsing relative to the duty room. There
was often wailing by relatives, particularly women - both Black and
Indians. The wailing was worse when a husband had died.

During our nurse training we saw observance of traditional and
religious rituals performed. We never did a layout of a Moslem as the
body was collected immediately after death - when doctor had certified
the patient dead. The relatives of Black patients came with the
ziphuf-mucronaea twigs to take away the spirit of the deceased.

One experienced relatives of the deceased refusing to sign consents for
post-mortems. The doctor would just be firm that if they did not sign,
they would not get the corpse because he could not guess what caused
the death of the patient. The relatives would plead and plead, until
they signed the consent. Their argument was very simple, humble, and
traditional - i1s it going to bring him to 1ife again? At times, it
needed a family opinion and discussion in a traditional manner. But
then, the family would be far out in the rural area, and relatives left
behind would be digging the grave, which cannot be left empty
overnight. One would sense their bitterness and agony in signing that
consent. Some educated and civilised relatives verbalised that it was
the unjust laws of this country, that Blacks were used as guinea pigs.
I must say that whilst on nurse training and as a registered nurse, 1
never saw such an argument about consent for post-mortems with Indian
relatives. I cannot guarantee it did not occur, though.

As students we learnt that the nurse notified the death and the doctor
certified the death. The corpse was left for an hour before the layout
was performed. In most cases rigor mortis would have set in. The
identification of the body and the safe keeping of the deceased’s
valuables was strictly adhered to. We never saw a dying patient who
had given consent for organ donation.
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PERCEPTION GERM THEORY, OPERATION, INVESTIGATIONS AND CANCER

The cause of i111ness being pathogenic also caused a lot of uncertainty
in my mind, as for other Zulu nurses. It was a difficult fact tb
conceptualise, particularly as we could not see germs. At times we
would speak about these germs in the dormitory. We even made fun of
it, and called germs “James”, in fun of that they were alive. We
1ikened it to the amoeba "story"” as taught at high school in biology.
We would compare il1lnesses of patients to those we had seen or known
before commencing training. We would relate to each other how the
witchdoctors successfully treated some illnesses. I would also tell my
colleagues that my father underwent a part-time herbalist course,
although a court interpreter, and what he could treat - urinary tract
infection, how he made a hot fermentation for an abscess from sopap and
sugar paste and how he drained it using an empty wide-mouthed bottle as
a suction. As we went on with training one was able to identify
similarities in medical and traditional remedies, 1ike the inhalation
for nasal congestion. That gave me pride that my culture had some good
remedies. I still hold that Zulus have a complete traditional health
care programme.

I only saw germs under a microscope when I was a teaching sister. I
went with a group of students to King George V Hospital, to attend a
practical health education lecture given by Dr Molly Walker to patients
suffering from pulmonary tuberculosis. Her approach emphasised that
both the nurse and the patient have to be convinced that pulmonary
tuberculosis is caused by a germ. She stressed that in health
education the "germ" should be interpreted as the “seed of disease"
(imbewu yokufa) to emphasise that it “germinated” once it reaches a
suitable media in the body. The Zulu word often used for “germ” is
"igciwane"/ash particles -~ which is 1ifeless, and it makes fun of the
germ theory. The nurse and the patient had to see the tuberculosis
germ under the microscope. It was the most significant day in my
nursing career - to see the germ. This was in 1970, in the twelfth
year of my nursing career. |
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I have also noted in my nursing career that the Zulu translation of
operation is "ukuhlinza"/skinning - in the sense of skinning a
slaughtered beast. The anaesthetic is referred to as the 1njectjon
that "ki11s"/"umjovo obulalalayo”. It is understood though that the
person “wakes up"” after the operation. As one matured in nursing, the
fear of an operation associated with the term skinning was realised.
One would then choose one’s words in explaining the intended operation,
particularly to apprehensive relatives, and say that the doctor intends
to open the patient, “udokotela uzokuvula“. They would, however,
exclaim and say, “Nurse, you mean doctor wants to operate/skin him?”
Of course, most of the operations are performed, with the consent of
the patient and relatives. It was just rare occasions that the patient
or the relatives signed refusal hospital treatment. There are some of
those, that the researcher felt the doctors wanted to operate for the
sake of operating - where the patient is too old and I felt she/he
should be left alone to "goduka“ peacefully. Relatives always
expressed their delight and gratefulness for a successful operation.
They always verbalised that they were to tell their families and
neighbours about the capabilities of medical and nursing professionals.

The medical approach to treatment became strange to me, as a junior
nurse, in that the patient could stay for days before treatment was
initiated. But as one grew up to be senior, this was well understood
and could be explained to the patient, that investigations were being
done. Up to my present days of nursing, some patients complain if they
have to wait for a few days, before commencing treatment. They express

their discontent that it seems they are admitted to just eat the
hospital food. '

I first heard of cancer when I started nursing - and to be exact it was
in 1959. I was a first year student, and heard senior student nurses
on night duty speaking of the night matron who had had a mastectomy
done. I gathered from their conversation that the cancer was
incurable. I tried to imagine what cancer was in Zulu, and what a
patient with cancer looked like, and felt, suffering an incurable
disease. As I grew up in nursing I met and nursed patients with
cancer. I think it was just in the late 1960’s that I got to know that
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cancer was referred to in Zulu as "umdlavuza” which means
destructing/devastating condition. It is now well understood by the
Zulu community that cancer is incurable. Some understand that medical
treatment can prolong ones life. I could say it is one of the most
feared diseases. There are some herbalists on the South Coast and in
the Transkeil who claim that they can treat cancer. Patients have left
hospital, refusing an operation and radium therapy because the
herbalists that treat cancer say that such treatments inhibit the
effectiveness of their herbal treatment. One has in practice seen some
of these patients return with advanced cancer and in the terminal stage

of illness.
EXPERIENCE WITH DYING PATIENTS AS A REGISTERED NURSE
Clinical Area:

The love and concern of assisting the dying patients continued. I had
an advantage then of being able to find the pastor for the patient as I
could phone from the ward. I developed intuition of a patient who was
going to die, but with some, it was that ring of 1ight. I would then
act immediately to find a pastor. For some patients, I neither had
that intuition nor saw the ring of 1light.

After completing midwifery training in 1963, I worked in a male
surgical ward. A pensioned pastor from KwaMondi took 111 whilst
visiting his daughter in Durban. He had problems with his urinary
system and was diabetic and hypertensive. He was very 111, and became
unconscious from either a hyperglycaemic or hypo-glycaemic coma. His
wife (a retired school teacher) came the next morning, on 28 September
1963 and asked me, "How is he?" I said, "He is critically 111, and
we can expect anything.” As I spoke to her the doctor came and joined
us. He told the wife clearly that he had been awake the whole night
trying to stabilise his sugar. It had just come right, and the patient
was awake then. He concluded, “Mama, I do not say I have cured him.
His chances of recovery are very limited." The old lady Tooked at us
and said, "Doctor, he is going to survive. He cannot die today, it is
his birthday!" She walked off to the patient’s bedside, and said in
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English, “Hallo, my dear! Happy birthday!” She kissed him. 0! The
patient got so excited and sat up in bed. We had followed her to the
bedside. We also said, “Happy Birthday!" to a person we had thought
was dying. In three days time, the patient was discharged. 1 saw what
the family support of love and faith can do in a state of helplessness.

I always felt confident to talk and pray with a dying person. Some
gave me messages to their families. My mother’s counselling always
1ived in my conscience. It was common that patients transferred into
our hospital were from very far. They never had visitors and often
appeared very lonely. During the visiting hour, we as nurses would sit
next to their beds and roll bandages, or fold gauze dressings, or make
cotton wool swabs. At times we assisted them by writing letters home
on their behalf or giving them paper to write for themselves.

I had a 1ot of dealings with the bereaved families as a registered
nurse. At times they wanted to know how the patient died - peacefully,
any messages, any struggle. One told them what could comfort them,
such as having been seen by a pastor, the acceptance pending death or
giving them the messages. The relatives were always grateful for the
help and assistance and relatives sent "thank you" cards or wrote
letters.

The 1964 Effingham train disaster (involving a train transporting
workers to KwaMashu Township after 17h00) happened when I was off duty
and away from the hospital. The patients admitted were a very minor
percentage of those that died in hundreds. On a Saturday morning of
that week, as I went on duty, I turned to look towards the mortuary. I
saw two huge trucks packed with coffins to their rail brim. I was so
shocked that I stood sti11 for some seconds. That scene spelt out the
extent of the disaster. I expected to find the ward teaming with floor
beds, even perhaps in the passage towards the 1ifts. To my surprise
there were no floor beds in the passage. There were about six disaster

patients on skeletal traction, and about ten others. None of them died
in my ward.
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I then worked in maternity in the labour ward or ante-natal clinic.
Thereafter, in the out-patients department, then fevers, paediatric
ward, then went to the nursing lecture room/college.

Nursing School : Teaching About Death and Dying:

At that time, in 1966 and up to 1969 the nursing curriculum did not
include the social sciences. The topic of last offices appeared only
in the theory of nursing and practical. So, the teaching sister who
was not a qualified tutor, handled this topic. The tutor training
programme included psychology and sociology. The lecture contents were
the signs and symptoms of death, that the dying patient be placed in
the sideward, that the most senior nurse in the ward remains with the
patient - to moisten 1ips and keep the patient comfortable. The
relatives were to be notified and made aware that the patient was
dying. They were to be allowed to remain with the patient. The
student nurses always grumbled or had an outburst of laughter when one
stated that the most senior nurse remains with the dying patient. I
never asked why they had that reaction because I fully understood what
I and they were experiencing in the practical situation.

It often happened that when I demonstrated laying out of the body that
some student nurses would cry. The psychological reaction was
understood and nothing was said to them. They often settled and
collected themselves before the demonstration was over. One was also
not equipped with knowledge of assisting nurses with such reactions.
The educational psychology I had done in teacher training was related
to school children and the school teacher.

Experience Death And Dying As Nurse Administrator:

I became a nurse administrator in November 1976, at Ngwelezana
Hospital. Although I was deputy matron responsible for staff
administration, I also relieved other matrons and supervised the
intensive care unit. I had been detached from active patient care
since March 1966. By being detached, I mean I only went to the ward
with student nurses to demonstrate or supervise certain nursing skills,
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for just limited periods. At those intervals I often found that
spiritual care was not given. The nurses in the intensive care unit
were sensitised about spiritual care of patients and they responded
very well. The unconscious, pending death patients, if Catholic
received the last sacrament. The other patients would be asssited with
prayer and/or calling the pastor if they could speak.

Towards the end of November 1976, on a Saturday afternoon, I was the
only matron on duty to supervise the nine wards and out-patients. At
about 15h20 I went to supervise the last ward which was the male
surgical. I saw a critically 111 patient with cancer of the penis. As
I lTooked at him, I had that intuition that he needed spiritual care and
that he was dying. I did not say anything to the patient. As we went
out of the ward I asked sister whether she had assisted him as he was
dying. Sister asked me what type of assistance I meant. I told sister
that I meant asking him how he felt about his condition, or whether he
needed a priest. Sister said, it was difficult to initiate such a
discussion with such an i11 patient. I happened to know that this
sister was a Lutheran and I, therefore, reminded her that we are taught
during confirmation classes how to assist a dying person. She did not
deny it but said she was afraid.

I rushed back to the office to prepare for handing over the report to
the matron coming on duty at 15h45. The patient’s image kept on
flashing in my mind. I recalled my past experiences, knew what it
meant, and went to the ward. I found him sleeping facing the wall.
His face was so bony and arms so thin. He tried to turn but was too
weak. I assisted him to turn and sat next to him. I asked him again
how he felt and he said he was too helpless - just dying. So, I asked
him whether he was ready to die. He said he was regards earthly
affairs, but not spiritually. I asked whether I could help him, or
whether he felt he needed a pastor. He said he needed a pastor of any
religion, and Holy Communion. I, however, prayed with him and advised
him that he should pray in the meantime and tell God what was worrying
him, as I did not know when the pastor would come, but I was going to
try my best to find him to see him before seven. I dashed back to the
office and phoned my pastor. At that time, I did not know any other
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pastors. The pastor’s wife said he was to return at five that
afternoon. 1 gave her the name of the patient and the ward, and I
dashed back to the patient to inform him, as I went off duty.

From my house I could see the pastor’s house. So, I kept a check at
16h45, and sure enough I saw his car arrive and after a few minutes,
saw him drive off. I then settled down. I did not have a telephone,
so it was only on Sunday that the pastor told me that the patient was
very grateful. On Monday, when I arrived at the hospital I went to
check on the patient, only to be told that the patient died at 19h30 on
the same Friday evening.

The next step I took was to find out and compile a 1ist of names of all
pastors in the area and their telephone numbers. It was pinned up at
the switchboard, and it is there even to this date, and serves its

purpose.

My intuition about a dying patient and that ring of 1ight that I see
has continued. Since 1981 when I assumed matronship, this intuition
got linked up to the report taking. The night superintendent would
give a report about 111, very 111 and critically 111 patients. But one
patient’s name would be singled out in my mAnd, at times one reported
to be just i11, and would worry me. I will ultimately go to see the
patient or phone to find out whether the patient needs a pastor or

not. The patient would surely be having a desire to see a pastor.
Sooner or later the patient would die after seeing the pastor.

I discussed this intuition with my pastor in January 1986. He
encouraged me to persist and never relax in assisting the dying
patients the way I do. I did think that I should undertake this topic
on death and dying for my post-graduate study. So, when I first met my
promoter for this study, I mentioned other topics, but when she asked
me to tackle this topic, I readily agreed. In fact, I had been
discouraged by my family and colleagues when I spoke about death and

dying. So, I ultimately thought 1 was perhaps funny in my way of
thinking.
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I was encouraged in pursuing this study when one of the surgeons walked
into my office in July 1986 to complain that his terminally 111
patients were left to die alone. I went to the ward and assisted the
nurses to plan care for that patient, treatment that will minister both
to their physical needs and also to the spiritual sides of their
nature. As Zulus say, we must treat people as "wholes", not just in
the body.

SUMMARY

Looking back over my life and training as a nurse, I can see that I
have been fortunate to have got to know a number of different cultural
systems well. First, tﬁe christian system of beliefs and explanations
for disease and death as I was raised. Secondly, the set of beliefs of
"amabhinca” neighbours and lastly, the western medical system with {ts
scientific approach. Each has something to offer and, in nursing dying
patients’ needs to be sensitive to what they think and how they
perceive the situation. Only then can we plan adequate treatment for
them - treatment that will minister both their physical needs and also
to the spiritual side of their nature. As the Zulu say, we must treat
people as “wholes”, not just the body.



5.

5.

5.

1

2

3

84

CHAPTER 5

RESEARCH METHOD

RESEARCH QUESTION

What are the Experiences of Death and Dying of Zulu Patients, Their

Families and the Caregivers concerned?

STUDY SETTING

The study was carried out in the KwaZulu Ngwelezana Hospital at
Empangeni, in the Lower Umfolozi district. The hospital consists of
753 beds, and has eight adult wards. The researcher 1is employed in
this hospital as a senior nurse administrator. Permission to undertake

this study was obtained from the Secretary for Health.

The ten (10) patients studied were from five of the eight adult wards.
There was no patient followed home as all the patients preferred to die
in hospital under medical and nursing care. As will be seen, the
researcher did participate in funeral ceremonies at the homes of some

of the patients studied.

The caregivers involved in the care of each patient were often one
doctor and a team of five to eight nurses. The family members were
often three during the illness, and increased to the minimum of fiteen

after death and during the mourning period.
CASE-STUDY METHOD

This method was preferred because "the case-study approach clearly

allows the researcher the opportunity to see the individual in his
total network of relationships" (Treece & Treece, 1977 : 164)). 1In
this it gives a detailed descriptive analysis of situation (and in this
case be active) 1in which the individual moves, It allows the
researcher to obtain a wealth of significant information concerning

both the subject and the problem area in which she is interested
(Notter, 1974).
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The case method was particularly appropriate in this study as dying
patients have within a network of relationships built up from his or
her family (which has wider societal and cultural ties), the doctors

and the nurses - who were also studied in detail and whose actions are

described.
The steps that were followed were:-

Identification of the field study; that is, the hospital wards where

the dying patients were nursed.

Gaining access to the patients, the caregivers (doctors and nurses) and

the patients’ families.

Establishing myself in a researcher’s role by informing all the
caregivers in the adult wards. This was a difficult task because I
could not distanciate myself from my role as nursing service
administrator. Nurses and doctors continued to see me in this role and
I also used it so that patients studied and others received better

patient care.

Data was collected and recorded immediately away from the patient after

each in-depth interview, observation and patient record review.

Leaving the field of study to give distance between the ward and
myself, so as to look at the field as objectively as possible and to

analyse the data.

Two patients were studied for an average of two months, at a given
time. Then two new patients were selected and studied. While a

patient was studied, he/she was usually visited daily.
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PILOT STUDY

A pilot study was carried out in the female ward. The method of
collecting data via case method proved suitable. The researcher had,
however, to improve her questioning technique to a very indirect
approach. The tape recording of the interviews was not acceptable to
the patient studied. This patient refused to sign the consent for

being a research subject, but gave verbal consent.
CHOICE OF SUBJECTS

The dying patients selected for the study were adult males and females
from the surgical, medical and gynaecological wards. Initially, all
terminally ill patients were identified. Their names were written on
paper and then one name was drawn. A second or third draw was made if
the mental state of the patient selected was not normal. This was done
repeatedly so that the researcher was seeing an average of two patients

at any one time.

A group of patients in each of the four sections of the ward, 1is cared
for by a team of doctors and nurses according to the medical and
nursing process approach which allows for individualised patient care.
The caregivers 1involved in the study were of that team of doctors and

nurses who were caring for the research patients.
COLLECTION AND RECORDING OF DATA AND OBSERVATIONS

Intensive or in-depth interviews were carried out with each of the ten
dying patients. The subjects studied all refused the recording of the

interviews for a variety of reasons. 1 participated in the care of
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the patients studied whilst obse;’ving the nurses. This was most
unwelcome to the nurses by virtue of my administrative position. The
doctors, nurses and the family members were observed and interviewed -
and the interviews were recorded immediately thereafter. The

patients’ files were read and studied with the view to gaining
information about the patiente’ social and medical histories,

condition and progress {(as seen by the caregivers and what the patient

verbalices) and the patiente’ medical and nursing care plans.
g g

Oper-ended guestions were asked and these allowed the subjects to give
much informative descriptions of their feelings and experience. The
guestiorns were, however, posed according to a predetermined pattern,

as follows:—-

Patient - previous illness history
- present illness history
- perceptions and feelings about the futwe
- relationships with family at this stage

- perception of dying

Family - previous health and illness history of patient
relationship with patiert and caregivers
perception of death and the future

- feelings after death of patient

Caregivers - perception patients’ prognosis
- patients’ reaction to diagnesis and progrosis
- communication and reactions of family
- response to patients’ dying needs

- feelings aftsr death of patient



5.7

(1)

(ii)

(1ii)

(1)

(ii)

(iii)

88

LIMITATIONS OF STUDY

Patients in only one area of KwaZulu were studied, which might limit

generalizability.

The study only focused on those who preferred to die in hospital and

nobody who died at home was included.

All the patients studied had been told of their diagnosis and prognosis.

VALIDITY AND THE EFFECTS OF THE RESEARCH

The researcher’'s presence created an artificial situation for the
caring team. The patients studied received better nursing and medical
care than other patients in their respective wards. These patients
also received extra care and support from the researcher. With this
realisation, all the care and events that happened have been described

in the case studies, to maintain validity.

There was no subject loss in the sense that no patients refused to take

part or withdrew from the study, and that increased the validity of the

study.

Changes in the researcher herself were evident. I was better able to

handle the patient interaction without intense emotional involvement.
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1 e CAENTING wWitn NE d E SOmE Years oetore th iritizl stage of he
lingsz =2-4 leTt her, Ghs went as Sz ty hushs z3e dess-ted
i 2 = -2 5ef ) =t O NSE OESECLE
& since 1 beos iil,  He i= staying ith ancthar o = sk Fa Fie ¥
= = s 3 2 . - /



He, howsver,supported the children.  The patient

i

= 4

L through her illness.

wl

Miss Thalaza’s first and second sons were working. The first, im
Johannesburg, with the urcle and the ssconc at Pietermaritzburg. &he was

negative about the first son, as he did not support her and rarely visited

homs.  Ohe was oositive = favourably of her sscond son ‘= sa=nt
moiney, phomed to {fing out about her conZitiorn ard wi hors i
3 Thalazs's meighh ==z he oz th E =St " wlead
— — [ D - 4 - - S T - g i — —— N — _— - 1
Jahamnesburg with her firet scn. They were oo good terme. Hee: sunt vram &

shebeen

Miss Thalaza made her living from what her second son gave her and the

flouwrishing st ehe ran at her home. This was expressed shyly, "0' Nurse
—-- well, 1 made my living from the sale of ligour and beers. 1 krow that ic
rot good to tell to a responsitle, respectable person like vau."  To that the

researcher said, "'I understand, but know this, I am not here to Judge you.”

She then relaxed.

== & was illitergaze d a Zionist by religion. Sha was n =r active
memoer of herr church., She was, y vE
She had negative thoughts about her brother’s wife. When the researcher made
a scggeEstion that the brother to that shz had besn
cepitalic = =&id, "But =2t iz the uss of g kim? = F= will
e core ] here Sho cortiocls i she gxmiecsed i+ im 7ol =41 o

=0 e DM ESBET 10 oLl J10



THE RESEARCHER'S FIRST ENCOUNTER WITH THE FATIENT

i {5 Having i Aduced 37, Miss
This was on the 4tk Jaruary 1982 at 13h25. Having introduced myself, Mies
9 Ohs 2igd not

Thalaza was positive to being interviewed for research purposes.  on
1

see the nesd to sign the coreent, as she felt she trusted me as =

refused the tape recorder saying it will reveal hev idertity. B8he alsc felt

) - P S— pun i o - - i - -— — —_ [ p——
it was cortrary to what I hat said aboot confidentiality. To mabkz surs &

voice was not recorded, she commanded me ta remove the tape recorder from the

lockar amd from the ward., This was immedlats - 3 NI=TY
s 1 - ke = - - — O = + —~l T e ot I - Lo - e Tt =
DWC‘;-F;‘\‘_:'LVE S.‘.::W_- aﬂd she was aware o 1t Sne  TuUckKeo 2rse.t L Wity & ENeET:
S % — - — 1 - . 1 LR - r o = | — | — i = - 7 5 — | - =
= e TR -3 - ? - == —_— = - v - - o - - — -

The lockers next to her bed was untidy. there were four closed, label

S
(.

disposatbie tumblers on top of the locker. There was ro bench under her
that of her neighbour. She expressed her gratitude that I sat down next te

her to listen to her iliness problems.

ILLNESS HISTORY

| R LAY, [ g -
1i] =sinces March

three monthe before seebing medical assiztarnce. In June ang July 1984 shs
vieited four =ach

- T4 = i s e
e ner. It was only when the
P T e — - —— e - . g | oy | 1
=he E 'z [ S ST e tC =lhowes Fyi 7 = Hossitsl b AN Mbtur
g = cr v =0y < lal ~aal y af WAEY
- - e — . — o - e m — — - -~ r 'y
Ivace gooror, un sgmlsEsil’ Enz= Waz trransferred o 1rvg = Hosmits
2 g e 2T S Lal.
A & 1 [‘_’“::_._ e P S N " - - | . Lol [~
¥ R e =Y = e b L —aTha & e S b 3 i
~oet e o= = - y Pap. ) — - —— — ey -F L
Wi £ = . (A iaini etk oeT +‘:. o Fariitm th:‘ Z = +thies weot o St
5 - S =Y = = e



on the fourth wesh of her hospitalisation, in

illnezs as a pathological congdition.

She had continued being ill, anorexic, coughing, vomiting and losing weight at
home. She avoided re-hospitalisation. The family wanted her to come to

Ngwelezana Hospital as it was nearer, but she felt she had to go to Eshowe

Hospital. She ultimately decided to Cf

e 1M
m 154/

T i
Lecember .

Fi TS FNOWLCDD %
The firet tims she bnze of her i, was from a nurses’ conversation at

Clairwoaod Hospital. She heard them say, "This is a long illness that wscstes

one, bit by bit, One goes in and out of the hospital. Once you have this
illness and racium theracy, you shall naver recover. It is a disease that

affect all races." '"You krow that day, I cried, and I could not even eat. I
told the nurse who was serving food that I had no appetite. 1 was so
disturbed until the date of my discharge." She sobbed as she said these

words.

The further expressed her language barrisr Detwsen he gs
rer alternative in discussirg her diagnosis, as cehe described the nursss as
unapproachable, Chs furthses mads & co Tison Detwesen thoses nursss and
myself, who sits down next to her, and discusses her illness wit e Sigls
describac 2 iz

o admis=zizy at oS zrans HMosgita!l the coctor theough a2 muwse as
intepeste, tzld ke she had ad oE @ stiptmli ans Lthat the-z ==
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more to be cdone for b, Doctor gave her a choice either to go bhack
She preferred

her at homes.

I askec her how she felt about that informatior. She said, "It was painful as

it became =z reality.” Asked why she accepted it as & reality only now, when

she had known about it since September

sted this in my mind and [ did not accept it. When doctor sald it, I was

am as thin oas a vabe.  Ionnirk doctos 1s brue, who CE0 revive Saco X
,,,,, — JE U S, - ) A
oErSaOn, 8z she spole she stretched out her thin arms 3 ecrutinis=sc them,
as il they belongsd to =

|~ —, 4

1 askec her whether she felt firese to discuss her {eeld

- - B s=mids 1 L~ 1 Iz +r 3 =
Qy1ing. patnls =1~ LA ! 2 giat €

listen to my probless.

There were days on which the patient refused to sat and she told me this was
because she felt she was a burden to the nurses when she Had to be fed very
slowly. There were days she felt she was dying and demanded treatment that

would stop or revert the dyirng process.  On the 153tk January, she had severs

iowe” aboominzal osin an e complainsed that she was

there, doing ncthing. She stated they wsire given some handwork at Claireood

Hogppital., I told her I shall send the cccupational therapist to see her. To

. Sy I LY e e i o = i s g - T

that = said, "Yesz, coucgin, do s D her to oss= ma. 1 oan really borso of just

._.+—-s - - ki_‘ I e 1 T - - 4 . — —— = e P |

S ing and . 5 &y whniinga. . - i AIMAETY, the gtCupaciornal

T =i ~ = By m gl i 5 e 2 + . E R o - :

etrrap i3 =t" T Sl B i OO0 wWe= L0 PErTo ary acti '.'-\:‘y
b, 1301 el e Chasesr, & * = lgs ol 4 TS SR = S ERE wias

- - = - - - » = J — wr St
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going to do something. It was left with her - and collected on her death.

On the 15th January she was very ill and refusing to take fluids. Ghe

demandec a blood transfusion. She told me blood transfusion is excellent for

regairning strength.

Croothe WOuk Jamazacy, 291 2 westend of 7, 1T wont to chech on hes a2t 04h2S
met the doztoy, who bectonsd 2t mez =nd thes told me, "This patisnt iz very 1l
: s = at 2y tins.  Tleaze info e velatives” ant he walrst awsy.
The pailisnl wss anoious Gn F 1 had promised her that the commuanity
' - TN ) L = 1 N [ L f ot O T 4 s [
SRl =0 5 2 - ? ' * = T
saidi—
P: "Hallo, cousir. Iz ihe sister coming Gach with my children?!
N: '"¥Yes, she is, and how are you?"
P: "0l Nurse I am just exhaused and wear. I really do not krow whzt I as
warth!"
N: "You are worth being Thalaza, yourseld, a mother of your childes arnd 2
child of God."
F: "O! Yes, how true, but I am finishad and I do mot see making it."
Nro "IF you feel like that, let us plan Yo the futwe.”
B Vvoa ToConoEriang my childeen? Dhe wept.
N "Yes, let us start with them, as you fesl they are the most impo-tant,
n sl there iz attually nothing For, as I have no
Their father might care for them - but I think I am corvinced he will tele
care of them. My sscond son shsll hslp his father. But, cousin, I am in
pain — 1 mean heartache.” Sha wept.
I held her in my arms wiping her face with the face nEid an to

me.
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"Yes, cousin - but it is painful.

T

N:  “Yes, it is I fully understand. Dot you feel better after

~ti
/

discussing it

- rob — - ] / iy B P |
Ll ICE = K get some relief, You are neLping Mme.

i

P: "I think it is a wondes

Today 1 am also going to see my children. 0! God bless you.

e
ee
v
n

i AT T D-—

The aunt was 7570 5 “he 10T I ETHLS . She and the e it CamE T
. = 1 —ame Wit
- — - L 4 - - - - 4 - - 1 M-~ - : 4 —_ - - - — e - -
the community psychiztric team, at OLRS0 as I had arvanged. She gave &

fomt

die soan.” This was an exporession af tota

dying.

= N . POT—— g e gz T iy i ¥y
t e WEZE, y aCcompa Y a SXOressiornt ol a2t Thalazs
= ] D — = "y iy - = : 4 L
=it ched ohe s=2id, "I hate the peirsorn who bewitched her. She waz =0 olum
I
; : -‘_—_ — .—-‘1_ = - T rn -— 11 4 . 7 - L -
o e G = 1E 11 e HWal out o&F o
:' - _.h—_ =~ s |‘-_ 1. - e L k3 — T i -
= SLUEEL Cif wfe 8isg = O 2 LhE patisst and her family
(b = ¥l ] A
wie i SashkeC - = v =1 Shis = s=ed the lesxs a4t B =t ymmt =l
- -— - — — - — - 1 —3% S & —HEH = =
f——ta ) T 3 X o = " =
¢ A SR S ESzScurE heee, : = Waz oo =+fts she = 55! "T Faoo met
=uien = - = Doee S Sl = L~ 7 = -

fesl like that. 0One thing good is that you can

n
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implies awatren

total avoidance

i ) ity stiert o
In the Januas . patiert +or

L —
L.,!_:t_—'

it God from suoh and suffering. But the hospital can ¢
wonderful wort 6t lesst, you hrow to do for he What could we co fo
he:- at hi Just tell ms! gt me go nul ' 1 noticed teary eyes by the
time she firished talking and she just walked out. It was chvious shs was

upset and not prepared to discuss aryihing lest she cries.

The aurt cid not retwn to sse her until on the 29th February. GSke me into
Y

my office and she was desperate.

despair when you tall to her.”

oy omy besit. Twven our culture
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Family The patisnt died on the

i

P

b
~

.

That was the lazt encounter with the

PATIENT'C ROLATIONSHIP WITH ALl STAFF

o]

The staff referred to here is the caring team. t corsisted of the warc

doctors, nurses ard Lthe researne.

Doctore:

T . Fup— 3 ETRRITR TPy LI S T e ame et o
e patient’s encounitss wit = coctor on 29 Decs positiv <,

when he told he = and giving hes an opticrn of eithe g Fome=

or being admitted for terminal care.

Cr the 29th Fehkruary, the patient told me that shs had a serious mathter to

discuss with This matter was presented a= follows:-

"Well, cousin, I wart to go to Durban - in fact to King Edward Hospital. You

see, there, doctor sees all of us patients in the ward."

N: "Cousin, that is not difficult for me to solve. I shall ask the

doctor to see you this afternoon, or in the morning.”

s "l 1 shall be grateful, cousin
On chechting the § t’s ~as just the imitial clerking by doctor.
It was ithe cripticn fore that had regular entries for the soouiisitior of
treat L from 4 cispensaiy. T Cocotors wsire in the opavating thestre, =
timg =ztie, =
the mEssags was l2ft with Sister. =iy "T will ask doctov to s=zo
[ xo 4
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On the lst March, I went into the ward at 0%h40, to see the doctor.

following discussion took place:-

Nurse:

doctors da not check on her." All the three doctors laughec.

Senio: Doctor: "Dut I always ses the terminally i1l patients.”

Q.:_- ~ T___T'(“ T - =% = + |- = M) o Bl T(: T =1 ey :"'—H‘

Second Docto I : : 2 g- Is: it not s
1 Re o ke third c L, and laugh=ad.
(2) Patting me on the shoulder and laughing.

Serigr Doctor: "Wou see, matron, I see all terminally ill. But, hal

You will be lucky if your friend to next

Nur se:

1
bt

m

"Yes, coctor, I am fully aw

L
i

r

an

1

should die happy.

to her and to find cut

(]
il
Y

ner, even Jjust greet

fFocslg
2cis.
Sernicr Doctors 5 g 11 see her £ "
=) - - ==t =, 2 — L
He shc e head =02 mamblsd himg — sort of grumblis T got
2 t st ld AR =5 18 I SR 5 101 T g N
s SJ— —u'-l malm] " — g =3 il i T s ]
upset d gid not sey anytihing more anc left the wara.
- 1 L - - e - - - i
At 12RO, T returned Lo the ward to ses the AL zpprasche
= approache
- — 4 - - o' o 7
=M CEYIE e - nead 0o the nillo Lo+ Fsile T _—
= Drilgie, | i as che 5
She wore the broade=t emile ] have = I e
! Ore Lhe FOaoesl SMmll aveE e eer Th net e ceeiss =
i Ve BVE =1= W 1= a2fe see sl &

1&T.

"The patient sent for me and when I came, she complained th

how sh

The

weelk,"

i
M

Doctors, I am appealing to you ali, please

she
[ = SR
=7
ol B
o4 Ner
o Ll
ks
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disorientated. She expressed her gratitude in an excited manner:—

"Gt Cousin, ude-—-ko-—-te-——la ungibonile.” ('the doctor saw me.”

The doctors kept on sesing her on the 2nd and 3rd March, in the morring.

-
R

*The patient

about the riwses. &She seemed to male a comparison betwesn

e Durban hospital

nurses, the ward ndrs=s

Thalaza was totally Duvban nurses, whom she rveferved to as

uRagmr Seg . 3me heard t | spEar by in the ward

the plight of camcer patients. The fact that she could not sgsst Lo the
these nurses trancslating for her, fornmed a 1er between he

regularly, and I thiri that is why T vomitl' Actually, the doctor had

prescribed an injection to counteract the vomiting. This b

— ) L e — = s
commumitated to the patient
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On the 9th January I was off duty an? phoned from

to the nurses.

out how she was. The Sister on duty said, Srne 1is

at all.™

Nurse: "Please, Sister, go and grest her for me and tell her I

would like to know how she is. I shall hold on.” On return,

Sistar: iatron, she says she is not so well She has diarrvhoes
She sayz he vsd:c 2atiery 15 COTpaeEte.y flat and Monc
£r = i+ Wit = T T 3 = - ol + =iz Ly
toc 3 to wait. sivo I =08y, F C oHrENgG

. .
she was alright.
1 e = [ of VT - T T'Y — T — -] — _
Nurze: It R =] . Tell her, I chall senc (ry

to bring the battery at the visiting hour, at 14RZ0"

Crvrmrmer me ot
ntrormegd me Lhat

the=

[Nl

She was reassured this

for

On 26 January the patient reported negatively about the

not assisted her in buying peaches from a vendor and do not check

night nurses,

expressed her feelings and caond:ition

home to find

an

i S - - — L gl -t i &3
was also negative sbout the fact that the patient next to her hao been moved
—_ i P —— ik
to the oihe Section o] == e tnat | “one bECaus SIS
= Lila (IR | L alls A e
= = T ~ e = 1 - = _‘J_ s - - - - —_ e - 4 . b 2
=iNELLE - i - =} I = IR =] T, — = ~ e, 4 £ SLilEMLE =
= B P — = = < ~ pueg
Slacea 1 c=cticnes for mursing and mes SO = R
= =cticns o drrsing and medizal reasons. 1 persuadec Siste -
hargE ofF the owasod bthat she bs oplace tLhE fLst section of the war: Thhis
4= “ AN — ral B Sl Gl {0 5 A I wiliE W= . .
- 4 -— f ~ o
Was gcEshten -y 2= eft 4 il o 7 =
= - == bl HWae ety T4 = f O iwakTh
Lo uns is=n =slling it : 1 the G t times s H
— - - - ol I E " e =
-~ -t = = o -~ = — —_ .
advantage of nurses lacr of observati and us=sd it L =+ O-
- i ~ [ — o
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N/A: "Tt is because she remains happy, if you have been here. She has only
had one visitor since admission, as far as I know.
My visits influenced the rnurses’ care for the patient. As from the 7th

January, I noticed that the top of her locker was covered with decorated paper
and there were beautiful flovers. There was no other patient’s locker that
was decorated. FLach day as I came into the ward, a nurse would dash to the

patient’s bedside, tidy up the locker and provide a seat.

The patient was keen that I meet her family. She expressed this on the 7th
Januarr. It was the same date she started calling me cousin. She wultimately
explained to me that her "husband's" mother is born Mthembu. From then until
her death we called and referred to each other as cousins. On the same date
she showed concern about my health. She apparently saw me grimace as I got up

on the 6th January. So, on the 7th January, she asked:-

P: "How is your backache?"

N: "Who told you I have backache?"

P: "I saw you grimace, when you got up here yesterday."

N: "Well, it is better."

P: "I was worri-d it might be worse and have noboly to come to seec me."

On the 20th January, I visited her at 07h15 as T wis going to attend a nunber
of me tings that day. She was in thz bath and happily singing a hymn. She

said, "0! I pity you. You must be mentally strained by attending so many
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CASE NO. 2 : MR ABRAM X.

INTRODUCTION

Mr Abram was a 49 year old married man, and a father of seven children. He
was hospitalised on the 4th January 1988. He had been known to me since his
previous admissions, dating back to 1983. Since he was an important member of
the community, I had always to check on him during his hospital stays in my-
capacity as nurse administrator. He was also a very close friend to my
in-laws. He respected me and always called on me if he had any problems, even

on personal matters.
ON ADMISSION

The nurses’ notes on the admission interview sheet indicated that he was
admitted in a sound mental state. He complained of constipation and a
throbbing pain in the chest, radiating to the epigastric region. The pain was
aggravated by swallowing. He said that this pain had caused him loss of

appetite and loss of weight and caused him sleepless nights.

The doctor’s notes indicated that Mr Abram was worried about his illness. The
differential diagnoses was pancreatitis and cancer of the oesophagus. The

doctor had prescribed a liquid diet and an analgesic.
FAMILY BACKGROUND

He was a married man and his wife was forty-five years old. He had seven
children ranging between 27 years and 2 1/2 years. He was an induna of his
clan, and - a clerk of the Tribal Authority. He had a huge sugar cane field and

a large area for cash crops, from which he had a reasonable income.

He was the key bread winner of an extended family consisting of two
grandmothers, two of his father’s wives (his mother was deceased), his
brothers and sisters, his wife and children. His 27 year old son works in
Durban and visits at the end of every month and over long weekends. He

assisted in the financial support of the family. The rest of his children

were still schooling.
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He had an‘uncle in the vicinity, to whom he was very attached. The wuncle had

two wives and a lot of children.

The patient was a Christian belonging to the Congregational Church. His
educational standard was Junior Certificate. He was a dignified, well

mannered, polite person. He spoke English fluently with the doctor and nurses.

MY FIRST ENCOUNTER WITH THE PATIENT

This was not actually the first encounter, as already explained. I approached
him to seek his permission for the research on the 12th January. He readily
consented. He declined to sign the consent as he saw no need therefor. He

refused the tape recorder saying it would reveal his identity.

The patient appeared to be depressed. He was very emaciated and wunable to
stand. He was alert and communicated well. He wore his own decent pyjamas
and had his wristwatch and spectacles on. On his locker there were lovely
flowers, and six get-well cards. There was a newspaper on top of his bed. He
was lying in a propped-up position. On this first wvisit we discussed his

previous and present illness history.
ILLNESS HISTORY
Previous Illness:

He felt he had been very healthy in his teens and up to the age of 30. In 1965
he developed gastric ulcers. He believed they were caused by taking too much
alcohol. He told me that he got better when he reduced the alcohol intake.
He was ill again in 1983, and he said he had fallen back to drinking too much
again. He then had wulcers and pain in his feet. I could recall that he had
peripheral neuritis. He had been re-admitted in 1985 with the same diagnosis.

After discharge in 1985, he came for a few follow-up visits, and then stopped
coming as  he ' felt he was cured. 1In all the previous illness and the present
one, his family had persuaded him to go to the witchdoctors. He had refused
their advice, as he did not trust them, or the "sangomas". I asked him what

the difference was between the sangoma and the witchdoctor. The patient
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said, "The role of the sangoma is to tell how things happened and what is to
happen. He does not handle any medicines. The witchdoctor treats diseases
with herbs and animal products. But once a witchdoctor gives people medicines
to kill other people, or murders people to strengthen his medicines, then he

is practicing sorcery and is referred to as a witch-"umthakathi” which means

"killer".
Present Illness:
The patient related this as follows:-

P: "I extracted a tooth last year. I think it left some poison in my
gums. This poison spread down to the throat. It then went down the
oesophagus and to the epigastric region. It is stagnant there, but
radiates pain laterally and backwards, to the vertebral column. It 1is

worse on the left, where it seems to be localised in the loin.
You see, this has been a slow process. 0! But this epigastric pain
that radiates to the back! It kills me. I become short of breath and
I fail even to sit up. It is so painful. It is difficult to eat and
particularly, to swallow. Just look at me - how I have lost weight!"

We discussed his treatment and he said:-

P: "Doctor has been here. He said he shall be returning at 14h00. You
seem to have good doctors here. He spoke to me with great respect and
made me feel accepted."

As we spoke the family came in - the uncle and his cousin.

P: "I was telling the nurse about my illness. This nurse has always shown

concern, when I am admitted here."

Uncle: "My son, I hope you told the nurse everything."



130

P: "Yes, I did. I cannot hide things when I am so sick."”

N: "Yes, he has done that. He is being investigated and then treatment

shall be commenced.
Uncle: "Well, we have all the confidence in this hospital.”
PATIENT'S KNOWLEDGE OF DIAGNOSIS

The patient was informed by the doctor that he had cancer, after the X-ray
report came on the 15th of January. The Sister who was presenf informed me
that his response was a simple "Thank you." He had put his head on the pillow
and never uttered a word thereafter. Doctor had gone on to tell him he would
be sent to King Edward Hospital for further assessment and management. He
pointed out the possibility of an operation. To that the patient had said

that he would first have to discuss that with his family and his people.

At 13h35 I was called by the Matron supervising the area to come and talk to
the distressed and uncommunicating patient. The matron was aware that he was
my research case. So, when I came to his bedside, he turned as he was facing

the wall, and hastily said:-

P: "0! It is good you have come. Come and sit next to me."
N: "How do you feel today?"
P: "I really do not know how I feel. Doctor has told me I have cancer.

You know, my sister, I have always prayed and wished that God takes my
life in any way or manner, but not cancer. I have all along maintained
a thought, that it is terrible to live, knowing that you are going to

die. Death was never meant to be expected as a guest.”

As he spoke he was restless, kept on tying and untying his gown belt. His
voice became shaky and his eyes glassy, and he kept on sniffling.
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"Yes, that is correct. But now we know, and you are going to be
assisted and you shall be pgood, and participate in your course of
treatment. We shall both discuss your feelings and plan for the

futﬁre. I can see you are disturbed for now, and you should be. I .
"Yes, I am. Can you phone my wife and uncle to come this evening?"
"Yes, I shall do that. Know this, I very much care for you and I am .
prepared to assist you and prepared to discuss all your feelings." I
helped him to be more comfortable with his pillow.

"Thank you, my sister. I want to sleep now."

following week, on the 18th January, he looked a bit more settled after

the shock of the diagnosis. He spoke anxiously and slowly, saying:-

"Matron, I am really sick. I have been thinking about my illness and

recalled a lot of facts.”

"What are those facts?"

"At the age of 30 I was ill. I felt something winding in the stomach.
I felt funny and breathless. I went to several doctors, but saw no
cure in my condition. You see, medical treatment seems to lull the
disease. So I went to a Zulu prayer woman at KwaMashu. She just
opened the Bible and asked me to fetch water in a basin. She added
some salt and powder into the water. I had to drink this emetic. I

vomited a lot of greenish-yellowish stuff.

The prayer woman told me I had been bewitched with grave and ant-hill

soil. This soil was meant to grind me inside. What I vomited was a
sticky grainy substance of soil. It means this so0il did a lot of
damage in my oesophagus as well, hence the cancer. Do you remember,

when I was admitted with painful, sweating toes and fingers in 19857?"
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N: "Yes, I do remember. Doctor explained to you what it was and the
cause."
P: "Yes, but that was the Western explanation, when in fact it was

bewitchment. What did doctor do? He lulled it, and you see now it is

cancer. 1Is it not a fact that doctors do not know what causes cancer?"

N: "Yes, but ..

P: "It is the works of witchcraft!"

N: "But cancer affects all races.”

P: "Yes, but you never know what other races give as the cause, and how

they treat it in their traditional way."

N: "Do you imply that you are not going to continue with medical
treatment?”
P: "No, I will, my sister."”

The patient showed a complete change in direction of thought, in his
perception - of - what caused his illness. Initially he accepted that it was a
pathological condition. Once he understood he had an incurable disease, he

believed he was bewitched.

Before going to King Edward, he was permitted to go home first. At King
Edward, the doctor told him he was to be operated on. He was handed over to
the nurses to show him other patients who had undergone a similar operation.
The sight of those patients disturbed him. He saw them struggling to breathe,
and the nurses spoke negatively about those patients’ prognosis. He had

returned to the doctor and told him he would return for the operation, but he

had no such plans.



133

He went back to his home and gradually became very ill. He was then taken to
his uncle’'s home (father’'s younger brother). When he was very 111 and
suffering severe pain, a family member was sent to the hospital to ask me to
get him an analgesic. I approached the doctor, who did prescribe something
for him on his treatment card. I told the doctor that I wanted to go to the
patient’s home and persuade him to come to the hospital. The doctor agreed.

This was on the 18th February.

At 14h00 I 1left the hospital with the messenger and a clerk from the
Magistrate’s Office, who is the patient’s cousin. We were joined by two other
government officials. We reached the uncle’s home at 14h30. The patient was
lying on a mattress under a tree. He was surrounded by a group of elderly
men. I went to the old ladies who were sitting outside a rondavel, and sat on
a mat with them. They told me he was very ill and pleaded with me to take him
back to the hospital.

The patient was then assisted Into the main house, and his mattress was
carried in by the men. When he had settled I was permitted to enter.
Everybody remained outside and I was alone with him except for two old ladies

and the uncle.

When I sat down on the mat next to him, he said:-

P: "So you have come to take me along to the hospital, as a responsible
nurse?”
N: "Yes, I received the message and I felt I should come to plead with you

to return to the hospital."
P: "Well, I have no objection.”

He turned to look at his uncle, who nodded. I then asked for a spoon, a plate
and water, so as to give him his pain drops. According to custom, I opened
it, squeezed one drop onto the palm of my hand, and licked it. They all
nodded. I then gave the patient his dose. This custom ensures the patient
that one’s treatment is safe. The patient boastfully said to his family,
"You see, I told you that my nurse is very humane, and a proper Zulu.” One of

the grannies said, "Yes, my son, we can see you were right. There she has

tested the medicine first."



134

When we finalised the return to hospital, the aunt said:-

Aunt: "He must sleep here today. We shall then, as -elders, inform the
ancestors he is to go to hospital, so that they accompany him, protect

him and bring good luck and success to whatever treatment doctor shall

undertake."

N: "I fully understand that custom. We shall be expecting him tomorrow,

then."

The next day, on the 19th February, he was in the ward at 12h00. He was very
ill. He told me that he had slept well the previous night, after weeks of
sleepless nights due to pain. He also said that he wished one of his people
could remain with him in the side-ward. The Medical Superintendent approved

of that. It was obvious that the patient was afraid of being left alone.

Although the patient had accepted hospitalisation, he sort of wanted to try
everything. On the 22nd February, he confided in me:-

P: "Last evening (21 February) my cousin brought me a syringe, and I gave

myself an enema. That is confidential, between you and me."

N: "OK, but do not allow yourself to take doctor’s and private treatment.

Do you really feel constipated?”

P: "No, it is just that it is not good not to pass a stool for more than
two days."

N: "If you are not eating, is it possible to pass a stool?"

P: "No, no, mno! You are right! I wonder when we Zulus are going to stop
this habit.”

N: "Well, as we continue to do community health education, there shall be

a change realised in health behaviour patterns.”
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There were times when the patient would sit up in distress and just ponder,

talk to himself and shake his head, even in the presence of his family.

Oon the 4th March, the patient spoke in a manner that made me feel he was

accepting that he was dying. His aunt and wife were present. It turned into

a group discussion.
Aunt: "O! Nurse, he is very ill."

P: "Yes, you are correct aunt, the disease is just "feasting”™ on me. One
is just dying slowly. One just ponders with anxiety and frustration,
as death approaches. I, at times, look at myself (stretching out his
arms for us to see, and sort of inspecting them) - 1s this me, a

brave, strong man, who is like this now; with drips hanging like this!"”

Aunt: "Yes, my son, you were healthy and strong. You were brilliant at
school.”
P: "But, my aunt, you know I was always chosen as a class prefect, and

always the youngest of all the school prefects.”
N: "Those were signs and indications of your present leadership qualities.”
The patient laughed aloud, nodding his head in appreciation of the praise.
The patient’s condition gradually went down. He appeared distressed and
seemed not to have the will to 1live. On the 8th March, he verbalised his

feelings as follows:-

P: "I feel very weak and depressed. I am experiencing less pain though,

with the sedation."
N: "What do you think causes the depression?”

P: "I think it 1is being 111, and knowing my diagnosis. 0! Nurse, as for

my children."
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He cried bitterly. I held him in my arms, wiped his face and comforted him
until he fell asleep under sedation. From the 8th March, he demanded that a

nurse remained at his bedside, despite the family member who was always.there.

On the 1lth March, the patient spoke to me in a very relaxed manner. He held

my hand and smiled as he spoke.

P: *I am very 1ill nurse. The only good thing is that I do not feel pain,
because I am being sedated. On the other hand, it makes me sleep most
of the time, and I cannot talk to my family. It helps me though, not

to be worried by all sorts of people, some who are rejoicing that I am

dying. It would be better to be with my family, in these last days of
my life. "
N: "We are controlling visitors. Now, if you say these are your last

days, how exactly do you feel about it?"

P: "I feel helpless and as I ponder, all my life seems laid before me. I
then know I am going to join my ancestors. 0! But the worry about my
wife and children, of course, I cannot deny."

N: "I ﬁnderﬁtand. How do you feel physically?"

P: "It seems as if my body systems are giving up their functioning."

From the 12th to 14th March the patient was heavily sedated and I never
found him awake. On Tuesday 15th March, I was called from a meeting at
09h00, as the patient urgently wanted to see me. When I got to his
bedside, he spoke with excitement.

P: "Hello, Nurse, its a long time since I last saw you!™"

N: "Yes, I last talked to you on Friday. Yesterday I was here when your
family prayed."

P: "You know, I have been thinking that I was dreaming about my brothers

and prayer."
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(The clear way in which he talked surprised his wife and aunt. They jumped
onto their feet and exclaimed, "He is talking to his nurse!").
N: "1 am sure it is because you had been sedated when they prayed."

P: "I see. Now please help me. I cannot sign my cheque. I am shaky.

Can you assist me to make a thumb print?”
N: "Yes, let me get the ink pad.”

P: "Hey, I am finished! Is this me, signing with a thumb print, as if 1

am illiterate!"
N: "Well, there are times of illness for each one of us.”

P: "Thank you for assisting me. You are a real helper to me. Let me not

delay you any further.”

The patient’s condition continued to decline. He totally refused to
co-operate in his care plan. The doctor became annoyed with him, and on 17th

March at 07h30 he sent for me and stormed at me with these words:-

"Matron, your patient is refusing to co-operate in his treatment plan. He has
no motivation to 1live. He wanted to know about his diagnosis, now I am
struggling alone. He is just passive. So, I have stopped all treatment,

yesterday (16  March). Just go and talk to him. I shall not go on treating

him, if he behaves like this!"

Doctor spoke with gestures, and it was obvious he wanted no response from me,
and walked off. I went to the patient, and found out he could not talk. He

was just staring. He never spoke again. He died on the same mnight, at 01lhl5
on 18th March 1988.

REACTION OF FAMILY TO KNOWING PATIENT'S DIAGNOSIS

The wife was met on the 13th January. The wife told a similar illness history

as the patient. She was worried. She said:-
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"Nurse, how can a mentally sound person, having been told he has ulcers,

continue to drown himself? Tell me! 0! No! No!"

N: "Well, I understand how you feel. You are concerned about your
husband, and father of your children, and his actions have annoyed
you. It is normal to feel like that. It is good that you have spoken
it out. There 1is, however, something that you probably do not know -
that is, alcoholics are sick. They have a weak will power, they crave
for liqour, and it sort of becomes compulsive to take liqour. They

need professional help and support, and family support.”

Wife: "O! Nurse I don’'t know how happy I could be if he 1is helped out of
this on discharge. How long do you think he will be hospitalised?"

N: "As a nurse, I cannot pguess. We shall have to find out from the

doctor.".

The family was not seen again until the 18th February, when I went to persuade
the patient to return to hospital. Then they were positive to him being

hospitalised.

As they came to see the patient at the hospital, they realised his condition
was deteriorating. They had known of his diagnosis on the 1l4th January, as
informed by the patient. On the 29th February, the aunt, in the presence of

the wife, discussed the patient’s condition with me, as follows:-

Aunt: "He is wvery 1ill, nurse. He seems to be afraid. He seems to be afraid

of being left alone, and that is not a good sign."
N: "What does it indicate?"

Aunt: "It means he feels death approaching and is afraid. His other worry is

that the Sister who is his cousin, is going on night duty."

N: "She will be on night duty, but in the same ward. On certain days she

will relieve the matron, but will come to see him."
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Aunt: "That will be fine, then."

On the 2nd March, the wife discussed the fact that the husband was dying. She
only spoke to me when the in-laws were not there. This was because of the
Zulu respect custom, that she keeps silent when the family elders are
discussing an issue. She joins the discussion when called upon to do so. The

patient was heavily sedated and asleep. She spoke with anxiety.
Wife: "Nurse, he is getting more ill! Don’t you think so?”
N: "He is ill, and ...

Wife: "Nurse, I think he is losing hope of recovery, but, hey, as for this
cancer! I cannot even understand what causes it. O! But, I think it
is "idliso" - somebody bewitched him." ("Idliso" is some orally taken
medicine, meant to kill a person. It is believed to be added into food

or beer by a person intending to bewitch the other).

N: "The exact cause of cancer is being investigated, but doctors are able
to manage it - at times, successfully. But now, you and I have a

responsibility to support him."

Wife: "Yes, I shall do that. O! But I fear the future - to stand on my
own!" (She sobbed).

N: "Yes, you should feel like that. Now do you discuss that with him?"

Wife: "O! No, nurse, I cannot do that! I Just cannot show him that I can
see he 1is dying. But his doctor 1is very kind. He spoke to me and
comforted me. He said he shall insert a tube to enable him to eat. At
least that 1is something, rather than to keep him at home where we have

no means and knowledge of feeding him."

N: "Yes, the tube can assist him, so that he can be taken off the drip.
Well, his doctor is very good. "

Wife: "Well, nurse, God willing, he shall recover but ...
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She stopped talking when the visitors came into the side-ward.

The next encounter with the family was on the morning of the 4th March, as
stated above, when it became a family group discussion - the patient admitting
he was dying, and highlighting his achievements in his past life.

In the afternoon of the same day, the aunt came to my office. She appeared
quite anxious, spoke in a low tone, and even whispered at intervals. She had

this to discuss:-

Aunt: "Do you see he is dying, day by day? Perhaps as a young person you do
not see that. Yesterday, he was actually avoiding eye contact. Do you

know what that means?"

N: "I might know it differently. How do you interpret that?"

Aunt: "It 1is a sign that a person is dying. It is serious." (Whispered
that).

N: "Well, we understand it the same way. How do you feel about him dying?"

Aunt: "I am disturbed, particularly about his young wife and children. At

least my husband died when all my children were married."

N: "Are you able to support the wife, at this difficult time?"

Aunt: "O! Yes, Nurse - I am assisting her to accept that her husband is
going."

N: "Does she accept it?"

Aunt: "She is hurting, but fully aware of what is to happen."

N: "What strengthens you at this difficult time?"



Aunt:

The

141

"I believe that what happens to us has the blessing of God. His wife
has said that too. We part to meet in the next world, where we shall
be united with God, angels, and our ancestors. So, we pray with him

when we arrive in the morning, and when we leave in the evening."

aunt seemed to be relieved of the anxiety she came with, by the end of the

discussion. She then left for the ward to join the wife, at the patient’'s

bedside.

On the 10th March at 13hl0, the wife and aunt were at the bedside. The

patient was asleep. The wife asked to speak to me outside the ward. She

appeared anxious. She had a changed attitude and expressed that the husband

was bewitched and could therefore be treated by a witchdoctor.

Wife:

Wife:

Wife:

Wife:

"Nurse, he is very sick and 1 am worried. His neck cannot straighten

up, as if there is something heavy sitting on his shoulders."

"What could that be?"

"It is some evil spirit. You see, he can now sit but it prevents him

to straighten his neck."

"It is good that he can sit up - that shows he is strong. Now, he
cannot straighten his neck because of the subclavian drip and the
injection he had. It is going to get better as he gets accustomed to

the drip."

"He does look strong, and can even sit up on his own. What else is

doctor intending to do for him?"
"He is on this very expensive and nourishing intravenous fluid called
hyper-alimentation. It 1is to build his body and strengthen him for the

insertion of the tube in the operating theatre."

"]l see."
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N: "Did you have anything in mind?"

Wife: "No, nurse it is just the worry about his condition. One day you think
he is very 1ill, the next day he is better. It seems he needs the

performance of a custom to *push him forward.™
N: "Can you explain what that custom is all about?"
Wife: "A beast is slaughtered, Zulu beer made, and the elders talk to the

ancestors to ask them to assist the sick person to push him to good

health, or if they (ancestors) feel he has suffered enough, they pull

him to rest and join them in their underground world." (She sobbed).
N: "Do you feel good about that custom even though it may prove
unfavourable?”

Wife: "Nurse, I believe if he dies, it will be because God and the ancestors
would have deemed it fit. You see, ancestors are near to God and will
not do anything against His will. So, they will not protect him. If

his time has come, I will accept it.”

N: "It is good to positively view adverse aspects of life. Do you want to

take him home or can the custom be performed in his absence?”

Wife: "Let us wait and see. Perhaps next week he will be off the drip.

Thank you nurse, I am sure I have delayed you."

N: "Not at all. It has been good to assist you in your trouble. I shall

always be ready to discuss your feelings."

On the 17th March, and the last day of Mr Abram’s life, the wife and aunt
seemed to sense that death was imminent. The patient was critically ill, with
no response to verbal and/or even painful stimuli. The halting of all
treatment by the doctor may also have aggravated their frustration and
anxiety. At this late stage of the illness when I thought they had accepted

the inevitability of death, they came with a new idea. This 1idea was

verbalised as follows:-
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"Nurse, 1 am now dumb-founded. There is no improvement. He is just
remaining the same. We have a feeling that there 1is an evil spirit
which is sitting on him. Actually, it is the spirit of his very close
friend who died. Now I have come with a prayer woman, who 1is going to

wipe him with holy water to remove that evil spirit. Can we wipe him?"
"Yes, do wipe/sponge him."

"Thank you, I now feel happy."

sobbed, and I assisted her wipe off the tears. The prayer woman and the

aunt sponged the patient. When they had finished, I asked the aunt: -

Aunt:

Aunt:

Aunt:

"What has actually happened with the performance of this custom?"

"This holy water had a herb added, which has the power to expel this

spirit of his late friend which was sitting on him."
"How did you find out about the late friend's spirit?"

"Nurse, when you have a sick member of the family you do not just sit
and relax. You go out and hunt for help - go to the sangomas, prayer
people, and doctors. So, we heard of this from the sangoma; and it

was confirmed by the prayer woman."
"As the spirit has been removed, what is going to happen?"

"Did’nt you see him smile? You see, we are sure if he dies it will be
this cancer as doctor says, and not because of the late friend’s
spirit. TIf he dies he will easily join his ancestors and not be
burdened and disturbed by the spirit of his 1late friend, which is

unknown to the ancestors of our clan."
"Thank you for enlightening me."
The aunt in this family was the main supporter and comforter of the

patient and the wife. She maintained the role of the strong one in

front of them and seemed to be able to express her feelings only to me.
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PATIENT’S RELATIONSHIP WITH ALL STAFF/CARE GIVERS

The caring team consisted of the doctor, the nurses, and myself.

Doctor:

The patient was attended to by one senior surgeon. The patient was able to

communicate directly with the doctor in English.

The doctor kept the patient involved in his care plan. On the 13th January,
the patient informed me that the doctor had sent him for a special X-ray.
When it came to informing the patiént about the diagnosis, the doctor had

decided he was the type of patient that could be informed. He mentioned this

to me.

Doctor: "This patient has cancer of the oesophagus. I shall inform him when
I have examined him under anaesthesia."

N: "Do you think he will take it well?"

Doctor: "He appears and sounds mature enough to accommodate that. In fact,
he has been persistently asking me about his diagnosis."

N: "He has also asked me, and I said you shall tell him when the

investigations are complete."
CARE-GIVERS SUPPORT OF FAMILY

Doctor:

The doctor apparently did not often speak to the family members. They,
however, felt his support through the patient. On the 2nd March, the wife

said, "His doctor is very kind. He spoke to me and comforted me. He said he

will insert a tube in him for feeding."
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Nurses:
This patient was mainly attended by registered nurses. His care was
supervised by the senior matron/chief professional nurse. They tended to

avoid discussing the patient’s condition with the family. On the 29th
February, the family came with a witchdoctor into the side-ward; and there
was a dispute. In solving this problem, the Matron and Sister in-charge

called in the security guard to escort them out of the ward and hospital.

On the 8th March, when the patient’s condition was really going down, the
Sister was asked whether she discussed the patient’s condition with the
family, she said, "We talk and comfort them, telling them to put their trust

in God.™
N:"Is that meant to encourage them to hope for the patient’s recovery?"

Sr: "It is difficult to speak in terms of no recovery. But, also, there is
no need to even say that, because he is critically ill, and they can

see for themselves."
Researcher:

The established relationship between Mr Abram and myself as a nurse and family
friend made it possible for him to verbalise all his feelings and needs. 1

was able to asssit him and his family.

The nurses and their supervisor tended to rely on me for dealings with the
family. On the 29th February, the patient did not want to take his liquid
diet. They informed me that it was the family’s influence because the diet
contained milk, which did not agree with the witchdoctor’'s treatment. The

researcher had to discuss and sort this out with the family.

PATIENT'S FAMILY WORRIES

The patient was very reserved in expressing his worries. The researcher could

only associate this with the Zulu culture that men tend to be reserved about

the discussion of problems.
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The only time he verbalised his worry about his wife and children was on the
8th March. He informed me that he was feeling weak and depressed. On being
asked for the reason, he said, "I think it is the illness, and knowing my
diagnosis. 0! Nurse, as for my children!” He cried openly. The researcher
held him in her arms, comforted him and wiped his tears, until he fell asleep

as he had been given his sedation.
FAMILY SUPPORT TO PATIENT

The patient seemed to identify himself with his father’s brother/uncle, whom
in Zulu we refer to as the younger father. When he had decided mnot to return
to King Edward Hospital, in January and when the illness became severe, he

went to stay with his uncle.

The aunt was at his bedside daily with the wife from the 20th February, until
his death on 18 March. They came to the hospital at 10h30 or earlier and left
at 16h00, leaving a male relative with him. On two occasions, the wife and

aunt slept on a mattress on the floor in the side-ward.

The Sister, who worked in the ward was a cousin to the patient and served as
part of the support system. The neighbours who came to pray for the patient
on 26 February were not accepted by the patient. The patient informed me that
he had chased them away, as they pretended to be Christians. The reason for

such feelings was that they had never bothered to come to see him at his home.

A group of 15 - 20 men came to see the patient, who was their induna, on the
26th February. This proved to be very supportive to the patient. They had
come to meet him before going to the Magistgrate’s Office. T organised that
they meet in the Nurses Conference Room. The patient was dressed up in his
suit and tie. For a number of days his wife, aunt, and the patient himself
expressed their appreciation for this arrangement. The patient felt he had

not lost his identity as a leader, and felt the self-esteem.

The patient also had a lot of friends that came to see him, even from as far
as Johannesburg. A lot of the hospital staff also came to see him. He was
for most of the time positive to his visitors, friends and the family. It was

at times, difficult to control the numbers.
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INFLUENCE OF RELIGION ON PATIENT TOWARDS DEATH

The patient’s first expression about his faith, was when he -was infqrmed he
had cancer. He said, "I have always prayed and wished that God takes my life
in any form, but not cancer." These words were expressed iIn despair and
despondency, on 15 January. This led to him being negative about God. On the
2nd March, the supervisor anxiously approached me saying, "I wonder if you
can help with two problems. Your patient is very anti-prayer even though he

is so i11. Secondly, he is keeping a lot of money."

The researcher, on discussing with the aunt the patient’s progress and what

strengthens her, asked her:-
N: "Do you think it is important that you pray with him and that he prays?"

Aunt: "We pray with him, but he holds a cold attitude. He should pray and

confess his sins, and ask God's pardon for all his wrongs."
N: "Are you going to assist him by getting a pastor?"
Aunt: "I think you can do that for him, but not from his home area."
N: "I shall do that."
I phoned the pastor, who promised to see him on Saturday, 5 March. The pastor
phoned me on 5 March, in the evening, and said the patient was very happy. He
was to see him again. On Monday, 7 March, although I came when he was drowsy

from the sedation, he smiled and said, "0O! Thanks for the pastor!"

On the 1lth March, when we discussed his feelings about the impending death,

he seemed positive;-

N: "What strengthens you at such a time?"
P: "It is my faith in God, that death is a must for everybody, and it
comes in turns for us all. Actually, the body dies to rot, but the

spirit shall live forever."
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N: "Did the pastor's visit help you?"

P: *Very much, I pray freely now."

CARE-GIVERS ATTITUDE IN INFORMING PATIENT ABOUT DIAGNOSIS

On the l4th January when the patient was to be informed about the diagnosis,

the Sister expressed her feelings as follows:-

Sr: "Can matron be present when he is being told?"
N: "Not necessarily, but it will be good if you attended the doctor."
Sr: "Actually, matron, I am afraid to be present. I think it is a terrible

thing for doctor to tell the patient he has cancer, because everybody

knows its incurable."

N: "Your patient can speak English to the doctor. He has asked to be told

his diagnosis, and don't you think he suspects it?"

Sr: "Yes, he has been asking everybody about his diagnosis. It should not
shock him."

N: "] hope you play your role, then?"

Sr: "Yes, of course."

Sister reported back to me the next day. She appeared depressed because the

patient reacted negatively to the diagnosis. She never said anything to the

patient, when he collapsed on his pillows. The zone matron also was
distressed -about the patient’'s negative reaction. She wurged me to go and
speak to the patient. The supervisor again complained about the patient

having been told. Her complaint was arising from the patient’s fear of being

left alone. She said, "I don't think it is good for him that he was told
about his diagnosis."
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DISCUSSING DYING WITH THE PATIENT

The doctor discussed the impending death with the patient when he .explained
the diagnosis. The nurses avoided discussing death with the patient. They
pushed me to doing it, claiming I have "a special gift" for talking to the
terminally ill. The nurses also did not discuss dying with the patient.

The nurses failed to take the opportunities to talk to the patient, e.g. when
the patient was depressed. On 8 March the patient expressed fear of being
alone and the Sister said he was demanding a special nurse. When encouraged

to talk to the patient, she said, "No, how and where could I start?"

In the prayer by the family on 14 March, the Lord was asked to relieve him
from the pain and suffering. This was interpreted as an indirect way of

discussing the impending death with the patient.
FAMILY REACTION TO PATIENT'S DEATH

The Night Superintendent reported to me her observation of the family'’s
reaction as follows, "They said they had expected it and felt he had rested.

Even the wife was not hysterical, she was just sobbing."
The family was met at the mortuary, on the 21st March.

Aunt: "0! Nurse, we have been conquered. My son is 1lying there, smiling,
and as if he 1is going to talk. But I shall never forget all that the
doctors, nurses and you did for him. Each time he was admitted, he

received good care from this hospital."”
N: "We are all sorry about his death."
Uncle: "Yes, my child, he has rested and has relief from pain and suffering

Nurse, we are grateful for all you did for him, whilst a patient

here."

The rest of the family kept on nodding. It was obvious there was immediate

death acceptance.
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CARE-GIVERS REACTION TO PATIENT'S DEATH

The Night Superintendent’s reaction was that of total acceptance, as she said

"Well, I think he has suffered and did not want to live with cancer."

I saw the ward nurse at O07h30 of the same day - the 18th March. 1 started
talking to the staff and ended up with all the ward team surrounding me. They

pitied me and accepted his death.

S/N: "We are sorry your patient died, but he was very weak to survive. He

did not want to live, despite your constant encouragement."

Sr: "We are really sorry your patient died; but I am sure you also

expected his death."

N" "Do you think you did all you could for the patient?" They all said

"yes" and nodded as Sister continued to say:-

Sr: "Yes, we did. We have been talking about you, that you seem to have a
special way of talking to the critically ill patients; You cheer them
up, and they relax and die happily."

N: "Thank you for the kind words."
DEATH RITUALS PERFORMED

At the mortuary, I observed that the son of the deceased was holding an

assegai upside down. When asked about it, the aunt replied:-

Aunt: "He 1s the first son, and should become the next induna. The assegai
has been handed over from generation to generation. When we reach home
it shall be placed 1like that at the head of the coffin. It shall be
held like that at the graveside until everything is finished; and

until the second washing of hands. It is a sign of respect."

N: "Why is it the men handling the corpse?"
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Aunt: "A man of his status 1is respected even when dead. It is a Zulu

custom. Even the fieldwork is going to be halted for three weeks; as

a sign of mourning by all his people.™

The elderly wuncle was carrying the ziphuf-mucronaea twig, and stood silent
next to the first son. All the talking was in whispers. The aunt said that
the twig was for taking the spirit of the late son home and to his people. As
the coffin was picked up, the son and an elderly uncle walked in front, after
calling his spirit. The other uncle sald the praises of the deceased softly
close to the hearse. On reaching home the coffin was to go into the
grandfather’s rondavel, where the meat and Zulu beer was kept. The twig was
to be placed at the head of the coffin. Before being placed, the spirit was

to be informed that he had arrived home.
N: "How is the family taking the death?"

Aunt: "0l My child, it is perhaps only those who did not see him in pain who
might not accept it, but we as the family and the majority of his
community, accept his death. Even the wife realised long ago that he

was going to die."
N: "But she has been trying traditional healers to save his life."

Aunt: "0! That is natural for one to try till the end. You know those
helpless efforts. You remember the day of the signing of the cheque?
(I nodded). At home she opened up to me, cried bitterly and said she
had lost all hope."

On the day of the funeral, on the 25th March, at 14h00 a Christian service was
conducted by the pastor. The 500 warriors then took over. They wrapped the
coffin with the skin of the black ox that had been slaughtered. They carried
their shields and sticks (no assegais), holding them below armpit level. They
sang the traditional army songs, but softly. They walked with reverence and
dignity. They carried the coffin on their shoulders. They took about six

steps and squatted, until they reached the graveside.
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The women and the wife were pushed to the far back, with the men who were in
western attire. The elderly uncle presided at the actual burial. The uncle
later informed me that he called on all his forefathers, calling them by their

names, to meet their son. When the coffin had been lowered, the first son

threw in the first sod.

On asking the aunt why both the Christian service and the traditional were
performed, she said, "You see, when one dies, one assumes the spiritual form
of existence. The spirit goes to the Lord and the ancestors. So, it is
important to fulfill that which satisfied the ancestors, or else they are

provoked."

After the funeral the wife went to the river to wash her body. On return, she
sat under a bush, far froﬁ home, and had her hair shaved off. The children
had their hair shaved off outside the fence, the next morning. All the family
was to wear black mourning cloth, the wife black attire, and the children the

black string around their necks.

On returning home from the graveyard there was plain water, and water to which

had been added stomach contents and bile of a goat at the gate, for the

washing of hands ceremony. Men and women separated to go into different
rondavels, and were served with cold beef and dumplings. As people finished
eating, they left one by one. The aunt was approached to find out whether

there were further death rituals to be performed. She said the second washing

of hands would be in the middle of May.

On the 2lst May, I reached the family at 13h50. I was introduced to almost
everybody as a good nurse, who cared so much, and who shall not be forgotten
by the family. The wife smiled as she saw me walk in and said, "I am pleased
to see you. I have been wondering lately whether I did thank you for all you

did for us - the care, the concern. I shall never forget you."
N: "Thank you. You did thank us all. but how are you?"

Wife: "I was very upset in the first four weeks, and just could not talk
about it. But I have gradually learnt to accept, and can recall the

care given and all the events to the day of the funeral. How is his

doctor and those good nurses who cared for him?"
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N: "They are alright. They send their greetings to the whole family."

The aunt informed me that the children had removed the mourning strings in the
morning. They had been burnt by her outside the fence to prevent the
recurrence of death. The family had washed their hands with water, to which
had been added bile and stomach contents, The hands were washed, she
explained,‘ to remove the pollution. The neighbours were cleansed by attending
this occasion. Women and men went into different rondavels and were served

with cold beef and dumplings.

Before leaving, I asked whether there were still rituals to be performed. The
aunt said that they shall slaughter a beast and the wife shall remove the
black mourning clothes at the end of the year. I explained that I would not
attend, but all the elderly people scolded me, so that I agreed to attend.

A week later, the aunt who was always at the bedside with the wife, collapsed
and died. On enquiring about the cause of her death from the family, I was
told that it had seemed she had not accepted the death of the son. She was
the sister to his mother. Her sister had died when the deceased was a few
months old. She had put him on her breast and brought him up. I was informed
she always put up a brave front in the presence of the wife and people. She
was always found crying in her bedroom. She simply had a cardiac arrest one

afternoon when she was discussing her loss with a close friend.
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child as far as these things are concerned. How can it be
digested, because it has been treated and prepared by a witch?
The witch gets his victim at these parties. You est it ard you
feel the effects thersafter. The "idliso" gais implanted in the
cssophagus or stomach. Unce implanted, it starts warking on you,

like slow poison. It cannot be treated by western megical maans,

2 "

emetics.

m

J but by a wltchdoctor

. T B g ~y =S
s "Now, after it had come out (iclisg), then surely youw =hou

’7”

realed up

J I got fed up and ! thought I should come to the cactar. I teil
you, fraom now on 1 shsll never go to the witehdactor
agaln” (Patient's Ffury could be read from his facial

expression and tone of his voice).

e "Why do you have such confidence in the doctcr now, as you

said hescannot treat the idlisg?"

5 "Experience iz the best teacher. I got fed up with their self-

confidence, which proves a failure at the end of it all. What I

have seen with the doctors iz that they come, thess of them =t

time. They discuss my disease and tell me they are etill

investigating. There is no guescing - they ars reliable."

A young woman walked in, carrying a emall baby. Tne patient

introduced her to me as his wife. [ greseted her.

s "I was telling Matron avout my illness.t
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with your urinary system. gt Wing Edward there ars sven =

i

specialists, better machinery for examining you. zu gaid it

youreslf, that doctors do not want to guess. That

o
reashbm,

e I wili only have an opsraiion

the docitors wiith whom -

here,

1 : - P e e = : P = e R i
Bt anc be nurzed by the rurses that know me - 38 we work
Aol BRSNS
togsther as a family.
(S Do you Fear being operated in Durbsny”
3H et ig rot dgood o I imagins 1t 1=

terrias EElrg: St
2 - —— - —— = lois o= ==l . - - = —
e "oy ZEn BeE aSzuwed thers rothing daeng againzt
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b= il i

that the gatisnt shoct kie heac, +facing down and hegt on chewing his
testh, when f= had tesn told -2 had cancer. He had Wept gquist  and
mEver salc & word until 1 osrvives st 1TRIO.

On o the llih february, he infarmed me he warntsd to oo rirst, o
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"Since you are the head of the family, whom are you going to

inform?"

"wou see, 1 have to perform the slaughtering custom and formally

infarm @y ancestars,”

"fre your ancestors not aware you are here?”

They do, but not that I am tc be operated upon.

You see, an

operaticn is something serious and I must assist the doctor.

they know 1 am to undergo an operation,

and the operation will be a success.

"Have you communicated that

"Wao, I trought that reguires

present my case to the doctor. At times,

nese

make fur of such ideas."

"Aliright, I know about such customs.

"

to the doctor™?

a respectable person

patients’ gpinions, so when he comes, ask him."

they shall protect me

like you, to

young nurses

Youwr doctor respects

"Ng, matron — find the doctor and inform him sbout my reguest.

You krow where to find him."

"Alright then, let me go and find him."

the aperating theatre.

The doctor was

found in

"Doctor, the patient wants to go home first, ta ——-

"To perform the slaughtering custom.
for ssessmant and not for an opsration,

nuees would do rese vch, then one would know how one's patients

I only wish more

Tell him he is anly gaoing
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think and fesl."
yix  (The second case study was the same doctor’s patient) X

I+ was only on the 12th Februasry at 1Sh4S that the patient infarmed me

that dactor had told him he had cancer.

1 e “Well nuwse, I am very ill. Doctor says I have cancer. Hey! ...
that is terrible. What about this young boy? He shall grow up
n not knowing me — his father!

N "Well, things have turned out like that. Let us discuss ths
and plan for the future."

P "What worries me is that his mother is very young and after my
geath, she will vemarry. ALl men, like myself, do not want =z
woman who marries with a child., 1t is better if it is a girl,
because then there is hope for the "lobolo'; not a boy who iz
ons day going to be returning to his people.”

N "That is good reascning.  Now, who among your family co yvou thirk
is responsible encugh toc take care of him?"

P "I thir: my nephaw, he is responsible and matwe.”

Nz "That is good, we are getting somewhere. Do you have any
insurance pelicy™

P "No, nurse. Were you thinking about his financial support?"

Mz "Yez, that is important.”

"Nao, I have always been negative to any form of insuranca.”

e
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FH “"According to your file at Staff Office, who iz your
beneficiary?

P: "It is my first son.  You know, I must get that changed."

\H "] =hall ask the Hospital Secretary to come and see vou,"

P "l also made a will with the lawyer. You know I have to thirk

that out. We shall discuss that when I return from King Edward

Cn the Z3rd February at 08n30, the patient was back from King Edward,
found him resting on a msttress, under a tres. He was  with his
mistress, his nephew and his friend - a male hospital worker. Tn=
baby was crawling over him, playing with him The patient was
Felpless, but trying hard to play with the little boy. I sat on the

mattress with them.

£ [

Matron, you are like my r2al mother. (I nodded). We are
discussing a serious matter and you have to participate as  you
have hslped a lot in ths past. I was suggesting that my nephew
goes home and that he and my sister perform ths slaughtering
custom.  As we are talking, the ancestors can hear us. My case
is critical and warrants the performance of this custom in my

abserca.”

Frisnd:  "Yes, mama, he is too ill to go home.

Nz “Who will do ths reporting to ths ancestors?
P "There is one of my grandfathers in my extended family. My

sister and nephew can arrange and organise everyt ing.”
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istress "Ol o Nurs what is this that [ hear from him? UWhat will
Mistress 0! Nurse, what is
3 | e 1
become of us? [ have been holding back tears s he spoke

to me, saying he has this cancer!”

. —- | e e et L= I =l
N: "That was good of you not toc cry in Hrent OF i How does
he feszl about 1E7"
Miztress: "1 feel he iz troken up. It is just that he 12 a3 man and

centrolling his feelings."

INH "Well, you and I are going to support him."

Ye=, we have to do that. Let me go, I left the baby at

[ sEnsed that she wanted to go and cry it out.

—i
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t's sister on the 2%9th February., She felt that the

brathey chould go home and that the lau

ghtering custon shnould be
par+tormed. 8he seemed to feel that there was no chance of survival
+or her orothere She saidi-

"Wou ses, the ancestors can assist him to survive or
this suffering. Our mothar was very ill and staying with me at my
Vi Y e Y

lover’s hame. 0Ore day she demandead to return home. When we reachsd

home, she instructed that the goat be slaughtersd. She died whilst

meEn were skinning it 80; ny grandmother smearsd her lips with  the
goat’s blood and said: "Here is your food you asked for, for joining
your  ancestors." You see, my brother needs +the assistance of

arcestors to swvive ovr let him rast.



The mistress was reported by Sister as being very depressed on the lst

March. The patient’s sister also maintained traditional beliefs

the Dreator and arcestors. She strongly belisves that angEstors

Che swven made an exampls

he maiisnt was very posiktive and conf

cosit cc-cors, from the
time of sdnizsion, They were veliable, in  that they consulted

- : 3 =3 5= r | 5
Thay imwvolvsd him 7 itz Car

(i}

oG EmmE.

Tssisser ths mirek e £ b 1ife o= =

ing ths lIzs1 czys of kis lifs, whzn he was ths dociar
osr=ian! 4 __I ‘9""';'- -II 1= ! ] = i 1

pacifisg him in his limited Zula vocabulary, He zs=zistsd Sister to

turn him (as he facsd the weall most of the time
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alr.ght, although they knsw he tes dying. & third year mursing
studsnt was ashed
als Wicy do you commumcate with tre famii,7"

Stud/N:  "When they come, w2 reassure them.
s “WiRat sxacily do you say?
Studg/MN:  “We say he will be alright.
N: "Oo vou know his disgnosis and prognesis?™
Srud/is  "Wes, mason OV Buly what can w= sa Yo brow iR ois
#fFienlt g cizmuss ths anticipetsd outcoms. He is the oply
moce Foe thal womsn wiih his Babys Ste has igst bops. Evers
e =migisr saidy the =z iz goirg to die
By the tima the student finmishec talkirg, I noticsd that she had tears
im g Zves.
¢
Whzn ths  Sistsr  was asted whst and how s=ne with th=
ralatives, she saidi-
ST YIoERirk they ss= the cordition for thensslves,  His sistise i=
clz srou to =se anc p=rcsiveE that hee Drothse = dyving'
A3 Mizg =he said indicatss that?”
art "Yee, she said they want to “"godula'/co homs with him!
Thiz coreersation with sistss ws= on the 14th March and the patisnt

on the lath March,



170

) N el eyt e N
1t was esvidsnt in all ircidents alrsady described that th=s caregivers

as the perscn to give them suppost,

was Gver, it cams to the swfscs again when he warntsd the slaughtsrirg

T2 patiEnt wag .orrisd about Sl sister who is Nt macvied, who  had

children ang that he had noz He jokingly
.
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i iy S5IiSW8r 15 DT marrie,; LiT TIOM O Msn.

They stay at my home. This man has not even psid “lobclg'.”
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= thz slaughtering sustom, &8 includsd by the patiani.
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"On the 24tk Fsmruary. He diecussed «ith hm Ris diaghos:s

and prognosis.  You know him, he is 3 good-hEsrisd swegson
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Z InT
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T et oy == S=lLod Feshov ko fmpea= o=t e s s~
"ha Jumios Sistsr  wss szked whether she discusssc o0 with f

S "3 Mo, mams, thset 1S nIt =n 233y thing t= do. Perhaps 1t i3
- - - 2o g (8}
poeszible for gesople «ho 72 maiure I0 NUWEING, Lve vouw,
i s o= Ce i 3= NOY BSEy
The two senior etudsnt nurses, =5 zleesady quotsd, felt it was nat a3y

to discuss dying with the patisnt. Onz =aid

to do that.,"

bis "WimEn the pstisst wsets Lo woE&t 22 you gevosiveT

B =ity 28 & Zulo IoErgw thic i Do Zultw=s Y asssts be owants iz
gz and dis 3t Rome. A slsughtaring custon i ofiz- done, =o
that the anCEsigrs mESt mim. 1 always explars tc the docter
concernes and 2 fa0, they respect the patisr-t’s wish ang woulc
dischargs the patisnt.

FaMILY REACTION TO PATIENT'S DEATH

Tha gatisnt’s death had besn long ascospied and awaiten, Tha  sizisr

was willing that th2 custom be performed to assit him to die and ke

S, when desth cocowrad, it was
unCiE, wnom I met for tne first time at the mortuavy,
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E ooipn Sto oconting =
the ceremony; @My SOM wSE COINg Lo Continds =)

We zrre happy for him”

memter  to he s concsrneEd and involved.

-3 e Eae b e e g e
= ltucs Lo RS SGoTor and EES

= MFi LERE STERNLRE TS = T=all

pEsven,
i3 "who was thers when ke actuslly disg?
S “it is that staff nwez he always preferred (Signsalled her

i ;opatisnt Wnes T ment o
5 la 0 o e B TR S STt o Nt L
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Sk w2 a.l sxpeEcisc ki o
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S Te BRWONy COOTOrS CO not want S0 be callsl for bt nimally (0t

natients. They szy w2 must  leave ths
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ris “Dp you supeort that oplrion?”
Gr & /N "Wes, yes! {Unanimously and firmiy saic).
)
4 fo L Sem WAS
D tmassing  "Wall, matron, © &M E3FYY for you, but therq-e was
FeiErs s mizs T oould 2t
ELETS s S o la
T alsc accepted his destn s 3 reslity.  He was missed 3 2 pEfECh
with wham I had esztablished & relationship of trust.
DESTH RITUALS PERFCRMED
Tra iy uncie Srought the zighuf-mucronaess twig te the mortuary,
tc  tate his spivit h Befors coming to the hospitzl, they had
gElzaghtersd 5 OS5 Shd mede Zulo besy and placsd thess In the lste
mothes's hut. Sz, w2 lifted the coffin from the mortuery inta  the
= H= =31l=8 pim by hiE glan nase and told ths spiat they were
zi2 man sgote io the teag as it fslking to the lats,
ihat  they were getting intc trs Takkie ang going nim =3
doim Riz amocsstiors, He then ksgt guiet
ThE zisizr o thes late informed s that when thesy re2acred home, bhe

his

lzad thiss carrying the cofvin into the but with seat and Zulu be
The twig would be placed next to the meat: The uncle would say,
37E MOmE oW, You car join tre ancesstors and here is your (the
snd ancestors) food Wa heopa you shall be heppy and ks helpful
whiz zve setill alival)

=givit that they Fave svrived home and would
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Zignizht priezt ocorductzd the prayer in the traditicnal mannzr.
; g ricestors that

priest to inform the =

- BErEE s St s i — i = L R e Tl 8- i sl A e e e

ccoupisc for the psst tsn yesaes, fs [ was pressct, ths uncls would
mot retlen Lo the hospital to espress the family’s gratituds and 1 was
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mistisce came to ses me at work and

Mistress: “Well, 1 stay with my parents. My parente wers fed up witr

me since I fell

he was cying, they
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Mistresa: #ell, that is what I wanted to find out from you, if ic
Als ut L T - B o = = = P & . 2 .
it coed th 7ou make your own cecisicn. It is vour
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MRS SIBONGILE X

responsive;, and well
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mother had quarelled with her father and had left home.

She had been working at Empangeni as a domestic worker, Her brother was
employed at Checkers at Empangeni. Sibongile seemed happy to speak of her
family. Sibongile and her families were Zionists. She had passed her

standard six.

RESEARCHER’S FIRST ENGOUNTER WITH THE PATIENT

This was on the 22nd January, at 06hl5. She had had a bath and was lying on
top of the bedclothes as it was hot. She acceded to my request to be
interviewed for research purposes. She saw no need to sign the consent, as if
it is a ¢ iminal investigation. She refused the tape recorder as she felt it
woul  identify her. She also associated the tape recorder with a police

device,

Her locker was clean and had fruit and orange juice. She was a well mannered,
soft-smoken 7 rson. She appeared shy, when we started our discussion, but
soont relaxed and spoke freely. She point d out she kue s my father-in-law, and

felt she could recognise my husband as she under:tood his sons to bear the

same resemblance. She claimed I was a “makoti" (bride) to her, then. We Dboth
laughed. She told me my father-in-law was very helpful te the community, and
it was good the son had married a nu se, to nu = the Kwal hethwa people. She

felt her family would be happy to meet me., She as reass -ed that they would.

(In Zulu culture y ung men at an "isigodi“/locality call thenmselves
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P " domt kmow much, bul my aunt was very ill with cancer. &he

had a very offensive odour and was treated by the witchdoctor,

with eremata and blood tonics made from hserbs. Sne was betler

e 'Have you sought treatment from that witchdoctor?

Pt “Ne, 1 trust the doctor, and 1 have put my trust in God.

ptF "“Zp you hope to be bebter with treatment?"

P "l Yes, because doctor has many move ways of breaiing dizeass

=
Q
[t
0
M
rt
{1
=
At}
1
If

u
r

&£

according to yowr husband, that he cannot

(al

cure yows diseass, but this witchdoctor cuved your aunt.”

Pl

B "“What cura? My surnt cied later,” (said with fury).
Nz "Well, that is whst [ understooo you to say.’
= T 2] LamE T o=Emnlnd S5 R e - e = by
: I actual fact I should say sEng was Deltisgr TIF & ENOrs wills,

Sibangle talked asbout her bodily changes -  the inaoility to retain
Fescs, nausea, vomiting,. On the 2%9th Jarnuary, she saig, 0! burse,

my leg is wvery painful. Look at me, I am so thin, &0 thin

aeren
the pain.' Sne stretched out her arms to show me. 1 assisted hev,

eld hee arms and rubbed her, confirmegd the arms wars thin, but that it

wan due to illmess, Siz=ter was asked whether there waz any ointment

prescribed for massaging her legs and arms,. Sister i
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cen asked to review the dose of morphine, but he is 1n the
Gpera

ing theatre. He is coming at 14100."

'H "Sister, let us go to her so that you tell her that cocior is
coming."”
& URisoncile, 1 think it 13 good that you accept the orig. Doctor
ie coming at 14h00J"
Fe "“Was, you can put it upt
Sr: "Matron, please ¢o not go until I have put up the orip.” (I ogid
waitl.
Y "Sibongile, 1 will come back at 15h00; to meet the docteor)”
Fz "Do cons, because cdocior keeps his word like yod. I trust him,
M2 "I .em lrr_-x-rJV to hear that.
I retwned to the ward at 14h05, Doctor had seen her and ovd
20mem Morphuns. » Loga T

oztor siressesed to me that

=2 was in the tsrminal
ge of cancer and was wvery aggressive at times, This, cocctor felit,
was a normal reaction, bBubt on the who

felt she had tshken it
bravely. Doctor brushed her h=ad with his hand and ssig,
good girl! 1 have pr

"Wou are a
@scribed for you a strong injection. Matron
shall explain to you.' Sibongile emiled and when doctor had gong, she
sid, "Wou ses, my doctor, I told youw!"

w ‘t‘Du

ile sart of macde an assumnption that all the patients in Section
! were terminally ill.

She expressed her fears, saying
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' Ly S - et abien Sed wE St
"Unfortunately, we are rere Far- from the nwrses station; and we are

0

gy 1 T
= ill. I have na strength sven to shout for a nurse.” 1 suggescea

3 - vomsee —ans bt art
te sister that she be shifted to section one, as sne NEecEs CONS tant
attention. Sister did shift hev to section ane.

On the 2nd March, Siorgile tcld me of her severe pain, poinling 1n

the right ilizc fosss, pulling my hard to feel. 1 dit palpsis the

ares. She clso ssked me to feel the groin. She seemed hepgy as !
felt with my hand, and expressed herselfi-

[ "I have severe pain hera. Thers is just a painful lump. 1 think
it is the Kidney"

e " can fesl it is a bBit hard, but it is not the kigdney, as ths
goneys are up have in tne bacl” (Showed hels the position anc
she laughed)

24 well, thark youw. [ have always thought that the kicrays are
gown Fere. nmasr the weinary bladger, s= we hsar they eliminate
uring.” %

N "Yes, they do, but thers sre tubes that drain the Wrine cown o
the urinasry bladdes.”

e (Budden changsd mood and topic) “"You krow nurse, 1 am missing my
chiladren. Do yocu think doctor can silow me to go home?"

flz "What for Sibcorgile? Why are you crying?"

Py "Do you think I krow! It is just a silly wish!"

Nz "I you were to visit home, who would care for you?



P: "My aunt. 0! Just to see my cnildren!"

Nz "Who cares far them?"

P: "My aunt, and she truly loves them."

H “But then what is worrying you?"

P “I miss being with them at nome - you know the

P “So, that is what yeou arc worrying about.”

P "Yes, when I see myseld bones and skin, smelling
affensively, so wesk, vomiting on and ofFf - I feel there i=
nothing left of me. 1 cannot live forever on a2 drip, that 1= wiat
mates me feel 1 am dying.

P "Do you fear that?"

Pt "“Yeg; and I want to go faome.

Ny "Do vouw discuss your feelings with your family arnd rursss™

=4 "No, 1 dor’t want to upset my family and the nurses that care for
me so well

On Monday 7 March tha patient expressed being betier becalss she had

rnot vomited aver the weekand., Sha2 was happy the sedaticn kept her frae

from pain; but at the same time expréssed her concesrn abgut being

drowsy and helpless.  She was happy her husband had come with tha

children.
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On tre 3rd March, Sitongile was very ill, vemiting, &nd she was in

main, at 13h00. On cnecking her fils, she had not been segsted

Sizter confessed she rememoered when =he saw me walk into the ward,

The next day, Sibongile was very i1l and said-

=5 "Nurees, doctor should cut here, (pointing to the right iliac
ceeal arnd take out the uvterus' 1 think that would step all this
gain 1 am suffering.”

M ‘Blricht, let us dizcuss this steadily. You always tell me you

are helsless. (She nodded). Will you be able te stand the

n and gereral anaestretic anc the painrul

P " Mg, Poy mwEe, Iocan't, T cants. 1 ses b was just wishful
thirking and cenfusion of my mind which 18 sic:

Ma “Do you think yvour mind 15 sick?"

P “WYeg, it is bound to bs sick, when are is facing e dark future.

it is bBetker wnen gomsbay who cares like you is arcund. Wnen vou

g, all the thoughts about my husband, my childre come flooding

my mind, ana it sort of drowns me in leneliness -  and my friend,

tell you, & painful lonslinsss!"

N: "Do yeu feel like that both day and night?"

2D "It iz wWorse at nighit.

u "y - =17 Wi = 4y

s i snall find somsbody to keep you company Curing the night."

2 "I shall be happy, oy friend,"
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"I thirk she is oo ill to underga an cperation.”

“Did you point that out to her?”

"Na, nurse, that would have discouragesd her.”

"I hope you shall regularly visit her.”

"Wes, nurss, 1 shall do that. 1 am very fond of Siborgile. She
ucsed te assist me by caring for my first born. 8he stayed with
me in my hut all the tims. She grew up to bz a very resporsible

and polite person

am wery cleazed to hs=ar abgut thag.”

On the 1Bth March I met the husbang sgsin. Sitongile was vavy i1l anz

dizorientated on and off. ke walkzg into my office, at 15-00 ang Jjust

saigr-

Hs "Murse; there is rotring left oFf her, She seems ta bs in ssvere
pain.”

s "Wes, sne is very ill. We are, nocwever, controlling her pain

-»
T

with a streng injection.”

"She told n2, and thark you for your concern. k2 was such

e

good wife, 1 shall always remamoss her"

I =in happy sne is a good wnfe. Her mother also said she is

il

good ¢ vson. How are the children and aunt?!

"Nurse, they are alright. It i=s just that we ares 31l tznse and
waitng for the day (she will die). 0! She is suffering! Good-

bhye rurse,"
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Sibengile reported positive

The patient made hev own perception, that nursss krew about

her dving
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anything abgut

condition.  On 2 March, when the husband expressed
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FAMILY 'SUPPORT TO PATIENT

(=

|

e
erce 8 = c
o e e e s =
= The hushbard ssoresssa that n
BE i i e
Ty Enginarh That s DUsTErS WeE
s singls

SERTS

2L Fehkiruary whethes her Family relalionship was

"
B t-ey are sven Srying i perform some cu
= m ey
b - - e (13
i you Eizte o Filind?
)
*
i TEer
it = PRSP R R T Y Sy s T
=H ':':'-l,' a D& anc my St gr Svigsd Snotiher, Th=
oyEr Lhe ceremony. He greyed and then




The family was asked as to what strengthensd them in SJoh trousso

Tinss. Tre hushand =21

way together snd Uhe

S
=

: a0 SEir feeelirgs about =la)
warmth of the family spi BEIEGS e
ili, &srz gut Lo The il iow,
= el TET TR T O TOLIARENS LEAT
INFLUENCE OF 'RELIGION ON PATIENT TOWARDS DERTH
af to ssttle s
bet= & chris =0
mrEZETatioe = L oaEaLT.

ave thought of an ogaraiion,

; haez ro hops foor her own foture, except for the

naE=E. Oy S Y

=5, =re

enZ of thiz caonversztion,

o — [ e Tiie o gEoES iV | Y et (o
suigaeEstaen LNsb we gray . Eas anes

about to coms to Him




- 211

ATTITUDE DOF CARE-GIVERE IN INFORMING PATIENT RECUT
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went in, found an empty bed, retwned to sister, anc s3id, "Go, she

ic gone nurse?' As he was escorted to the mortuary, he said to the
nursing aseistant, 0! But, shz resizd. Qi My children sre ¢oing
to grow up without their loving mother."
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The Family was met at the morTuay on the 1oth /April,

N: "] fFelt I should mest you, as we have been united by Sioongils,

to say I am with you in your sorrow.

Hi "l Yes nuree, she diedy; but actually she rested and has gone to
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suffering.”
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than explained the whaole issue. He was ashked whether 3 confession
to the pastor was not enough as they were Christians,  The husbhand
resgponoed by saying, "It must ba bothe You link to Ged theough

prayer and ancestors through slaughtering custom.”

Tha hustand ard the two brothers assured me everybody at heme had

accepted her dzath, except for the children who were upset
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"Sibongile, it is youwr uncle Moses, we are now going to pat your body

where it iz going to rest.
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I acked when the second washing of hands would be, and was informad on
12 May, as it was a public holiday. They had also decicded to shorien
the period of three monthes, as they fearad the racurrencs pollution.

I informed them that 1 was to join tham.

On the 12th May, I arrived at Eibongile’s homs at (2000, 1 Fed suoh 2
walt, welcome. 1 was introfucec to everybody — family, neignbowrs, anc
the congregation. I wss told everybody had accegted the ceath,
including the children. They were happy with the aunt. [ was
informed that they had slaugntiered a goat, and msca fulu czer. The
chilgren ang the adults hac had thelr mouwrmng sighs remaved early in
the morping. They were then burnt culside the ferce by tre eld lagy.
- wees informed that eon second thought, the family felt the husband
srouly 2lsc remove the mouwrring sign, in fear of recur-erce pollution.
He was to remain mourning inwardly For 2 year, aend could rot gest
ma-ried in a2t period.

A prayer was cenauctad im a bkig rorgavel by the Zignist pastor. He
prayed coth to God and arcestors.  After that there wss feasting on

When I lett, everybody tharked and blsssed me, s5 well as the
greetings and blessing for the ward nurses and her Coctaor. Thay e
tharked in retuyr e the + ul

ed in return, for the endship and relaticrsnip that h

— -¥3 — -
est Jlished. I asked them to call via my office to oest ma if thay
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CASE NO. 5 : MISS BUSISIWE X.

INTRODUCTION

Miss Busisiwe X., was a 30 year old single woman. She was a mother of
two children. She was hospitalised on 17 February, 1988. She had
been previously admitted in June 1987 at King Edward Hospital. She

was admitted from Umlazi, where she had relatives.

ON ADMISSION

Busisiwe was admitted in a very ill condition on the 17 February
1988. She was complaining of 1lower abdominal pain, dysuria,
constipation and vaginal bleeding. She was in a normal mental state

and partially dependent.

She was seen by the doctor who diagnosed her as advanced cancer of the
cervix - terminal state. She was ordered intravenous fluids and

sedation for the control of pain.
FAMILY BACKGROUND

Busisiwe had a brother and sister-in-law who were her guardians. They
lived at Mandini. They had three children. Busisiwe's two children
stayed at Mandini in the care of her brother and his wife. Their

parents had died.

Busisiwe told me that the father of her children had failed to pay
lobolo. Her brother was fed up with her for rejecting the father of
the children. So, she also felt happy when he failed to pay 1lobolo.
Her children were well cared for at her home by the sister-in-law,
although her mother had died. She said, she had nothing to worry

about.

The patient said she lived at Hluhluwe farm, and had been employed as
a farm labourer. She had not been working since May 1987. She,
however, continued to 1live there at the compound with her boyfriend.

She enjoyed compound life. She rarely visited home.
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Busisiwe regarded her brother and his wife and all the children as the
family wunit. She told me that as she was naughty, - not willing to
return home and staying at the compound - her brother was really fed

up with her, and rightly so. She said:-

P: "Well, I am naughty! I was once assaulted at the farm compound,
in December 1987, where I stay with my lover. My brother never
came. I sent a message but he did not come, even though he has
a car. When I recovered I never went home up to now. But also,

my mother has died, and why should I go home?"
N: Don’t you miss your children?”

P: "Yes, I do in a way. It is just that I know they are well cared
for. Of course, the supposed good man (father of her children),
as far as my brother is concerned, failed to pay the lobolo my
brother wanted. He also did not support me. You know, each
time I see those children, they remind me of that stupid man.

Let us leave that, nurse!"

N: :Does your lover visit you?"
P: "Nurse, that one makes me sick! He will never come to the
hospital to see me. Last year I was admitted twice, he never

came, Even now he has never come to see me, but he knows I am

here."

We ended up our discussion there. She was to be given the ward
stationery to write to her brother, as she said he did not know about

her being admitted.
She accepted my advice of writing to her brother. She said:-

P:  "Thank you very much. It helps to discuss with other people. I
would have remained here in the hospital without them knowing,

and yet they are the people to bury me the day I die."

Busisiwe had passed standard eight and was doing some kind of record
keeping at the farm where she worked. She and her  family belonged to
the Zionist Church.
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RESEARCHER'S FIRST ENCOUNTER WITH THE PATIENT

The patient welcomed and appreciated the manner I had introduced
myself. She agreed to being interviewed for research purposes. She
gave a verbal consent and saw no need to sign a consent. When I asked
to use a tape recorder, she frowned, and asked whether I was a

detective. She totally refused the tape recorder.

Busisiwe gave me the family background in this first encounter. She
was relaxed, and seemed to be an easy-going person or rather, took
life easily. Her face had a number of scars, which she said resulted

from assaults.
ILINESS HISTORY
Previous Illness

Busisiwe had been ill from late 1986. She had lower abdominal pain -
a sort of crippling pain. She was treated by a number of witchdoctors
for several months. She was also sent to the sangomas to hear what
caused the 1llness. The sangomas said she jumped over some sprinkled
bad "muthi" (medicine) on the path, meant to bewitch her. The illness
then got in and went up her legs to the lower abdomen, where it
settled and implanted itself. She had been treated with mixtures and
enemata which was meant to dissolve this implanted disease. She
referred to the disease as if it were a lump. All this treatment

proved a failure.

She then went to three different doctors at Mtubatuba, at different
times. At that time she had vaginal bleeding on and off. She was
treated with injections, tablets and mixtures. She did not see any

improvement in her condition. She further developed a watery burning

vaginal discharge.
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Busisiwe then went to Umlazi to visit relatives and found her way to
King Edward. So, in June 1987 she was admitted, referred by a Durban
private doctor. During that admission doctor told her she had cancer
of the uterus. She had radium therapy for ten days and was discharged

for ten days, whereafter she was to return.

Present Illness

Busisiwe did not return to King Edward after the ten days. The doctor
had said she was to alternate ten days treatment, on and off treatment
for ten days - but did not say for how long. She said, "Hey, ﬁurse
that X-ray treatment is not a joke." She admitted it is the painful
experience of treatment that made her not return for further
treatment. So, she went to be treated by the witchdoctors who claimed

they could treat cancer.

So, on 17 February she came to Ngwelezana with a King Edward
out-patient’s card. She now had continuous vaginal bleeding, lower
abdominal pain with a bearing down desire, dysuria, loss of weight and

appetite, and felt helpless.
PATIENT’S KNOWLEDGE OF DIAGNOSIS
The patient was told by the doctor at King Edward, in June 1987 that

she had cancer of the uterus. When asked what she understood about

cancer, she said:-

P: "Doctor said I had cancer of the womb." (She paused for a long
time).

N: "What do you understand about cancer?"

P: "Well, the doctor at King Edward said it is a very bad sore

inside. I can feel the painful sore inside here." (Pointing at

her lower abdomen).

N: "What did he say about its treatment?”
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P: "He said the treatment is a strong X-ray machine for ten days,

and then ten days off the machine, but did not say for how long."

N: "So, did you understand that this treatment shall go on until the

sore heals up?"

P: "No, it seems it will never heal up."
N: "Why do you feel like that?"
P: "We were many there, some having had this treatment for years,

but in vain."

N: "Did you perhaps ask the nurses?”

P: "They do not explain anything to a patient. They come and ask

how you feel, they write on your chart and pass on."

In my discussion with Busisiwe, I found out that she had made up her
own conclusion that cancer is incurable. When I asked whether she

trusted that doctor could cure cancer, she said:-

P: "The doctor can suppress cancer, but it starts all over again. I

think it goes on like that until one dies."

Sister in the ward informed me that she heard Busisiwe speak to another

patient with cancer, that she feels forsaken by God to suffer from this

disease.

The patient often focussed on her bodily changes, and called cancer a
terrible killer. When she was very i1l just before her death, she felt
and saw death coming to steal her. She had diarrhoea and she explained

it as being caused by the tumour in her lower abdomen,
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REACTION OF FAMILY TO KNOWING PATIENT'S DIAGNOSIS

Busisiwe informed the family about her diagnosis after discharge from
King Edward. The treatment as was proposed by the doctor was

discussed and they opted for the witchdoctor’s treatment.

I met the family only once during her hospitalisation, on 28
February. Her brother explained to me that Busisiwe was bewitched.
The illness had got through the feet, and went up to the lower abdomen
and formed a lump. She had lost weight and was emaciated. He was
happy that she was in hospital, as the witchdoctors had failed to

treat her.

The brother said that he understood that his siter’s condition would
never improve. She was going to ultimately die. He said as he had
seen her so thin and helpless, he thought she was dying. He expressed
his worry about her children. When I asked him whether Busisiwe has
ever cared for her children, he said, "No, they are my burden. I was
hoping she 1is this type that takes long to mature, and that she will
care about her children. Now, there she is dying, and they are my
burden forever. But the children also do not care about her." He was
encouraged that children will grow to be good if they are brought up
by people who love them.

PATIENT’S RELATIONSHIP WITH ALL CARE-GIVERS
Doctors:

The patient spoke positively about the doctor at King Edward. She was
happy he told her about her diagnosis, and the course of treatment.
On the 27 February, she asked the doctor here at Ngwelezana, to open
her up and excise the painful 1lump she felt in her lower abdomen.
Doctor told her the tumour had become very extensive, and that it
would be dangerous to remove it. She positively accepted doctor’s

advice.
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Nurses:

The report writing by nurses both at King Edward and Ngwelezana
Hospitals, was negatively perceived by the patient because it was not

explained to her.

On the 21st February when she was asked whether nurses did all she
expected them to do for her, she said, "“The nurses are very good to

me and the other patients, too."

On the 24th February she was cross because the doctor did not reach

her bed during a ward round. When I enquired about this from Sister,
she explained it was not her doctor. Busisiwe was asked whether she
asked sister; her reply was, “No! These nurses feel big when they

walk and speak English with the doctors.”

The nurse in the ward, the day supervisor and the Night Superintendent

never discussed with the patient her condition of terminal illness.
Researcher:

A good relationship of trust and confidence was established between
the researcher and the patient on the first interview. The patient
was open to say she did not like the tape recorder, she told meher

weaknesses, and gave a clear picture of her family relationship.
CARE-GIVER’S SUPPORT OF FAMILY

Doctors:

Never met the family.

Nurses:

The family came only once. On that visit of 28 February, they were
encouraged by the nurses to visit Busisiwe regularly. They reassured
them that she would recover. Doctor did not talk to them.
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PATIENT’S FAMILY WORRIES

Busisiwe seemed not to worry according to what she verbalised. I,
however, felt the facts she gave about her family set up were worrying
her. Her admission that she was naughty, that her children reminded
her of their father whom she disliked — were her feelings of guilt.

It seemed not caring for the children was her guardian’s punishment,
as they had insisted she should not reject the man. Her immediate
acceptance of the advice to write home, was seen as a submission to a
need for family support, in such a very 111 condition.

FAMILY SUPPORT TO PATIENT

The prompt response to Busisiwe’s letter of 21 February was seen as a
positive attitude or concern about her illness. Busisiwe was very
happy after their visit. She heard of her children, which were well
cared for.

INFLUENCE OF RELIGION ON PATIENT TOWARDS DEATH

Busisiwe admitted it was a long time since she went to a church
service. The day we discussed her fears about the impending death, I

asked:-
N: “When you get shaken up like this, what strengthens you?"
P: "It is faith in God. I was so i11 yesterday that I remembered

to pray.”

So, at the end of ‘our conversation I suggested that we pray

together. We prayed together holding hands. 1In her prayer she asked
the Lord to take her as she was suffering the pain. The following
day, on 2nd March, she was critically i11. I went to see her at 06h50
and we prayed together. I asked her whether she prayed during the
night. She said she had prayed right through the night whenever she
was awake. Busisiwe died the same day at 15h00.
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CARE-GIVERS ATTITUDE IN INFORMING PATIENT ABOUT DIAGNOSIS
The doctor was positive to informing the patient about her diagnosis.
A1l the nurses except one, were negative to patient being informed of

her diagnosis. The only positive nurse said:-

Sr: "Yes, I think it is good for the patient to know her diagnosis.

One can plan for one’s future.”
N: “Are you able to disclose the diagnosis when doctor asks you to?"
Sr: "Yes, I once did it, and the patient who was a school teacher,
appreciated being told. She felt she was able then to plan the

future of her chiidren.”

N: "That was good of you. Did the patient discuss freely about her

diagnosis?”
Sr: "No, she did not. I don’t know whether it was the fear of

death, but also I did not know how to approach her. I think we
nurses lack the skill. But also, matron, how does the patient

feel if she has cancer?”
N: "We can only know when we talk to them."
DISCUSSING DYING WITH THE PATIENT
The doctor informed the patient about her diagnosis. The nurses
feared even to interpret that the tumour had become extensive. A

sister overheard her talking to another patient that she felt forsaken
by God, but did not say anything. When sister was asked:-
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"What did you say to her when she said she was forsaken by God,

to suffer from cancer?”

"I just kept quiet and felt sorry for her. She is so young."

The other sister said:-

Sr:

Sr:

"I try by all means not to discuss her illness, except when

interpreting for doctor."
"What is it that you exactly fear?"
"In case the patient asks me whether she was dying. You see, I

do not like to tell lies to the patient. It would be better if

we were taught how to talk to such patients."

The family commented on Busisiwe’s condition, and were asked:-

Bro:

Bro:

"Did you discuss with her about her condition?"

"No, we did not. I thought of commenting about her weight loss,
but I felt she was very ill. It was going to discourage her.
but, she is ‘finished’!"

"Is there another reason for not discussing dying with her?"

"Nurse, it is not our culture as Zulus to discuss such issues

with a very ill person."

The researcher discussed dying with the patient. On 21 February the

patient said that she understood that cancer goes on, until a person

dies.

P:

"How do you feel about that, that a person ultimately dies?"

"I fear that thought. Nurse, is it not better that doctor does

hysterectomy?"
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The patient appeared to be anxious. So I dropped the topic, and we
talked about the possibility of the operation. This ultimately
involved the doctor on 27 February, when sister feared to interpret

that the tumour had become very extensive.

On 1 March, the patient’s condition became critical. She bled per
vagina profusely and had diarrhoea. It was the day she said she

remembered to pray.

N: "What frightened you to remember to pray?"

P: "It is the fear of passing away.".

N: "How did you exactly feel, to think you are passing away?"
P: "I became very weak, just helpless. You see if you have no

strength to breathe, you cannot live."

N: "Yes, I understand that should be fearful."

P: "You must pray with me before you go."

FAMILY REACTION TO PATIENT'S DEATH

The family was met at the mortuary after the patient’s death, on
7 March. The brother said, "Nurse, she was very ill. We expected
it." The ward sister reported the same, that they seemed to have

expected the death and accepted it.
CARE-GIVERS REACTION TO PATIENT'S DEATH
The doctor, nurses, supervisors and the researcher accepted the

patient’s death. The nurses and the supervisors pitied the researcher

for the death of her patient.
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DEATH RITUALS PERFORMED

Busisiwe was buried at the Ngwelezana cemetery, on 10 March. The
brother was asked about death rituals. He told me they had slaughtered
a goat and made Zulu beer. This was placed in what used to be the late
mother’s hut, as they regard it as the ancestors’ room - where they
reside. They had brought the Ziphuf-mucronaea twig, for taking her

spirit home, to join the ancestors.

When we left the mortuary for the graveyard, the elderly aunt put the
twig on the coffin, and said, "Busisiwe, Busisiwe, it is your aunt
calling you. Let us go. We are going to put your body to rest, and
then go home." She then remained silent. When we got into the bakkie,
she told the spirit, and when the burying was complete. She then

said, "Busisiwe, we are now going home."

The brother informed me the twig was to go into the hut with meat and
beer. The aunt was going to tell Busisiwe’s spirit, they had arrived
home, and ask her to join her ancestors, and ask her to be a good
protecting ancestor. The brother said on arrival they and their
neighbours would wash their hands at the gate entrance, with water to
which had been added the stomach contents and bile. This was the first
washing of hands ceremony. They would then feast on meat and dumplings
and disperse. The next morning, all the children and adult males were
to shave their heads outside the fence. This was all for the washing
off of the death pollution. The family members were to wear a black

mourning sign.

The brother was asked why they did not take the corpse to bury at
Mandini. He said they are worried about this cancer, that they might
be "dragging" home a misfortune or pollution. They strongly believed

she was bewitched and it would cause recurrence pollution.

The brother was asked whether there was still to be other death rituals
performed later. He said they would perform the second washing of

hands ceremony early, for the fear of recurrence pollution, on 7 May.
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On 7 May, when I arrived at noon, the family had washed their hands
with water to which was added bile and stomach contents of the
slaughtered goat, and Zulu beer had been made. The children and all
adults had removed the mourning signs, which had been burnt by the
elderly aunt outside the fence. I was called by the elderly aunt to

wash my hands, as I was her nurse and like her mother.

The family and the neighbours assembled under the shade, the pastor
conducted the prayer. He prayed to God and talked to ancestors as
well. Meat and dumplings were served in separate huts for males and

females.

At 15h00, I thanked the family and told them I would not return again.
They thanked and blessed the researcher. They sent, through me, their

greetings and blessings to the rest of the care-givers.
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CASE NO 6 MR SELBY X

INTRODUCTION

Mr. Selby X, was a 32 year old male, from Hluhluwe in Hlabisa
district. He was single, but had a 8 year old daughter. He was

hospitalised on the 4 April, 1987.

ON ADMISSION

Selby had had several hospital admissions before we met in April,
1988. 1In December, 1987 he was admitted as a transfer in from Hlabisa
Hospital. He was re-admitted 19 March, 1988 at Ngwelezana. On this
admission of 4 April, 1988 he had been admitted in a very il1,
helpless condition. He was complaining of difficulty in swallowing,
abdominal pain, constipation, vomiting, and dysuria. He was also very

dehydrated.

The doctor's notes reflected the same problems and ended up with a
tentative diagnosis of cancer of the stomach and oesophogitis. The
doctor prescribed intravenous fluids and medication. On the 12 April

his diagnosis was revised to severe inflammation of the stomach.
FAMILY BACKGROUND

Selby was the first born in his family of four illegitimate children.
His siblings were a 24 year old brother and a 26 year and 18 year old
sister. They stayed with their mother, at the mother’'s home. His
grandparents had died, and their uncle was married and had his home in
the same Hluhluwe district. His father had married another woman, but
stayed in the same Hluhluwe area. They were called by the father’s
surname, because the appropriate custom had been performed. The Zulu
custom is that the father pays lobolo for the illegitimate children.
When the father’s people leave home to send lobolo, they inform their
ancestors. This lobolo is six (or 1less) head of cattle. A
slaughtering ceremony is performed to inform the ancestors of such a
move. The children can then be taken by the father or may remain at
their mother’s home. The procedure of informing ancestors in both
families ensures that the position of such children in normalised,
according to Zulu culture. They will then have the care and

protection of ancestors.
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The whole family was educated, Selby having passed standard eight.
His brother and sisters were matriculated. The mother had been a
privately paid teacher, and had stopped working due to ill health.
They were Roman Catholic by religion. Selby had been out of

employment for about two years due to ill health.

Selby’'s eight year old daughter lived with her mother, at the mother’s
home. His girlfriend/mistress was a school teacher. Her home was
near Selby's home, so that the child regularly passed the father's
home to greet the father and grandmother. Selby’s father supported

them and came to visit them.
RESEARCHER'’S FIRST ENCOUNTER WITH THE PATIENT

This was on the 11 April, 1988 at 13h45 in the male surgical ward. He
looked very emaciated, miserable, and a very reserved person. When I
had introduced myself and stated my request of interviewing him for
research purposes, he smiled and relaxed. He also commented that it
would be nice if all nurses were polite like me. He gave a verbal
consent for research, saying he trusts a nurse and a doctor. He

refused the tape recorder, and stated no reason.

The patient asked me where I had come from, since he had never seen me
during his previous admissions. I explained that I was one of the
senior nurse administrators, and I worked in the administrative
offices. He smiled, and said it meant he was honoured to have me come
to interview him. We both 1laughed. We then discussed his family

background, as given above.

It was noticed that he was a soft-spoken, jocular, well-mannered man.
When I greeted him, he quickly tried to button up his pyjama top and

tried to sit up. He was assisted by sister and myself. He thanked us

for assisting him.
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ILLNESS HISTORY
Previous Illness

Selby stated that he had not been well as from the beginning of 1986.
He had a discomfort on swallowing, and epigastric discomfort after
meals. Later, in 1986 he realised he was losing weight. He, however,

did not think he was ill, and never sought any treatment.

Present Illness

In mid-1987, the dysphasia and epigatric discomfort turned to be very

painful. He went to two private doctors, at three months intervals,
at Mtubatuba. Each one told him he had sores in the stomach. He was
treated with injections, tablets, and mixtures. In between each

doctor’s visit he expected to feel the effect of the treatment, but

all in vain.

After all these trials, in December, 1987, he discussed his 1illness
with his family and told them he wanted to go to Hlabisa Hospital,
their regional hospital. The doctor at Hlabisa told him he had to
come to Ngwelezana Hospital. The Doctor said he needed investigations
and treatment by a senior doctor who have better equipment for that.
He gladly came to Ngwelezana. Doctor told him before these

examinations that he did not want to guess his diagnosis.

After these investigations three doctors came to see him. He was told
that he had a tumour in the stomach. The doctors told him this
required an operation, and he consented straight away. He wunderwent
the operation. He felt very weak post-operatively. The operation
scar was also very painful. On questioning, he felt it was dysphagia,
rather than the operation scar. He gradually recovered, and by the 16
December, he could take a fluid and soft diet. So, he was discharged
home for Christmas, with a warning that he should call back

immediately when he felt sick.
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In mid-January, 1988, he became very ill and could not take - anything

orally. He went to Hlabisa Hospital, and was immediately transferred

to Ngwelezana Hospital.
Selby was asked what he thought caused the pain. He said:

P: "Well, we have discussed that as a family, and we think it
is "idliso". I was bewitched. This idliso must have been
working on me slowly, like slow poison, since 1986 when I
had the discomfort. I now think had I gone to the

witchdoctor then, he could have given me an emetic, to vomit

it out".

N: - . "If doctor is able to cure you, will you still go to the
witchdoctor?™”

P: "No, nurse, I would just slaughter a beast to thank the
ancestors™.

N: "Why not thank the doctor, Selby"?

P: "You should wunderstand this as a Zulu. When we are alive we

always have a protecting hand of our ancestors. You see, my
ancestors are aware of my being here. When I left home, my

mother informed them I was coming to hospital, and asked for

their protection. So, whatever doctor does is going to be
successful, I shall thank doctor when I leave the
hospital. The  slaughtering ceremony is the method of

thanking the ancestors".

N: "I am happy you are clear about your culture, and that you

have confidence in your doctors".
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Selby remained in hospital until mid-February. He was discharged home
and was to come for check up once a month. When he came in March, he
was admitted and discharged after two weeks. For each admission in
January, February, and March, he was put on hyper-alementation,
regained his strength and was discharged. In the beginning of April
he was ill, but delayed taking a decision to come, as he was fed wup

with hospitalisation.
PATIENT'S KNOWLEDGE OF DIAGNOSIS

In December, 1987 the patient was informed of his diagnosis after the
barium meal and gastroscopy. On his January re-admission doctor told
him he had cancer. He only told me he knew his diagnosis, when I
asked him on 12 April at 13h25, which was the second interview. He

was just relaxed when he said it.
N: "Has doctor told you what is wrong with you?’

P: ~ "Yes, nurse, he told me this morning that even though he had
informed me in January that I had cancer, the biopsy results
are back and it 1is not cancer. (He held up his thumb and
exploded in a big laugh, and I rejoiced with him). Look

there in my chart",

N: "These are surely good news, Selby. But tell me, when you

knew you had cancer, how did you feel?"

P: "0! Nurse, it was a horrifying experience. I was sorry for
myself, my mother, and my child. Each time I was alone I
felt God had deserted me, especially when the pain was
severe, When the pain was over, I would think that, well
death comes to the young and old, and would pray and feel
strengthened. But nurse, what was worse of it all was
pain. Pain made my spiritual and emotional suffering about

my diagnosis and pending death, even worse".
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N: "So, when the pain was off, you did not think about death?"

P: "No! No! - I thought of death all the time. I was anxious

all the time. 0! But today, I am happy - I have no cancer™"!

N: "I am happy with you Selby. So, you are now sure you shall

be cured."

P: S might or I might not, but at least I won't be knowing I
am going to die. Death will just "steal" me like for any

other person, and as God wanted it to be".

N: "Tell me, in April what made you delay coming to hospital?"”
P: "To tell you the honest fact, I did not see the need for
hospitalisation when I knew I was going to die. I prepared

to die at home".

N: "Selby, when you had those horrifying thoughts about cancer,
were you happy with doctor having told you about your

diagnosis"?

P: ~ "Yes, because I kept on asking him whether I did not have
cancer. He was reliable because he said he strongly
suspected cancer, but was awaiting the biopsy results, which
as you see were negative. If cancer was confirmed, I think
I would have planned for my death. Well, it is just that I

am poor, and have no property or wealth to distribute".
Although cancer was excluded Selby’s condition deteriorated, and
always complained of pain on swallowing. On the 21 April, he was a

bit better, and I found him basking out in the sun at 08h30.

N: "It is good Selby that you ae sitting out".
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P: "But what is more good, mama, is the company  of other
people. If you are confined in bed being helpless, you just

see death crawling towards you and feel very anxious".

On the 28 April, the Night Superintendent informed me when I arrived
at the hospital at 06h30 that Selby's condition was critical. He had
been vomiting the whole night. An intravenous drip had been put up,
but he remained very dehydrated. She ended up by saying it seemed he
was not going to make it that day. Selby had expressed his wish as if
I could come early to see him. (I often visited him at lunch tine,

between 13h00 and 14h00).

After taking the night report, I proceeded to the ward, at 06h45. He
smiled when I came in. He told me about the vomiting and the
abdominal pain. I held his hand and felt and massaged the abdomen. He

smiled and said he was happy then, I could go.

Selby was very ill, and required to be transferred to the intensive
care unit at 12h30. He was vomiting yellowish fluid, and with
hiccough, and very restless. I was phoned and informed about his
transfer by the surgical ward sister. At 12h50 I was phoned by the
intensive care unit sister informing me he was in her ward, and that
she had been given a report he was my research case. I told sister, I
was to see Selby at 1lunch time, " unless he wanted me there and
then. Sister said, he looked miserable and had been tipped by the
other sister that his attitude and condition sort of normalises when I

am or has been with him.

At 13h10 I walked into the intensive care unit and Selby saw me, and

tried to force a smile. He was vomiting and troubled by hiccough. I
assisted him to rinse his mouth. I wiped his face with a damp towel,
turned his pillow, and lubricated his 1lips with vaseline. His skin

was dry and hot. Selby said:
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P: "I fear as if I am going to die".
N: . - "What type of feeling did you have to think you are dying?"
P: "All my inside feels wupset, I have no vigour - just a

helpless bunch, vomiting this bitter substance, my mouth is
bitter. It feels as 1if all of myself is surrendering even

my will power".

On further discussion, I learnt that although cancer had been ruled
out, Selby felt there was something very wrong in his abdomen. He was
very prepared to go to the operating theatre. He actually wverbalised
that he thought the tumour had grown again in the stomach. His mind
and thoughts seemed to be focussed on the dysphagia, epigastric pain,
which was his initial diagnosis known to him. So, on 5 May he was
prepared for the operation. He became very anxious, and called for me
at 07h40. He reached for my hand, and he tried a firm grip, so I
responded. He said that he was afraid of the operation, as he might
not survive, He further said, "I think I am going to die unless a
miracle happens"”. He was assisted in making his own decision, and he

collected himself and decided to go for the operation.

Selby wultimately went to the operating theatre on the 6 May, at 13h50,
and I accompanied him on his request, with the doctor and sister, as
he was wheeled on his bed. As we went along he asked me to tell
doctor not to tighten the sutures, as they did for the first operation
in December, 1987. Selby did not recover to be informed of his fianl
diagnosis. He was on the respirator, post-operatively until his death
on the 16 May, at 10hl5. His final diagnosis was a perforated

diaphragm, perforated ileum volvulus and a gangrenous bowel
REACTION OF FAMILY TO KNOWING PATIENT'S DIAGNOSIS

Selby’'s aunt was the first family member I met on 18 April. Selby
had informed me that his father had been to see him on 16 April, and
he had informed him about me, and the father sent his greetings. This

aunt had heard of me, so she was happy to meet me in person.
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The aunt was happy that cancer had been excluded, but said:

Aunt: "We have seen Selby. He is so happy it is not cancer, but

whatever it is, he is so thin, that I don’'t see him

surviving”.

N: "Yes, he has lost weight, but he is fed on intravenously

with very nourishing fluids."

Aunt: "We are all worried about him. This "idliso" has really
ruined him. Continue to keep an eye on him for us all. He
has such trust and confidence in you. Thank you child, we

must not miss our bus".
N: "Thank you aunt, I shall keep and eye on him".

Selby's condition sharply deteriorated as on 28 April (as already
stated). The mother and aunt came to visit Selby on the 2 May. After
seeing him, Selby asked sister to accompany the mother and aunt to my

office. After greeting, the mother said:

M: "Nurse, Selby 1is very ill. He is finished. He is just skin
' ~ and bones. He says he 1s going to undergo an operation.
Tell me, nurse, what 1is doctor going to operate on? A

skeleton"?

N: "Well, mama, he is very ill. It seems there is something

that has gone wrong in his abdomen".

M: "I understand so, and that doctor is going to look inside
with his instruments, and operate if it is necessay. 0! But
it might be the end of him. At the same time doctor cannot
just look at him suffer like this. Well, my child if he

dies, it will be God's will".
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N: "Well, mama, that is. acceptance of reality,-
M: "0! As for my child! Let me go nurse!”

The mother, sister, and aunt came to see Selby on 5 May, the day of
the operation. She gave me the illness history, that was caused by
the "idliso". She said, "the idliso" had grown up as a tumour,
referred to by doctor. The "idliso" tumour has been sucking up his
blood to fatten itself, at the expense of her son’s life. She stated
that when this "idliso" illness started Selby always had a choking

feeling just at the sight of meat"”.

On. departure 1 asked the mother as to what strengthend them at this
difficult time. She said it was prayer. They prayed as a family, and
the priest and the mneighbours came home to pray with them. Before

they left I prayed with them.

The mother seemed to accept that her son was definitely going to die.
She anxiously said, "I am so sorry about my son. He has been so
obedient to us all at home, and the neighbours. As I am here, I have
travelled free - my neighbours gave me bus and taxi fare. Everybody
in the neighbourhood misses Selby. 0! Nurse, his feet are cold!
That is not a good sign, my child." I asked her what it meant. She
Just ingnored my question and just talked to herself, saying,
"Hmmm.... I doft see him surviving." She then raised her head, and
spoke to me, "I did eveything for him, my child. I took him to the
various doctors, and various witchdoctors. I spent all I could for my
son. Even if he dies, my conscious is clear - I did all a mother
could, for her beloved son". I praised her for all the efforts, and
told her that Selby had told me about it all, and that he was very

grateful. She smiled with an expression of satisfaction.

At 13h45 the mother was found at the bedside. She told me that she
turned back at the gate, after leaving my office. The nurses

and doctors allowed her to remain with her son.
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After the operation, when Selby was on the respirator, the aunt and

sister came to me from the ward.

Aunt: "Nurse, we have seen Selby. We have lost hope. It 1is just

to wait for the day".
N: "Yes, he is critically ill"

Aunt: "o! My child, I think it is this machine which is keeping
him alive, otherwise he is dead. We are just grateful that
you have become a family member, and we know that it means
he has a sister close to him all the time. That 1is what
eases our tension. We are leaving now".

(The aunt spoke in despair and they were both sobbing).
PATIENT'S RELATIONSHIP WITH ALL THE CARE-GIVERS
Doctors
Selby was able to communicate with doctors in English. From January
the doctors told him what they suspected, and up to the final

diagnosis. He appreciated that, and it build up confidence in him for
the doctors. On the 14 April, he had this to say about the senior

surgeon,
N: "Do you have confidence in you doctor?”
P: "Yes, he is a sincere man. He likes us as his patients, and

tells you about your illness, and what he is doing for you".

On the 5 May when the intended operation was discussed, it was the
faith and confidence Selby had in the two doctors that made him to
give consent. As doctor, sister, and myself wheeled his bed to the

operating theatre on the 6 May,

Dr: "Matron, are you sure he understands he 1is going for an

operation?”
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N: "Yes, doctor, he does".

P: "My friend, I trust this doctor - he is a man. .He always
comes with my senior doctor. Tell him that when they suture
the operation incision, they must not make the sutures very

tight, as they did in December.”

Well, Selby never regained consciousness after the operation, to

evaluate the tension of the suture line.

Nurses

On the 12 April, Selby told me that both the doctors and nurses were
kind and caring. On the 14 April, when asked:

N: "How do you show your gratitude to the caring team?”

P: "I verbally thank them".

N: "Do you tell them how you feel or when you need their
presence?”

P: "These have no time for a patient. You see when you call a

nurse, she does not show any concern for you, you decide to

keep quiet”.
N: "But if you need assistance, who ultimately helps you?"
P: "Often one neighbour patient if he is better than you".

The nurses sald Selby was a quiet patient, but miserable because of
the diagnosis. When he had been told he did ndt have cancer, they
claimed he was brighter. On the day Selby was transferred to the
intensive care wunit, it came out that they had seen me as Selby’'s
pacifier. When I reached the intensive care wunit, on that day at
13h10, the bottom of Selby’s bed had a sticker written: "If Selby
wants Mrs Mtalane called, please do so immediately at anytime of the
day or mnight". This was highly appreciated. Selby smiled and nodded

when I read it out.
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Selby on two occasions expressed his dissatisfaction about the nurses,

especially the night nurses. He was asked:

N: "Do you feel good when you have discussed your 1illness problems

with somebody?"

P: "Yes, 1 do. It is just that the nursing staff is very busy to

talk to us, and they don’t care."

N: "Are they so busy not to talk to patients, or do you think it is

a negative attitude?”

P: "They could find time. At night when you feel insecure and

afraid, they sit in their office."

N: "Thank you, Selby, I shall see how to get that corrected without

involving you."

This conversation was on the 18th April, when he had been cleared of

the cancer diagnosis. It seems he remained hopeless about the recovery.
Researcher

The researcher established a good relationship of trust and confidence
in the first encounter with the patient. The patient was confident
about expressing his personal feelings about his diagnosis, attitudes

of doctors and nurses.

Selby developed dependence on the researcher as a person who cared or
as his visitor. This was sensed, and during the week-end phoned to
enquire, and he would send back his greetings through sister. On
Fridays I went to see him just before leaving the hospital at 16h00,
and gave him the weekend Zulu newspaper "Illanga." On Monday, I made
it a point to see him before 07h00. On Monday the 18th April, I could
only see him at 14hl0.
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"Hallo, nurse, I have been wondering what happened to you

this morning".

"The Head Office official came and we went out to inspect

two clinics".
"I see. Otherwise how are you?"
"I am alright and you?"

"I can take fluids and hope to continue improving".

The nursing assistant in the ward, on this day said:

N/A:

N/A:

N/A:

"How is Selby?"

"He is always miserable, he hardly smiles. He 1s better
since you started visiting him - he can even smile. Even
that other patient you visited in February, became friendly

when you had been here”.

"Do you think it is the visiting that makes them have a

pleasant attitude?"

"Yes, some patients are very ill and their families are far
to come daily, but your patient becomes sure of your daily
visits. Sister also said you discuss with your patients

their conditions of illness".

"Was sister suggesting that you also do that?"

"I don’'t know because sister said you have a special gift of
talking to people. She said what you are doing is a very
difficult task, and it needs a mature stable person like

you" .
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N: "Thank you".

On the 20 April, Selby was in severe pain. As he told me, sister
heard, and said she was going to sedate him. Selby grumbled, saying
he wondered for how long he was to wait for the sedation had I not

come. He then added, 0! You are like my real mother".

Oon the 26 April, Selby informed me that his father visited him on 23

April. He had told him about me, was grateful, and sent his greetings.

N: "l wonder what you tell your family about me?"

P: "I tell them that you come daily to see me, and discuss with
me my illness and progress. Perhaps you do not imagine how
grateful I am, to have somebody to talk to and confide in".

N "I am happy to hear that Selby".

At times, Selby was too ill to talk, but he was visited, sat mnext to

him and held his hand, and prayed. He told me one day, he felt sorry

for me when he could not talk, but my presence meant a lot.

The patient wanted to cross-check his health decision with me. The

day he was transferred to the intensive care unit, he said:
P: "Tell me, is it alright that I go for an operation?"

N: "You made me wunderstand you had taken a decision to go for

an operation”.

P: "Yes, I did. I feel I must not refuse what is meant to help

me ”"
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On the 29 April I saw the patient at 08hl5, and told him I was going
out of the hospital. He asked, where. I told him for clinic
inspection, and that I would be back by 15h00. He queried whether the

road was safe as it had been raining. I assured him it was safe. So,

at 14h45 I dashed to see him.
P: "Are you back and safe?"

N: "Yes, Selby. In fact I was back at 13h00 and had to do some

urgent work”.

P: "I 1like your sincerity in keeping your word. There has been
no change in my condition since you left. I have been
fighting the drowsiness because I wanted to see you, and not

be told you came".
N: "Is there something you wanted to discuss with me?"

P: "No, it is just that I now know you are off Saturday and

Sunday. I miss you when you are off".

N: "I shall see you on Sunday, as we are going to a community

meeting for the selection of a Clinic Advisory Committee".

P: "So, there is no rest for you - even on Sunday. Your work

is really a calling!"

On Sunday I found him propped up in bed, and smiled and said to the
nurse, "Here comes my mother!"™ On the 2 May, Selby reached for my

hand, smiling and said:

P: "Come closer, I want to whisper something to you. The
nurses have been here around my bed this morning, asking me

whether we are related - the whole team, five of them.

N: "What did you say?"
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"] smiled and told them you wvisit me because you are
studying something. They said, I am bluffing - we can’'t be
so attached to each other just for study purposes: So, 1
again confirmed I have just come to know you here at the
hospital. So, the argument went on, until I said we are

related. So, they accepted that". (We both laughed).

On the 6 May I was phoned by sister at 08hl5:

Sr:

Sr:

Sr:

As

"I am phoning to inform matron, that Selby is very bad this

morning. I think he might be happy to see you".

"Why do you think so?"

"He keeps on checking who is coming in, each time the door

opens".

"How is his mental state?"

"It is sound. He is just in pain".

"Alright I am coming right now".

I walked in I saw an anxious look he had hiccough, he was groaning,

his face so bony.

"How are you, Selby?"

"I am happy to see you. I have been wondering what happened

to you".

"0! Selby, I was going to come".

"Help me sit up and rub my back. The abdomen is painful".

"l see, doctor has been here already. What did he say?"
(We spoke as I wiped and rubbed him).
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*Yes, my friend. He said I am goingl to the.operating

theatre, after Xray. Is that alright?”
nYesterday we agreed on doctor opening you to see what has
gone wrong. We also agreed that we put everything in God's

hands".

"Yes, I shall go for an operation, because there 1is

definitely something wrong in this abdomen.

"Do you feel you need the Holy Sacrament before the

operations?”
"No, nurse, I will vomit it out, and that is not good".

"You are correct. Let us pray together".

We held hands and his grip was firm and we prayed. I left and we

agreed

on seeing him when he came from the operation . At 13h50,

sister knocked at my door, and said:

Sr:

"Matron, I am here on Selby’s instructions. He says 1 musf
fetch you 1in person and not phone. He says he is not going
to the operating theatre before seeing you".

(I got up and went along with sister).

"Selby, are you ready to go for an operation?"

"Yes, but I wanted to see you first".

"Are you afraid or there is something you want to say?"

"No, it is just that I feel good, confident, and secure when

you are next to me".
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(He tried to reach for my hand, and I held his hand)-

Dr: "Matron, is he your relative?"
N: "No, doctor. He is my research case".
Dr: "Then research 1is good. You know he stopped us, as we

started wheeling his bed out. He said to me, somebody has

to come first".

As he was wheeled to theatre we held hands, until I reached the
operating theatre’s red barrier line. Selby then said, "Thank you for
everything, my friend and mother. Shake hand, God bless you". He
turned and faced the other side. I said, "Thank you Selby, for
everything too. God be with you during the operation ". He raised

his hand, and shook my hand. We parted.

Selby did not return to the ward until I went off at 16h00. I 1left a
message In the intensive care wunit, that I be informed when he is
back. The Night Superintendent phoned me at 20h00, and told me he was
critically ill, on a respirator. On the 7 May, I phoned at 09h00 and

spoke to sister-in-charge:

N: "How is Selby?"

Sr: "He 1s critically ill. The doctors repaired the perforated
diaphragm and ileum, and resected a gangrenous bowel which
was due to a volvulus. His blood pressure is ranging
between 80/50 and 90/50, despite the dopamine drip. He is

on a respirator".

N: "Is there any hope of recovery?"

Sr: "Not vyet. In fact according to my experience he has no

chance. I know that hurts you but I should be honest™".
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N: "Yes, it hurts. If he is so bad, then get him a priest for

the Last Sacrament, as he is a Catholic”

Sr: "I shall do that. Sorry to tell you such bad news, but I

thought it is better to put you in the picture.

I continued to visit Selby, held his hands and talked in his ear,
until his death on 16 May, at 10hl5.

CARE-GIVER'S SUPPORT OF FAMILY

Doctors
The doctors mnever met Selby’s family. It was Selby who told the
family " about his good doctors. They then developed a positive

attitude towards the doctors.
Nurses

On the 26 April, the researcher specifically asked the ward team
individually, what they said/discussed with the family. They all said
they reassure them, and said they hoped Selby would be better -
although they felt he would not make it. Sister was further asked,
whether she discussed the pending death. She said, "It is not Zulu
culture to do that, as they can also see Selby was dying, it would

hurt them".
PATIENT'S FAMILY WORRIES
The patient. worried about his eight year old daughter, that if he had

wealth and property he could leave it for her, as already quoted. He

put his trust in the mother.

On the 5 May, Selby spoke openly to the mother about his concern about

his daughter, in my presence.
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"Mama, how is Sindie?"

"She is fine. She goes via me daily on her way to -and from

school. Your sister bought her three panties”.
"Who is Sindie?”

"She is my little daughter I told you about".
"Do you want to see her?"

"Mama, that is alright, it 1is too far, for you to travel

with a child".

"Selby don’t worry about Sindie, she is alright, and is well

cared for, as long as I live."
"Yes, Mama - as long as you are alive, and then later?”
"0! But your sisters are there, my son." (Mother sobbing).

"Yes, mama, 1 trust you than anybody else. Anyway, let us

stop the topic, as you are crying”.

"Selby, I think you feel good if you talk about it, as well
as mama, and myself. Let mama cry 1if she feels like".

(Mother cried openly).

"Well, there is mnothing further to say. If my sisters’
husband do not want my child, then?"

"Selby, we must look to the bright side of things. These
are relatives in your extended family who care. There are
neighbours who care to whom you have been good. They have
been providing your mother, sister and aunt with busfare to
come and visit you. All that fulfills that the Lord God

provides. Selby, we said, this morning we put everything to

God’'s hand - He provides".



251

P: "Yes, He will provide, just as he provided you for my care
in my last days - as I see myself in this condition. Why
must I be of little faith." (He laughed and stretched both

his hands to reach for the mother’s and my hand).

I must say this was the most trying event in all these case studies.
When the mother cried, Selby looked up straight towards the door. He
was calm, the face expressionless, voice clear and steady. The mother
went via the office to thank me, for my assistance in the difficult

conversation.
FAMILY SUPPORT TO PATIENT

The family stayed far from the hospital. The neighbours made an
effort to accompany the mother, and to give her money to come to see
the patient. The priest also came and he received Holy Communion. He

-was happy about his father coming to see him.

The family just reassured Selby that he will be better and avoided
asking about his feelings, until the mother was caught up in the above

quoted discussion about Sindie.

The family included the researcher as a family member, and this was

repeatedly verbalised. Selby spoke well of his family.
INFLUENCE OF RELIGION ON PATIENT TOWARDS DEATH

When we discussed how he felt when cancer was queried, Selby expressed
that he was in pain, he thought God had forsaken him. When the pain
was off, he accepted that people of various ages die, and somehow got
strengthened in his faith and prayed. So, obviously pain was a

disturbing factor in clinging to what he believed.

On the 28 April, he was very ill, and on discussing how he felt, 1
asked:
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N: "What strengthens you at such a time?"

P: "I pray, nurse. At times the pain is so severe that I just

say, 0! God, 0! God".

The patient reported to me happily about the priest’s visit, on 27

April:

N: "Selby, are you praying?”

P: "Yes nurse. I forgot to tell you that my priest came to see
me yesterday afternoon, from Mtubatuba. I received Holy
Communion and he prayed for me".

N: "Wonderful! How did you feel thereafter?"

P: "] felt strengthened in my faith, as I fear I am going to

die. My spirit is good right now, that if I die I shall

meet the Lord, and be free from pain, forever".

He spoke pleasantly, and confidentially

It was, therefore, easy for me to say, "Selby, let us pray", at
anytime. It was in faith that we put Sindie’s future in God's hand.

When he went to the operating theatre we put everything to God.

ATTITUDE CARE-GIVER’S INFORMING PATIENT ABOUT DIAGNOSIS

The doctors were positive and discussed the patient’s diagnosis with
him. The nurses were asked at various times, they were all negative.
They pointed out that it is mnot good at all. When doctors were
suspecting cancer, Selby was miserable. The researcher was positive
and discussed the diagnosis with the patient. Nurses regarded it as a

special ability and level of maturity, as already quoted under 6.
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DISCUSSING DYING WITH THE PATIENT
In discussing about cancer when it had been excluded, I asked:

N: "So, as you thought you had cancer, you could not discuss

about the pending death?"

P: "] don't know whether doctor could, but I can't speak
English fluently. But even if they could, it is not easy to
discuss about death. You know, you just don’t know who you
are, you seem to be in a dark wvacuum, and your future 1is
dark. Your 1life is governed by pain, which gradually and
persistantly destroys you. You just don’t know whether you

are coming or going".

Selby further felt if was good to know about one’'s diagnosis, as he
could have planned for his child and mother. He said it was good to
have somebody to discuss death fears with. The patient told me he
informed his family he had me to confide in, and was very grateful.
Selby described the fear and feelings of pending death, as a feeling
of helplessness, all his inside upset, all of it surrendering, even
the will power. Death was personified, when he said, "You just see

death crawling towards you and feel very anxious".

The researcher asked the nurses whether they discussed dying with the

patient. On 18 May.

N: "How is Selby?"

Stud/n: "He is very ill, but cancer has been excluded".

N: "What made him dull before the biopsy results?"®

Stdd/n:v‘ "He was fully convinced he had cancer, and I think he

thought he was going to die".
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N: "Did you talk to him to establish what were his feelings and
thoughts?"

Stud/n: "No, I did not discuss with him, as he was so depressed and

the sorrow was written on his face™.

The nursing assistant, told me that the patients seemed to enjoy my
discussing with them their conditions. They had discussed this with
sister and felt it was good but could not do it themselves. Sister on
the other hand felt, it is doctor who should do that, it is his duty.
The Night Superintendent/Chief Professional Nurse, said:

N/A: "0! No, Mrs Mtalane! If I discuss death with the patient

it will make his condition worse".
The sister on night duty said:

Sr: "No, I don't have the courage. I just reassure him that we

hope he will be better".
N: "Are you happy to say what is not correct?”

Sr: "I am sure he sees that he is dying. In our Zulu culture

and in nursing, we reassure a sick person".

Another sister who had nursed Selby, was asked whether she discussed
dying with the patient, she said, "O! No, Matron! I am afraid to

discuss death with a patient who sees that he is dying".

The family avoided discussing dying with the patient, but came to the
researcher in the office, to verbalise their feelings and their

observations about the pending death".
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FAMILY REACTION TO PATIENT'S DEATH

The family was met at the mortuary on 20 May. It was the aunt, two
female neighbours, brother and his friend, and younger sister. They
all felt it had been better for him to die than to suffer that pain.
They told me the mother had remained at home, she was a bit -
disturbed. The elderly aunt, whom I had not met said, "They were
right to say you have become part of the family. Here you are with
us!"” They were happy to hear that I would attend the funeral.

CARE-GIVERS REACTION TO PATIENT'S DEATH

The doctors, nurses and the researcher immediately accepted the
patient’'s death. They all felt they had done their best for the
patient. The doctors and nurses all pitied the researcher about the

death of Selby. Sister that phoned at 10h30 on 16 May, said:

Sr: "Matron, I am sorry to inform you that your patient Selby
had died at 10hl5".

N: "Thank you, sister, for informing me. I would like to see

the family*,

On the 17 May, I went to the intensive care unit, and asked a few

nurses about how they felt:

N: "Sister, how do you feel about Selby’s death?"
Sr: "I think, all of us nurses, feel he rested. He was too ill
to survive. We did everything we could do. He was lucky

though, to have somebody like you to care for him".

The other sister came along.
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Sr: "Well, matron, your patient could have not sufvived. He had
too many complications. His mother one time told us he had
been ill for a long time at home. By the way matron, Selby
had his Last Sacrament on the 16 May, in the morning. I did

not get the priest on Saturday and Sunday"

The doctors came in as I spoke to sister:

1st Dr: "Sorry, matron your patient had too many complications".

2nd Dr: "Was he your relative?"

N: "No, I am doing research".

2nd Dr: "Well, I learnt from DrX, that the patient could not go to
the operating theatre before seeing you. Can’'t you do

research on this poor little soul, who looks so miserable?"

N "No, doctor. I am doing adult patients, but who are

mentally sound”.
DEATH RITUALS PERFORMED

At the mortuary we prayed. The elderly aunt then took out the
Ziphuf-mucronaea twig from the bag. She put it on the coffin, and

said, Selby! Selby! We are now going home".

The other old lady explained to me, they had to call his spirit so as
to take it home, to his people and ancestors. The aunt, again spoke

to the spirit. "We are now getting onto the bakkie".

On asking the elderly lady, she said the aunt was to remain silent
until they reach Hluhluwe. They had slaughtered a goat at home, and
made Zulu beer. It had been placed in late granny’s kitchen. The
twig was to be placed there and the coffin in the late’s bedroom.
When they reach home the twig will be placed next to the meat and Zulu
beer. The aunt was to say, "Selby, you are now at home. Join your
ancestors. Do bring us good luck, and join the others in protecting

us".
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Selby’s funeral service was to commence at O09h00 and burried
thereafter before noon, as he was young and not married. In Zulu

culture a young man is referred to as a boy if he is not married.

On return from the graveyard there were two basins at the gate - one
with plain water and in the other water mixed with stomach contents,
for the first washing of hands ceremony. I kept and went along with
the family. We washed our hands from the second basin. Meat and
dumplings were served. Men sat outside under the shade and females in

the dining room on mats.

Selby’s mother introduced me to everybody. They all thanked the
nurses, doctors, and me for our care. I was asked to send their

greetings back to the caring teams in the two wards.

On my departure at 15h00, I asked about the other death rituals to be
performed. They told me the Holy Mass was to be said for the late.
They were not going to shave their heads or wear the mourning cloth,.
The second washing of hands was to be performed on the 2 July. The

washing of hands is done to cleanse them of the death pollution.

On the 2 July I joined the family, and they were very happy to see
me. The mother was completely relaxed and had totally accepted the
death of her son. The goat had been slaughtered and Zulu beer made.
They as the family had washed hands. So, I was called to wash hands
as a member of the family and I did. The priest conducted a short

prayer service. This was followed by feasting on meat and dumplings.

The family was informed that it was my last visit. I thanked them for
tolerating my numerous questions. They in turn thanked me, and still
sent  greetings to the doctors and nurses. When I did, sister
exclaimed, "No, matron, Selby was indeed as your relative", We both

laughed, as well as the rest of the team.
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N: “When you thought you were dying, how did vya esl

P v just feared the unknown future. 1 felt sorey for myself, my

children ard my husband."

On the 13th April, the patient agsin raised the point 0f Cying.
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The rnurses wers SEHS
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INFLUENCE OF RELIGION OM PATIENT TOWARDS DEATH

Thz patisnt informed me thst she was rot a christian. 1 ashed her OD

£ e o
I RIS
n e P S | T FES A . - -y | = - S T
(R e £ e Yol ST SLh @ Lad=d

- I 2, s -1
P el b LR e
m =T = P, EPrIN mimed e om P %
i DUT yFOw TS B s WEsre TEeL o= i TLieEvER I
- ——— 1]
SNCESTOrs:
Mo mwmmm. - dzis 5 b= 5 ooetistias!
. Ve, fiireEsE, . li-= T L= & VLT L
] e 2k — . A —— - . R e 11
[ Dioes 1L mEan you want to bes baptissc:
e (13 ¥ e = ke T, e Jmd ey e - b - -~ P o —— g -
3 e, = =W Egt lz=toms Trim 1D Gul CECIACED Uy TSIy (IO L
R ——dn T e e o e e
Ihite Tthse 1 D& C3piises.
hle Mnm T mmemsmeme Rleed 3 mzgtoee —s=mms BEvs ooz §id b
I e —a - =S e 2 e = r.-.-:'o - -— == o= =1 = LT Lt PR
A
¥
E. st szt munsEs T a1 By baany D8 SRt
¥ CAUEST SN2, ot ge =4 =M - (e Fa Azt s SDME

cid gpray, ssking Cog to =2 with her at such a tawrible tims

Khombiza informed

(i

1t

-
s.«

tiend th

{
m




On the Trd May, when 1 left Khomtisa's ward at 0&n4s, I wes approacned

by & general assistant.

G/8: "Matron, I have teen longing to se& you. 1 have cesn you several

times wvisiting Khombiza., You =ses, 7ams,; &5 we clean the ward we
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"That iz very good. [ am elso assisting her and have spoken

about bapgtism. She ssems agoeesble. 1 am just waiting on her to
gz, 1 must gsll the gastor.

G/%: "DF Mama, 1 am happy we are coth trying to win a scul for the

ore.  Yeou ave razil, coing 2 good jok. Mer visltors come ontE &
== ot -;.r—a.-—‘-"—-b-l'r."
fos Thark vouw. 82, wren I am cf; you chail visit .and pray with
MElT,
;
Crn the 9in May, Khombiza fold me she wantagd to be baptized, Sut was

scared of her family. We, however, on 1l May conciudsd

et 1T would
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comz with tkhe pastor on May. Sre said, "O! Nurse, you do carsz

for omy =oul, God bBless you,"

fursday 12 May (Ascension Day! at CBRIS, Khombisa died. I was

ore in my hesrt sbout the desth grior tao baptism. It was only on the

Z0th May, that 1 met this gereral assistant, and [ astec qer-

M "Were youw on duty, when Khomtisa died?”



G/o: "Yes, mama. When we came on dubty she was gasping. | overhesrd

the night nursss giving the report saying the patient wanted you,

but they wers sfraid to call you. The day sistar ssid, INEy
should have called you, a& she was youwr case. The right sistsr

. . - - - - - - l..._ 4=
caid sha had rmot been given that report, and she L=t U sught the

d B T P BT i — e
patisnt was making a fuss. So, mama, I imardly f8.7 €h2 wanted
to be baptised. Eg, ! kepl on watching &nc Lhetenirg whethser

there was anybooy phening ycou, and nothing wae dore. So, mama, 1

L
=
i
iy
L

got water in 3 small bowl, 1 went bshind the soresn, an

her wheinher I could baptise her. Ghe noddef as she was on oxyDen,

pre =d and baptised her. She responced and 314, Hen”
N Qi T am pleasec! Gnd be praised! [ have bzen ve-y upsel since
Qaturcsy afzernocon, wren [ gricned to say [ would B2 coming with

G/A: VI did think of you that you will be hurt; if I dic roi captise

rer. I am terricly sovry Tor you that she died, yow wa's so

attached tc sach other. Plsases, mairon, sssing tra ruysss dizZ
not well you tne2 patienct wantsd you, pleacss do not =ay anviring
ascut what I have tgla you, otherwisa I will Le victinized™

e "Ma, I shall not say anything. But I am very gratetul for your

sgiritual corcan of patients"

I mzce it & point to talk to all nurses that were on cuty on the nights

of il May and 12 May, to find out hnow Khombisa disd. It »38 just ore

-

statf nurse; who confirmed the general assistant’s repart.

R, i) - I =1 - + . T T = =77 !
S/Ny "0l Mama, you rever know God's way. We sil fesl SOiTY Tar you.
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J

wss something sh2 wanted you fovr o to

E5y Lo ¥Wol.
o g1 g o
N3 aEe el en caty whies she o cisgdy
S5 "Yes., WheEn wis cane on futy she w3s gasping. She
pascsfully, and we cid not worry her by sctive rescscitstion
. 1T ek B . - U ™ SR
P "Mhar- 7 Sl stafd ~uess"
CEEZOVERT ATT.TUDE Int NSORMING FATIENT ABOUT DIACHMCEID
gzZiio s ang Ins g
T EvisEd
TEE murses wera sl pessiive D tre patisnt being tola ehout tha
Ziagnoeis. The following ware thes vemarbs they mads at ths varicus

(=

They simply &=l the

ClUF gecpla fide Rnow That canoer is ircurabls.”
e "y da youw think they should rot tell the patisnt™
Mifs. "IE shouid So Tetitls &2 ¥row yoo are dying
Om another occassion gister said-
Sry “Wes, doctor toid hee. fs T these doctors, they simply tell






Sr:

"M@, Tetron, 1 cannot do that! My cuty as & rurse s Tl reasswe

the patisnt. I would depra2ss and upset the patient.”

The third vear diploma student said: "1 am afraid to discuss =uch a

thing with the patient, even thez sisters 7@ atraid,”

T
=

N

il

a
P/

"o, I cid not discuss that, but one gay shz ashed e whether 1

thought sz was dying o wWas going 10 suwrvive,"

e o = - 1 - P - M - 1) - -—
1 =212 1 dgid pet bade. Tt iz God only who kErows whon He i=
e .
Lniai iy i emad.

Khombisz was ashed on 14 April, whether the nuwses discussad with heyr

P

. 2 U S T 1
aooiLt her Ccohditien.

-

"Well, mama, when chey edchange snhifts tney have Lo give each
[ LT O N PP T T ey St - -
i@ the regort scout each and esvery patiznt. Now, they ars
- — < -7 3 = - - - - - - :
taught in Enclish, and have Eesn taught to cive the report abcut

the patient’'s condition in English. There are some of the

= 1 14 -3 Lot . .
2y n Jalu in faci, «we have no exsct word,
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2 "1 ses — but slso gl these funny diseazes W cama with

1]
n
2
il
“h
0
-

the lrites!" She laughed aloud ard so did D

Sr: "Wauyr patiznt is very iil. EShs s n severe painy but the

sedation (s helping hery 1 Thire E0&@ 1S Qying.
Ll

N v e you discussing her feelings about dying™

v anything. [ thnk stp reslises

i)}
3
0
:
8
4+
i
2
r—l
In
b 3
m
n
(8]
il
1]
=
o]
o
i
1

= FE— - - 4 o e WS Sy

ehe it cying. &0; wWe as 5 EahNct aggravats msf misery.
£ I gpchke to sister; the coctoer jounsd Us,

=7 1

Doy "SWaur patisnt 15 row s2zaviorating to hse deatr. 1 1Dl her sha

- —_— - Ve - ——— - P <4 -y N

as cancer. She just nEsds s.Cooitive care,
= ¥ -— S, N o < - o e [ — - R e = = e skl o=

&5 "oLan Entto ExEigin TR SIStEeEr WNal T MeEarns 8Ll S.SEartive

-
Ors "I sxpect 5 nuree Lo be conmstantly with the petisnt; and discuss

Sr: "O! Bocter! 0! No, what? That is difficult! Can you do it

tan L1}

yourssElT,

Brr "You ges, matron - 1 told you last year that ay patients die a

longly ceatn. (Doctar shook his head, and walked away, saying)

™Matron, you have a duty te oo - teach yow rurses."

L1




FaMILY REACTION TO

FATIENT'S DERATH

—f ro. = | i A = s ol | i T I - - A It E gy G £E
The Tamily wWas mek xt b= gortusoy on the 17tR I‘:s/, and ey FHead
= g i,
accephed dest
s Mo o mwarEzs ave sy that ghe oi=g)
e W = £ o B e | g - Y iy [ 2 P |
MY YE =, by EUt 8he wsSs =reaTy csad alies, Meve
p——— - S e - R L - — e T —— T - - T
emitErs SJET = i WEE CUENLES BT iSSn 3l =
et T = Sl A -, "
noge Qg =gt
o o gy =t i | T Sy Py N £ St R Lo L ' T
P2 ~Aares=, Swan at st Iomas awsiling tre death Yhen 1
e e el s L= i b
o= T=iegram, 1 vreas herors I ‘r:;:'-_""--'::.l
3 - Tam == - - - e N . - o =) o -
T . Wiz heve 2.l JEen Weslita TOF hey actusl dav of ocssth)”
CREESTERS ROASTION TG BETIENT'S DESTH
Them b - et e — e = e S - = - 1=
= Zooios, rssses 25C Thea sEsEsscther sttegtet cedan =28 a3 reslity.
gl =i = os e sy
.- g L s = - -
B mirmam s memdiE e et e 2 Spmmememt L emd Lgmed e e ol e e
EAZEEIES TME SEOLER, 80T IRDRET JUET Eepr The EILLENG &5 Grygern

e 2 — e _—
plaisgd e,
Y en o o ST 1A o
EATH RITUALS

Khombiza waz burisd

{rt

mortusry we said a

3153

At th

a N

prayer,

The elderly uncle took out 3 ziphuf-

He put it on the coffim, and said,




i = 1)1 = = [f— T ] =
"Makati, it 1 your uncle Calling w, let us go home

going ta put yow body to rest, anc then g2 home."

. : t i VA L4 3 Laf
EofEin o bakkis. ] s 237 Makoti, we

the bakae.” ept =ilsnt.

and nmow we

3 = ; = = i s m ¥ e gl = Y - a [ v

gciaced thets, and Fhombisa' s spirit would b= tole to sjeinv ©he
- - P - b= oty i —ded = = =34 -
anczstors, and be asved to bs & good protecting ancestor. He ssid, at

i ! - 1 - - e S T, - - - P - - — T e
= antrance there will b2 siain water, ant water Lo «hich will

_ T g U —— ke o Al BT ks - -
= agoed soom&ch coniteEnts, et wssd to b2 Tthe Tirsi wss whng O TANGE
i T T, LI, - - e g e -— -— i - % - - —_ —— — Fom
CENEMUny. (he chiltren and hinm wsre Lo have <helr hesidgs shaved. oE

e i i i et | gk | 5 N | - 4+
as whgE hu:u;::i'..;, was L0 o vis ng yuver 10

ALl the extenosd family members were Lo wes

children a siring around theilr mechs
Cn 2 July, 1 joined the family for the second washin
Cavramony. When I arrived at 14n00, I was told ths
glaughtered a goat, and the family had washed thesh
to which was added the stomach contents. 8o, one of the family

grannies called me, and had to wash my hands. She said, I am as good
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= a family member, I ashed whether there was any other ritual that

b13)

had taen cecformed. She said everybody - children and adults - nad

n

w

yremoved the mourcing strings and signs. These had been Zurnt nutside
the fence by one of the granmies. She said, the resson for- gerforming

by

washing of hands, o scon, was to avcid the rzcurrences

solluticr. This type of dizeass, thet is incuratble, was Jigwed with

ceEat SuEpicion by the family, that 1t would recur.

Before feassting, there was a praysr conducted by the Zicmiet pastor.

- P P | c . R Ty ety
ol =imy ard £ns hushand before startin

They were hoth very excited, During tne prayer Which wes Sontucted in
pown ohristian and ragitional manner; it was announced Crombisa was
.paptissd. Everybody wag hepgy and =sig, 'Hallelussh,

Afte: the grayer; MmSn WErT azo their hut

almeEn. The

ﬁ.l
1.’1
Ll
[§)
o8
Mo
I
rt
i

mEst wes served with dumplings. I thanted everytody fo- tolsrating m
I3 Ty 3 '

TamErous guesticns, ant they An Lo fthanked me.

ThaEy waEre particularly happy sbout her heving besn bEaptissc pefaorz her
nsy eched @e to grest and thark the doctors srd ~urses that
wed rolf mEr. 7 special word o thanks was sent to the genera

azsistant tnat baptised by,
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CASE NO. 8 : MR MBONGENI X.

INTRODUCTION

- e - - T Tl e -
M Mbongeni X was a 45 year old single mals. He was 3 father of Thres

childiren. He was illiterate and did not know the ages cof his

ages of siztesn and ten years., He was from the FwaMthethwa area in
. = e e, A
the Empangsm districi. He wes hospitalised on 2 May, 1328,

On ADMISSION

Mongeri was very ill when he

gross gedama of the lower limbs and was very dyspnoeic, He wes in

alert and rasgonsive,  Hs was totslly

d o=ing an alcoholic.

The doctor diagnosed the patisnt s hepatic failure, grass ascites and

jaundice, He prsscoribsd a low protesin dist, an antibictic and =
divretic and said he was fterminall

FaMILY BACHCROUND

The patisnt had thvee childrer; the fourth had died. All the

children were born of cdifferent mothers and stayed with their mothere.




At his homs

brother who

deserted €

had

nem

h

was married.

stayed with hi

and was stayin

mother, grandmother,
Mbongeni’s father was alive,

g somewhers with

been working on the sugar cane fields and

but had

mn

compound most of He had raturned home when Pz owas i1l H:
family was illiterate, but his brother’s children were schooling.
Trey were nat The patient sxpacted hig brother’s wife and
e gister to vieit him in hospital. Mbongeni said he had a mistress

was working at the sugar care fisld, but did not expezt her to
visit him.
REZEARCHER’S FIRST ENCOUNTER
I met Mbongeri on S May at G6RIC, He appeared anxious and [ noticed
the grossly diztended abdomen and the dyspnosa. He was propped up
againet the backrest and pillows. H2 was nursed in & cotbed. As 1
came clossy, I rmotizsc the =ngd that he was jaundiced.

f

Wraen I finished introducing myssif, hs asked m= WED
When 1 =z2id 3t MasMonethes arss, me was happy 2nd =3id B2 knew oy
father—in-law, "Zo you arsE our 'matoiit who czirss for o= bl bhothk
zughec and ha shooh my hand., He zsked me to open ths cotbed, saving
"Makati, these nuwrsss are tresting me like a child!  Who said 1 oam
going to Tall? 8q, I opensd it. {I had read his chart and it said
that he was disgrientatsed during the night of 3 May).

Tt

Ri=

L

d to being interviewed for ressarch purposss
= gi=] o He ==4-4 = .
sign the consent. He said;, "I trust you, makoti."
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tape yECZOrcE.

bacly if hiz volce wase talki

: ~ —
nduna wha

mecizine next to his locksr 2t the

50

= S et e 3 T
ari. &= =R v rEF Ly A SRS
P e el = = - & Li= o n
respecl che: grpasurs OfF g aldes, e
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e - - P - L - [ ol o A, —_ -
ickingly said; "Haws yod SEs0 & &an vith such a big ablcmen, You can
[ e 1T = e
thiipk iks & Lwin pragnancy. e bozh Sl ==t
: e p— P e R - = . P A e e i g Vs
Moomosni waes asked whether he ba couchs amy form of reatment. e

csid that he had been to varicus witchdoctors -and had spernt about

RECO,00 in ail. He also consulted a number of praysr women, who

confirmed he had been bewitched. He then decided to come to ths

hosgital on © May, as he had lecst confidence in the witchdoctors.
M "Didn't yeu think of trying dector first?
B "T could not hawe Just cors to the dooioy first

PATIENT'S WNOWLEDEE OF DIAGMNOZIZ

i

was informed by the cdoctor that he had livsrs failure and

o
o
z
1]
o
i
[
ity

dvanced that it would riot be curshls. The male senior
studsnt nurse whe intsrpreted for the doctor, said the patisnt nearly

callspsed, but ccllected himsslf, =

]
il
=
{h
jia]
tn
)
Q
£,
£L

ps for him and that docter
had told Him his liver is damagsd. He was grateful that he had been

teld, He just kept on fesling his sbdomen and saying this bewitchment

had messsd up his life. He preferred dying in hospital, as the
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During a conversation with the patient, he saidi-

P: "I am lucky that I can still talk and thark them, (tha nuwses)

1]

becausa T don't think I will live long."

INH Why do you think sg?™

e

= “T =z just fesling weak and I have been ill for so long. Ewen

[l

my body looke thin, no more like me in thoss days. Death is

sfter me libe a monster. I am just dying”

Ms "Wowe do oyou fesl, swacily, when you say youd ars dying™

i Tt iz a degressing, frusirating feeling ot helplessress. It
mares me anzious, and I fesl as it my whols body is stopping to
Furstion. T Srings to oy ming & flood of missratls thoughts,
particularly about my childrsn  (His voics was shsby)

N "I urgerstand. bWhen you fz== like that, what do you espsct Us
to do far you, as we cannot ses how youw fesl?

s

P It iz bestter when you talk to @me 3nd I can dizcuss this, 1 ther
R iz motrang =lss
ol
L

Me "Dz you like ic hawve somebody to talk te regulariy?™

% L ” P - E: = 3 T E= 3

= ==z, m3k0ti, tscsuse at times [ simply fs=ar ths ides that I am
g,

Y "I snall do something for you.

FAMILY REACTION TO MNMOWING PATIENT’S DIAGNOSIS

—

The family

e ek

aE patisne that he had imcurshle Hygy
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failure. They were not surprised that his condition was not curable.
They said that it is mormal for doctors not being sble to treat Zulu

digesse. Hes had been bewitched. They fslt that bad medicine ha

eettled in the liver and destroyed it.

They felt he was wvary ill and had Esen ill for scme Time. The sister
- 1 T Vs jim b 1997 = 4= [Py
tald me they only knew he was very il in hNovemcer 1937, 2t the farm

compound. He had nct been returming home ang had net besn supporting

pecaple at home financially. 8o, when he was ill, he kept it a secret.

Ha had bssn enjoying his money with his misiress.  This mistress
cessrted him when he pecame very 1ll.  The mistrsss was alzo

responsible for the bewitchment. 52 was an evil womar. They had
f b

- i — £ i = Ed - — - — ——— - :

fetchea Mbongeni from the farm, sent him to the witchoocior and the

e = e g ity 2 iy et e - e R CONM T P o ol N -

ascites cubsided. He hac gone back to work and to this mistress, very

mucrh against the family’'s wisnes. Sg, the mistress got him again and
3= e = < - o - - .- - = C e - - - = i = =

bewitchned him. ANg ageln 1L wWas Thgy who +sitched i Sh= szid that

[V Ta— N - FVEE ™ " - P — N, Y E— b 1 T

L IhEe wWEaS JuET =2 23avy ari e Sl wWa UEE =52 T LoE: =8mlly. =

twa women sounced angry as they told this story.

= = 3 _—— . — . - —— - — - -

Thiz lang story encded by the sisier sayino- -

. M T 4= 2 3 ¥ s e >

S wely, nurse, 1T 1s Just that in Zulu culture, we say ‘There is

ro retuse bin for a human teing’, which means there is no Ruman

being who is worthless,

hYH "Wonder+ul! That is a proper SUmming up of & sag snd irritatino
mziter! Then, I know we are both supporting Him. (They naddec

and we all laughedD. Tell me, is it the First time o

agmitted?"



gr: "MNo, in November and December we went up and down to the

witchdoctors., In January wes sent

S
they sent him to the hospital. Sg, in February, we sent him to

ENT'S REVATIONSHIP WITH CAREZIVESR

3]

related to me what

Wnite doctor - i

n
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- — R i e F.
a Sernor o

N
s
e
N HT4 D e Lt _'I-—'f— ES - - -— " gl
T‘: I'.. Sl T = 23, - e TR G e
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-

m

given by ths two sisters. What
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Sigter—in-charge was asked what she discussed with the family, she

v ‘;:‘_:’ me zooken o caid Hhew ebmanlisd piragy Se
. Ezla Thgy Shollo sy ax
Rl o F, s o b5 ] oy g e B
shz saw Lhey looiseld vee v disturksd,

when they gave rmis

FATIENT'S FAMILY WCRRIES
The patisnt three children, H
patisnk three children., He evpressed th the

L
[}
~C
n.
8]
1
s
g
+
=T
i
L
rt
1
poey
CL
-t
i
=5
fl
i
[
rt
=
it
in
(@)
by
]
(L)
.|
B
[f!
in

worey abput




He actually said,

o
S
m
::,
)
e
m
in

.
: o o - —
=t Lthe chiloren were young and scatiers

wioes et ier T Care
all owes. mB was A e s BELLE T or =
T +tha maotns,

Rl T PAOTIENT
C 2 regular '."_.-
aporecisted that., The
history, it was cbviocus they we

tric troubled time. Theilr willin

4 ~ -~
=T Y — ——srTrim oo oa e S ~Haserd a0
mongy Whnen he had rmoit C=en suppCcriing ToEmn 2t ho 3 28 NGRS 3

INFLUENCE QF RELIGION ON PATIEMT TOWARDS DEATH

A TIEMT TOWARDS

humans =nd all liviog

ancesbors were alive, the

g
mn

ancesztors wers with him even in hospital, 6 he felt he
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FORMING PATIENT OF DIAGNCEIS

ward thought it was rmot correc

for 3 ward roungd and

patisnt irs El in whom he could corfide.
DISCUSSING DYIMG WITH THE PATIENT

fully understcod that doctor meant he was going ko dis
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i

i
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L e

3]

13

thay did

i

corvversation

1
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FaMILY REACTION TO DBEATH OF PATIENT

% 3 TR VY . ¥ e zrmi =] = Rl o e b R -
tallen, gt-tu Broucht him o the hospital s that these Zoc: = LTS
o T
= -t - —_:_'—o

7S o AT S T O b g S b, mr—metesAd = HAmzbRRog ==

sl Patisriy .:._-;!':.t:'.'_.' ey SCCEplieg whne Tesin Quiscly.
CAFECZIVERS REACTION TO PATIENT'E DEA&TH
3 - —— - N el I = - = = E A - -~ 11
The doctors, nuweses and mysslf zzocspt=d the desth of the patient £11
felt they had done everything poessible for the patient. The nurses
agsin expressed pity tawards me on the odsath of the pstient,
DEATH RITUALE FPERFORMED
The Familv w== meT at the

Ly E #m@T 3L The
s’

b-cught tha sighdf—mucron

Moo

s Feee

=1

twig on the grav

yaur body tg
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u

home with you now. Let u o." He then kept gquiet. Uhen they

1]
[ia}

reached the bakkie he sasid, '"Mbongeni, we are getting onto this

bakkie, to take us home."”

I seked the oldsr aunt wnat else was to be done at home. GShe told me

—— W L i = -
waz meat and beer. I asked why in granny’s hut. Ehe sslZ, the
ancestors are clossr to elderly people. 8o, in svary home the cic
pegple’s hut is considered as the place where the ancestors resice.
Tre old lac, further informed me that when they reaches nome, they
would wash hands at the gate entrance, with water Lo which stomach
contsEnizs rac peen scded.  The hands are washed to clsanse the peaple
Dya o - e - D g 1.3 o ™ - — 3 I — — 3
from the c=sth polluticn. There would also be clear wstisr, in case
thare wers come peopls who bslisved meant
worenipping ancestors.  She said they weuld then feazt on meat ang

I asked the old lagdy whether there weould be any othar rituals to be
performed. She said they would perform the second washing of hands
ceremony on 7 Jduly. I intformed her that I would join them. She was

% Family member.
nair cutting and she said they were going Lo shave trhe neads of the

, outside the fence. They were rot to

wear the mowning sign, as that was done by Christians.

+2. I was warmly welcomed.
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I was introduced to the rest of the extended family anc the
reignbours. The same Zicnist priest who conducted the funeral
service, conducted a shovrt prayer. The grandfather spoke to €

ancestors. The men and women ssparatec into different rondavels,

Mest and dumplinGs ware SETVEDT.

Whern I was about to go, 1 asked why the funeral and the secong washing

cf hands wera gerformed before 14700, The old lascy salc it was
becauss Moongeni had not been marvied: He was s= good &= 5 boy.
asved asbout the vituals performed that cay. Bhe ez3id trey had wasned

o

hamos in the early morning with water to which had been zdded stamach

contents.

i [aina e anses Bl B 2 Ty, NN L S i JE R ) 1

NE Tamily was thaneed Tor LhHelr gsriicipsilicon in saswering all my

—_ - . T . -

e A ¥ Sy — - = = r
guestionz. They in turn tharked me for my care and contsvme 1 WaS
R gy B - b el ompale b g e - g o= =~
aiS0 aErEC L0 gresc ang T @k tha coctors ang rurses trzst cared o
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CASE NO. 9 : MRS GEZEPHI X.

INTRODUCTION

Gezephi X was a sixty year old mother of six children; a son and five
daughters. One of her daughters - the first born - was an illegitimate
child who had been born before marriage to the father to the five
children. Gezephi was from the Maphumulo district. She was

hospitalised on 3 May, 1988.
ON ADMISSION

Mrs Gezephi X was very ill on admission. She was alert, responsive and
well orientated. She complained of difficulty in swallowing, and loss

of weight. She had no appetite. She complained of a persistent cough.

The nurses’ interview sheet indicated that the patient was aware of her
diagnosis which was cancer of the oesophagus. She was a re-admission.

The doctor’s notes also indicated the same diagnosis.
FAMILY BACKGROUND

The patient was widowed. Her husband died in 1981. Her eldest
daughter was married and lived at KwaMbonambi. Her husband was a
responsible person and the couple were concerned about Gezephi's

illness and cared for her.

Gezephi said her son was the first born in her marriage and described
him as a useless thing. He was married and worked somewhere in Durban,
but did not send money or visit her. His wife also never visited
home. All three Gezephi's daughters had 1llegitimate children. She
cared for the children of two of them while their mothers were at work
at Empangeni. One daughter had gone back to school in the Richards Bay
area, and she and her child stayed with her married sister at
KwaMbonambi. Her two working daughters had taken their children when

she was admitted.

Gezephi and her family were Christians. They belonged to the Lutheran

Church. . Gezephi was illiterate.
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RESEARCHER'S FIRST ENCOUNTER WITH PATIENT

She was found sitting on top of the bedclothes on 23 May at 12h30. She
was leaning on a backrest. She looked very emaciated and miserable.

She spoke politely with a hoarse voice.

She consented to being interviewed for research purposes. She queried
why she should sign the consent, because all the nurses and doctors
here at Ngwelezana and King Edward Hospital have asked her many
questions but never asked her to sign consent. She refused the tape

recorder, as it would identify her.

It was during this encounter that she gave me the family background.
She questioned me about my place of birth, religion, my mother’s
surname, my grandmother’'s surname. It looked as if she wanted to find
a common factor or relationship between the two of wus. The common
factor was our religion, and this pleased her a lot. She got further
excited when I informed her that I did my teacher training at Umpumulo
in the 50's; before I took up nursing, since this was where her
induna/home area was. I told her it was where I taught Sunday School,
when I was a student teacher. The area was called Nothweni. She

laughed and shook my hand.

ILLNESS HISTORY

Previous Illness:

She claimed she had never been ill as such, except for minor colds.
She told me she used to be a plump, round lady, and took a size 42

dress. She now wears a 36.

Present Illness:

Gezephi started losing weight for no apparent reason, in late 1985,

She was not feeling any pain or discomfort. She was eating normally.
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At the beginning of 1987, she had epigastric discomfort. She had a
feeling of fullness in the stomach, as if something was coming up the
oesophagus. She thought she had round worms and was pérhaps, geing to

vomit them out. However, she never vomited.

I asked her what did she think caused this and whether she sought any
form of treatment. Gezephi said she wondered whether I knew Zulu
illnesses. I said I did. She then said that it was an "idliso". She
told me that while she was getting a pension, she had not been solely
dependent on it. She ploughed the fields, particularly for cash crops,
that are harvested throughout the year, for a regular income. They
earned her a lot of money. "So, the enemy was not pleased with that.
So, at these parties at times plates are dished out and come prepared

and set up with the "idliso", if you are the wanted person."
N: "In your case, how did the "idliso" work?"

P: "You see, as I kept on feeling there is something that wants to

come up, it was the implanted "idliso"."
N: "Did you try to get treatment, to detach and bring it up?"

P: "Yes, my child, I went to the witchdoctors and prayer women.
They gave me emetics, but it did not come out. but I think some

pieces of it came out, as I had a bit of relief."
N: "So, how did you come to the hospital?"”

P: "I went to three private doctors, who treated me with injections
and mixtures here at Empangeni - all in vain. I ultimétely went
to see a Black doctor at Ngwelezana Township. He told me that I

had to come to hospital, and he did not even make me pay."

The patient was confused with the dates. Her case sheet indicated that
she had been admitted in January 1988 and March 1988. In March she had

a Livingstone tube inserted. She had been re-admitted on 3 May.
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PATIENT'S KNOWLEDGE OF DIAGNOSIS

The - patient was asked whether she knew her diagnosis during the third
interview, on 30 May. the patient was restless and she claimed to be
choking. She said, *] am very ill. It is just here in the throat.
It is choking me.“‘ She was vomiting on and off, and salivating a lot.
I assisted her with the receiver and gave her a mouthwash. I massaged

her back as she eased off the attack.
P: "How did you know where to rub?"

N: "I saw you bend forward. (She smiled). Mama, tell me, do you

know your diagnosis?"”

P: "Yes, my child. Doctor said I have an incurable growth in the

oesophagus. He inserted a tube.”

Gezephi had an attack of coughing, salivating, and became restless.

She was pointing at her throat. She cried out saying:-

P: "0! Lord, take me. 0! Jesus, help me. Lord take me, I am
suffering. 0! St. Mary, pray for me!"

Again T helped her. When she settled down, she said:-

P: "Don’t be surprised when I am calling for St. Mary, my mother
was a Catholic and used to pray her St. Mary’s! But you know my
child, it is better to die than to suffer like this."

During the subsequent conversation, it seemed to me that her knowledge
that she had a tube in the oesophagus, made her focus on it. In fact,
it seemed she was afraid as if it would block her breathing. So, 1
brought a clear diagram of oesophagus leading to the stomach, and the
trachea to the lungs. It was explained that it is not possible that

the tube chokes her breathing. She smiled and her focus on the tube

was greatly reduced.
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As from the 3rd June, the patient wanted to go and die at home. She
told me to tell her children to take her home and perform the
slaughtering ceremony. There was a nursing assistant in her ward who
knew her elder daughter, who only came in the evening. I gave her the
message for the daughter. She said, "I will tell her, matron, but she
earns so little. Her son, who should be doing that, has very little
concern for his mother." She, however, was persuaded to plead with

the daughter to come and see the patient.

During the night of the 2nd June the patient removed the drip. She
refused an injection, saying she wanted to be left alone and die
peacefully. As the pain grew worse, she ultimately accepted the
sedation at 02h00. She then slept well, during the early hours of the

morning.

The patient was disorientated on and off between 2 June and 22 June

when she died.
FAMILY REACTION TO KNOWING PATIENT'S DIAGNOSIS

I met the patient’'s second daughter on the 30th May. She knew the
mother had cancer of the oesophagus, and that she had a permanent tube
in situ to enable her to be fed. She, however, complained that the
tube was choking the mother. She said the mother feels where the tube
starts and ends. The tube also forced the mother to sleep in a

sitting position,

The same diagram to indicate the trachea and oesophagus was used to
explain the anatomy to her, and she was relieved of her anxiety. She
told me that there was actually nothing left of her mother as she was
slowly dying. She complained of the irresponsible brother. She felt
it would only be the girls who would bury the mother, and yet it is

the responsibility of the son.

I met the eldest, married daughter on the 10th June. She gave the
same information as her sister. She praised her husbands concern
highly, and felt at 1least the mother had a hope that there was
somebody to bury her. She felt the mother had suffered enough pain
and that it would be better if the Lord released her by taking her

soul.
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The youngest daughter I met on 14 June. She was very miserable and

felt the mother was really dying. She cried, and was comforted.

PATIENT'S RERLATIONSHIP WITH CAREGIVERS

Doctors:

The patient was happy with all the doctor’s efforts. The tube she
said, was uncomfortable, but she felt she would have died even earlier
without it. She was happy that doctors can tell a person what is

wrong, what they can do, and what to expect.
Nurses:

The patient spoke very positively about the nurses. She told me that
at times she pulled out her drip, but they never held a grudge for
her. She said that they were respectful. The patient was
particularly pleased, and even marvelled at the care, concern and
respect of the male registered nurse. She asked me, "Where do you get

such good respectful sons? I wish my son was like this!".
Researcher:

I established a firm relationship with the patient on the first
encounter, as .already stated. The patient called for me each time she
felt she was dying. She entrusted her death messages for the family
to me. The patient told me when she feared being alone, and discussed

her feelings about dying.
CAREGIVERS' SUPPORT OF FAMILY

Doctors:

The family did not meet the doctor but heard from the patient that the

doctors are good and kind to her.
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Nurses:

The patient said the nurses were kind to her children. The family
reported positively about the nurses. The nurses reassured them that
the patient would be better. They did not discuss the patient’s
fears. The message about the slaughtering ceremony was relayed to the

family by a nursing assistant.

Researcher:

The 1llness history and the choking tube affair was discussed and
explained to the family. The slaughtering ceremony (and its meaning)
was discussed with the family. The married daughter was asked what
stregthened them at that difficult time. She said it was prayer and
the support of family and Christian friends. So, we did pray before
they left. The patient's fears and wishes were discussed. We
discussed that the correct procedure 1is that the son should
slaughter. If the daughter slaughtered, it would not be acceptable to
the ancestors. This was discussed also with the old lady, and she

accepted that the daughter was to contact the brother.
PATIENT'S FAMILY WORRIES

In the family background, the worry of the patient’s son has been
indicated. On the 2nd June when the patient gave me death messages,
she said the son must be told to look after his sisters. The joy the
patient had on 14 June when the son had phoned to enquire about her

condition, was great.

The patient worried about her youngest daughter who was 17 years old.
She wished she had got married. She referred to her as the "little
one." She also said that her son had married a useless woman, who did

not urge her husband to visit home. She said, "Then, how can I hope

that she takes care of the little one!" She smiled when I said "But
God gave you a responsible son-in-law." She then said, "In other
words, you are saying I must forgive and forget!" (She smiled) and I

said, "That is exactly what I mean."
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In the very first interview the patient also complained about the
heavy October rains that damaged her wattle and mud house. I asked
her who had remained home. She said there was nobody. We discussed
this, and resolved writing to her cousin at Mapumulo, to keep an eye

on the property.
FAMILY SUPPORT TO PATIENT

The married daughter and her husband were the main supporters of the
patient, in that they took full responsibility for ensuring she
received medical treatment. The patient also mentioned that they
paid for the witchdoctors who tried to treat her. The other two
daughters earned very 1little but did all they could to support her
and their children. The married daughter also provided money for the

"little one" to visit her.

The Lutheran Christian friends/prayer women came on Thursdays to pray
for her. She always told me that this elevated her spirit, and it
strengthened her faith in God. She could not sing out, but she felt
the joy of the tune and words of her favourite hymns, she asked them

to sing.
INFLUENCE OF RELIGION ON PATIENT TOWARDS DEATH

On the second interview when she told me about being bewitched,
Gezephi said, "Despite all what the evil person did to me, I hope God
will heal me wup. I do not hate anybody. Even this unknown person
who bewitched me. Even my son who has deserted me, I do not hate
him. I leave it all to God, our Creator. I shall await his mercy,

for the good or the worse."

The day she told me about her Christian friends who come to see her
every Thursday, she said, "God 1is good. You know, I have been
thinking that God has sent you, and He is a good God. You ask Him

privately at your prayer spot and He answers you openly. Who does

not see you were God sent?"
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N: "What do you consider the best of my care for you?".
P: "I am no longer lonely - I know there 1is somebody who Iis
going to come and see me every day. Secondly, 1 have

somebody to confide in, a mature person. You know when you
feel afraid, you fear to tell the next person, but you have

offered to listen to everything that worries me."
N: "I am happy to hear that.”

Gezephi called upon God when she felt she was dying on 30 May. She
even remembered the mother’s prayer to St. Mary. She maintained that
I was sent by God even on the day of her death. She kept on praying
until she took the last gasp.

CAREGIVERS ATTITUDE IN INFORMING PATIENT ABOUT DIAGNOSIS
Doctors:

They were positive about informing the patient, and coping with her

reactions to death.
Nurses:

The nurses felt it was not good at all to inform the patient. All
Gezephi’s refusal of the drip and injections were seen as the outcome
of the doctors’ ideas, which were 1labelled as being unfair. Nurses
felt perhaps a member of the health team, might be told the diagnosis,
but even then, not all of them. They felt the patient’s personality

has to be such that he will accommodate such frustrating news.

Researcher:

I was positive to the patient being informed. It forms a good basis
on which to assist the patient to co-operate with her course of

treatment. One can explain genuinely about the prognosis.
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DISCUSSING DYING WITH THE PATIENT

Doctor:

The doctor informed the patient that her condition was incurable. The
patient was happy to have been told. There was a language barrier
between the doctor and the patient and this, it is felt, limited

further discussion.
Nurses:

The nurses did not discuss dying with the patient. They just said the
patient must put everything to God. When asked whether they discussed
dying with the patient, they all felt it would destroy her and that it

was not cultural to discuss dying with a person who is very ill.
Researcher:

On 1 June the patient called for me to say she was dying. She
instructed that I write messages to her children and read them back to
her. Besides what has been quoted, she also expressed her wish that
she wanted her corpse to be dressed up. She said "I want my Christian
friends to see me as they knew me. I don’t want to be wrapped with

cloths, like a tramp."

On 10 June the patient again said she was dying and called for me.

When the attack was over, I asked:-
N: "How did you feel when you said you were dying?"

P" "I was choking and afraid, and just saw everything going
blank. I think it is better to die in your sleep than to

die awake."

N® "What is it that you are most afraid of?"

p" "It was the choking and not being able to breathe, and
dying. I even forgot to pray."
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N: "Do you still feel you want to die at home?"

P: "Yes, but I have to be sensible - there is no one to care for me
at home. So, I am better off here with doctors, nurses and you,

my angel.”

On the night of 13 June Gezephi refused the injection and said nurses
must leave her alone to die. On the 1l4th June, I asked her what or how

she felt. She said the pain was so severe that she felt she could as

well die.

On the 21st June at 09h20 I was phoned by the Sister who : :* said,
"Please come, your patient is gasping." I found the Staff Nurse with
the patient. She told me that the patient had just been put on

oxygen. The patient had not had the sedation since 02h00 as it was out
of stock. She told me it had been requisitioned and had come, but the
patient was to get sedation only at 14h00. I asked why they were
waiting for 14h00. She said, "It is Sister's idea." Sister was
called and in this case just asked directly why the patient had not had
sedation. It was shocking to hear her say that they give sedations

routinely at 14h00.

When the sedation and suctioning had been done, I asked the Staff

Nurse: -
V4

e

N: "How do you feel remaining with a dying patient?"
S/N: "I am afraid, but I just pray."
N: "Why is there nobody remaining with her?"

S/N: "It is difficult, Matron, to see a person die. We suction, give

oxygen and go away."
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-

Thé patient was left with an elderly Nursing Assistant who volunteered
to remain with the patient for me, as I had to attend a meeting at
10h00. At 09h55, I dashed to the ward to check on the patient. I
found her behind a screen. There was no Nurse with her. Sister was
asked why. She said the Nurse had gone for tea from O09h30 to 10h00.
The Nursing Assistant just came back. She came and told me that she
had failed to find somebody to relieve her. So, she had left for tea
at 09.40. There were three sisters, six student nurses, five staff
nurses and five nursing assistants. They were all afraid to remain

with the patient. So I went to the meeting.

At 13h30 I went back to the ward.

P: "0! My child I am in pain. I am happy to see you. I want
to spit!... 0! Nothing is coming out." (I held for her the
sputum mug. She was dyspnoeic and sounded very chesty. Her
forehead was cold and clammy. The pulse was fast and

feeble. I re-adjusted her oxygen mask and propped her up,
with the help of the same Nursing Assistant. I then
relieved her so that she could go to lunch. She had been

with the patient since I left at 09h55).
N: "How do you feel now?"

P: "It is the pain! It is the pain! It got me right through

the night, there was no injection."”

N: "Alright, mama, we will give you the injection again.® (She

had been given one at 10h00).

P: "I am sure they have been instructed by you. 0! Child of
God, I appreciate how you care for me. Even when I come
before the throne of God, I shall ask Him to send His angels

to bless you."

(She coughed. She was assisted and she brought wup thick brown, foul
smelling mucus. She seemed to have been struggling to bring this up.

It gave her some relief).
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N: "Thank you, mama, for the blessings. Do you feel you are
dying?"
P: Yes, my child, I am going today. I just pray that when the

time comes I just "break" and enter the next world without
pain. I also wish I do not get any pain during the night.
God can take me, I have no objection. Let His will be done!"

N: "Well, mama, if you go, we shall meet in the next world. I
shall phone the ward during the night to find out how you
are. Keep on praying, and trust that God has said He shall

not leave us alone. I am going back on duty, I shall come
back."

P: "No! Who is going to remain with me?"

N: "Here is the nurse to remain with you. If you want me, tell
her."

VP:. "I want my eldest daughter.”

N: "I shall phone for her. If I do not get her or she cannot

come due to transport problems, what should I tell her?"

P: "Tell her to take care of her younger sisters and she must
be good to them. O! I do not know what I would do without
you. O! Person of God, you have cared for me so well. It

has been wonderful, my child. May God bless you. 0! My

end has come."

The patient lost consciousness while the Nursing Assistant and I held

her hands. She remained unconscious until she died at 04h15, on 22
June.
The Family:

The family discussed the family problems with the patient, but not

dying. When they were asked why, they said it was not Zulu culture to
do that. It would hasten her death in some way.
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FAMILY REACTION TO PATIENT'S DEATH

There was immediate acceptance of death as it had long been expected.

The daughter sobbed quietly, but there were no violent outburst;.

DEATH RITUALS PERFORMED

The patient was buried at Mapumulo during the week, and it was
difficult for me to attend the funeral. I met the family at the
mortuary. A prayer was said and a hymn sung. The family present were
the three daughters and the son-in-law. They said they would not take
her spirit as there was no elderly person. That was to be arranged

for a later date.

On their return, I asked the Nursing Assitant’s mother, who attended,
about the rituals that were performed. She told me the goat had been
slaughtered. The funeral was conducted in a Christian manner. On
return from the graveyard there were two basins at the gate entrance.
One had plain water and the other had stomach contents added to the
water, The hands were washed by the family and neighbours to remove

the death pollution. The family wore a mourning sign.

I asked whether the son was present. She said he came in the evening
of the day before the funeral on the 28 June. The daughters regarded
this as a way of avoiding responsibility - to come at the last minute
when everything had been prepared. The second washing of hands

ceremony was to be on 20 August.

On the 19 August the son came to the hospital, accompanied by an old

uncle. The uncle was carrying the ziphuf-mucronaea twig for taking

the spirit home. So, 1 accompanied them to the ward. The twig was
placed on the floor at the ward entrance. The o0ld man called
"Gezephi, come. It is your uncle calling you. Let us go home to

Maphumulo."™ The wuncle then kept silent until we reached the car at
the hospital gate. He got into the back seat. He spoke to the

spirit, informing it they were getting into the car.
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I gave the son the mother’'s messages. He cried and said, "Nurse, 1
have heard about all your concern and care of my mother. I am so sorry
she died. I have to turn over a new leaf, otherwise the curses.shall
befall me." He was comforted and encouraged to keep up that

determination.

Gezephi's son was asked about the rituals that were to be performed for
the second washing of hands ceremony. He said they had made Zulu beer
and slaughtered a goat. When they reached home, the uncle was to talk
in the mother’s bedroom so that she can join the ancestors. The
following day they were to be joined by the neighbours. 1In the morning
they, as the family, were to wash hands with water to which had been
added the stomach contents and the bile. The mourning signs were to be
removed and burnt outside the fence. The neighbours were to come at

14h00 and they would pray and then feast on meat and dumplings.

I thanked the son for his initiative to see me and to perform the
rituals for the mother. I also asked him to thank and greet the rest
of the family. The son also gave me messages of thanks for the

doctors, nurses and the researcher, from the family.

MRS LIZZY X.

Next to Gezephi as on 24 May, there was a 52 year old mother of eleven

children - five boys and six girls. She was quite big and weighed 96Kg.
The Night Superintendent, after handing over the night report said:-

N/S: "Mrs Mtalane, there is a young woman in the surgical ward, who
was admitted last week. She has been in section three. She
went for an operation yesterday. The doctors opened and closed

her, as she has inoperable cancer of the pancreas.” (She was

tearful).
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N: "Do you want me to see her, or is it somebody I know who wanted

me to visit her?"

N/S: "0, please, can’t you take her as your research case?"
N: "] am still handling two cases."
N/S: "0! Please, even if you just visit her casually. You know

those doctors are going to tell her about the diagnosis. It
would be nice then if you assist her. She has many children.
You can arrange for her even about these children. You know she
can die happily if she has somebody to talk to, and a person who

can assist her."
N: "I shall visit her then."
N/S¢ "She is in the bed next to your research patient."”

I met Lizzy on the 24th May, when I was through with Gezephi. 1
ihtroduced myself and told her I was to visit her, and that if she has
any problem - physically, spiritually or emotionally - she could
discuss it with me. I told her I also visit Gezephi.

'
Her case sheet indicated that she had been admitted on the 16th May.
She came in complaining of jaundice and itchy body for three weeks.
Her post-operative diagnosis was laparotomy, inoperable cancer of
pancreas, cholecystectomy, hepatico-jejuno anastomosis. Her breasts
were so big that they overlapped the operation site. I assisted the
senior nurse to support the breast and get it off the suture line. As

we did that, Gezephi turned and looked with a very jealous eye.

Lizzy was married, had a husband, and 11 children ranging between the
ages of 22 years and 5 years. They were Lutherans and lived as a
family at Mtunzini. She had had no serious illness before, except
dilatation and curretage, and incision and drainage of the breast

abscess. Her condition was satisfactory post-operatively. On leaving
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I went back to Cezephi and said, "Here is another Christian friend.
She is also a Lutheran."” I beckoned Lizzy and introduced her to

Gezephi. Gezephi relaxed and laughed. So I left them talking to each

other.

The next day Lizzy told me that her illness had started in April. She
visited four private doctors. She was treated with injections,
tablets and mixtures. So, she just decided on her own to come to
hospital on 16 May. She had been to X-ray three times, and to
ultrasound. Doctor told her she had gallstones and advised her to go

for an operation. She said "Nurse, it was the first time since I have

been 111 that the doctor told me what is wrong. I also 1liked their
approach. They told me when I came that they are going to investigate
first. 1 like this hospital!" She was so happy as she expressed this.

The patient expressed worries about her children and the husband at
home. She felt her husband was exhausted because of having to come to
see her each day when he came from work, and having to care for the
children. She said she had persuaded him to come only on Monday,
Wednesday and Saturday. The husband just continued to come even more

frequently.,

On the 2nd June when Gezephi was critically ill, Lizzy expressed her
concern that she was dying next to her. I asked her what she exactly
feared. She said it was because she was 111, and worried about the
gallstones. She had never heard that a person can have stones inside
her and still 1live. An anatomy book was used to show and explain the
biliary system to her. She understood. We screened Gezephi and Lizzy
was happy. I asked Lizzy about her thoughts and feelings at such
times when she feared for life. Lizzy said she feared the unknkown
future. She was asked what strengthened her when she felt insecure

and she said it was prayer. So we often prayed with Lizzy.

Lizzy had alternate sutures removed on 3 June. She was happy with the
nurses and doctors. 1 met the husband on 3 June and he explained to
me that those gallstones seen by the doctor were actually "idliso".
He felt people were jealous that they were a happy family. He also

felt he had not slaughtered anything for his late parents, and was
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sure they had slackened their protection. When Lizzy was discharged,

he was going to perform the slaughtering ceremony.

On the 8th June, Lizzy was fit for discharge and to return to the
surgical clinic. She has never returned. My mnotice still hangs in

the surgical ward admission room, that I be told when she is admitted.

Whilst Lizzy was in the ward I asked whether they felt happy or not,
that she was not told about the cancer of the pancreas. Sister said,
it 1is Dbetter 1if the patient does not know about the cancer. She said
the patients die sooner if they know they have cancer. Sister said
the worst of it all is that the patient becomes very difficult to
nurse, whilst the doctor who told the patient, strolls by on his ward
rounds. The Enrolled Nurses said it was very unkind to tell the

patient.

On the 10th June when I went to see Gezephi in the morning at 09hl5, I
was approached by the Sister. She asked if I could not take another
patient for research, who had just come. Sister was asked whether the

patient could talk, she said, "I think so."

When I reached the patient’s bedside in section two, there was the
patient’s 22 year old son who was crying. He was accompanied by two
women who were their neighbours. They were also sobbing. I reached
for the patient who looked semi-conscious, and positioned her head
properly. When I turned to Sister who had led me to the bedside, she
had vanished. I then realised I had been led to what they considered

an unmanageable situation.
I introduced myself to the three - and the son asked me: -

S: "Matron, do you think she is going to make it? (He cried).

0! No, no, - she will not."
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N: (I held his hand and wiped his tears, which he just let run
down). "Alright, you have made an assessment of her condition,
as you have been with her. Now let us go to the other room so

that we can discuss this whilst nurses suction her."

We all moved to an empty side-ward. The son told me the mother had
been i1l for some time. Since the evening of 9 June she was just
dopey, until she called the neighbours in the morning. They phoned for
the ambulance. He told me that he and his mother lived alone. He had
no father, no sisters and said, "Now my mother, the only hope, is just

vanishing!"

N: "Alright, you have a right to feel like that. Mama is very
sick. Doctor is going to assess her and tell us how she is.
There are difficult times for all of us. If God takes mama, you
are big enough to be responsible for your own affairs."” (He

nodded as well as the two women, whom he called "aunt").
Aunt: "Yes, nurse, there are such difficult times in our lives."

Son: "I have been having this feeling that my mother is ultimately
going to die. She has been losing weight, coughing and
complaining of headaches all the time. I could see she was

getting weaker and weaker. but well, it seems it has come."

N: "If you have been feeling like that, then you should have been
planning what you will do."

Son: "Yes, nurse, I did. I have saved money, and I have addresses

and telephone numbers of all the other close relatives."

N: "Now we have to wait and see what happens. Mama cannot speak
now, so there is nothing to be discussed with her. What

strengthens you at such a difficult time?"
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They all at the same time said, "Prayer." So, we prayed together.
The Sister that had vanished, came in as we prayed. I then took the
full name of the son, telephone number at home and at work, and. those
of the two aunts. They were all grateful. They asked to see her
before leaving. We went to the bedside, I let the son hold the
mother’'s hand. He smiled, and said, "My mother can feel it is my
hand, look, she is gripping it." We were all happy and they suggested
they leave. So I went out of the ward with them.

In the morning, 1 saw on the night report that she died at 23h00. The
Night Superintendent reported that she phoned the aunt at 04h00, as she
feared breaking bad news directly to the son.

When they came for the corpse, two days later, they had to collect the
patient’s kit from the ward. The son asked for me and was escorted to
my office. When he came in he said, "Hallo mama, see 1 am not
crying. 1 am brave and going to bury my mother." He was praised for
the courage. He told me he had come to thank me for the support given

on that "cloudy" day.

A month iater, I asked the Sister who had led me to the dying patient.
She was shy, but told me, she just felt I was the right person to talk
to the family who were so upset. She said, to see a young man cfying

was an unfamiliar incident, and she had felt like crying herself. She

was just too grateful that I helped them out.



313

CASE NO. 10 : MR MAXON X

INTRODUCTION

Mr Maxon X was a sixty year old bachelor and an eldest son in a family

of three. He was from the KwaMthethwa area, in the Empangeni

district. He was hospitalised on 28 April, 1988.

ON ADMISSION

The nurses’ interview sheet indicated that he was admitted in a
helpless condition. He was very emaciated, dyspnoeic and this was
aggravated by a persistent cough. He brought up blood stained

sputum. He complained of dysphagia.

The doctor's notes indicated the above stated signs and symptoms and
that the lungs were congested. The feet were swollen. The patient
was an old pulmonary tuberculosis and had complete neoplastic stenosis

of the oesophagus.

He was admitted to the male medical ward for one day and was
transferred to the surgical ward on the following day. He was sent to
the operating theatre for a bronchoscopy and insertion of the

Livingstone tube.

FAMILY BACKGROUNDD

The patient was a bachelor and stayed at his home. His parents were
deceased. His brother and sister had left home to stay with the other
members of the extended family. They quarrelled with Maxon and could

not tolerate each other, But since he was very ill the sister had

T, S [ - T
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The patient’s younger brother was married and worked at the Paper Mill
at Felixton. His sister was about to get married. He complained that
the "lobolo" had not been paid to him. He wondered who had given

permission to the grandfather to receive the "lobolio."

The patient made his living out of poultry farming and a banana
orchard. Fe also received a disability grant, as he had been somewhat
hardicapped in his lower limbo. He used a walking stick, but at times
used crutches. He told the researcher he used what suited him,

according to where he was going. He said he enjoyed staying alone, as

Nis sibolings wers full of nonsense.

The patient was educated and spoke English satisfactorily. 1 asked
him what standard he passed at school. He said he passed standard six

of the Royal Reader. The whole family were Anglicans.

RESEARCHER’S FIRST ENCOUNTER WITH PATIENT

I met the patient in the male surgical ward. It was 08h30 on 2 May
1988. He was sitting aon his bed, resting on the backrest. He was
wearing his own private pyjamas and a checked gown. He was well

groomed and appeared to be a self-respecting person.

I greeted him and after introducing myself, he introduced himself. 1
said, "There is something I would like to discuss with you about your
illness, for research purposses. 1 would like to <it here next to

your bed.” He responded in English, "Welcome, take a seat, matron."

He guestioned me about my parents, and afterwards he told me that he
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knew my father from Mtunzini, where he was a court interpreter. He

knew my father was deceased and he asked me about my mother.

I realised in this first interview that Maxon was very talkative, and
at times, deliberately ignored a guestion which he did not favour. 1
was able to get the above family background, on the first encounter.
He spoke steadily and with emphasis. He had a mannerism of '"you see",

"that's it" - even as we spoke in Zulu.

The patient gave verbal consent for being interviewed for research
purposes. He read the written consent and saig, ‘You see, I trust
you. [ aven know your parents.” When it came to the use of a tane

recorder, he sald, in English, "You see, I am a very well known

person. My voice will be so easy to identify."

I' LNESS5 HISTGRY
Previous Illness:

He told me he was injured at work in 1963 and that was what caused him
some weakness of the lower limbs. He even remembered the name of the
surgeon that operated on him. Besides that injwry, he had

haemorrhoids on and off. Now and again he had besen worried by

dyswia. He told me the problem of dysuria endad up in 1981 wher he
went to the chemist and demanded to see the pharmacist. He was given
tablets ard told to drirk a lot of water and that was the end of the

dysuria, until 1985,



316

The patient then looked on either side, as if checking who was
listening, and said, "“You know, it came up again. I then had to
think and "shake my head bores.” I thought and concluded that 'it was

a Zulu disease."

NH "What are you saying, now? As you call yourself a "Royal

Reader", didn’t you learn about germs?"

o

ves, I am a "Royal Reader” at work, where I earn a living, but
a Zulu at home. I can be bewitched like any uneducated person,

and that'e it.” (We both laughed.

The patient said that he had bteen using the chemist tablets and some

herbal mixtures ever since.

Present Illness:

The patient said the disease started from his lower abdomen. It felt
like a rod, tc start with. After a few months he felt as if this rod
was twisting and moving up to the epigastrium. He spoke with signs
and invited me to palpate the abdomen with my hand. He showed me
where the rod had gerne up to the chest. He showed me a swelling on
the mid-chest. When 1 palpated the lump, it was Jjust a soft grawth.
He then said that lump mrevented food going doing into the stomach.
The lump would even cause him to bring up some bubbles, in its
struggle to prevent food going down. He had thus lost weight

tremerndously.
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He was asked what he thought caused this illness. He said it was
obvious and "nmeeded no interpretation” that it was witchcraft. He
said that the urinary problem he had was caused by a bad mut.hi of an
evil person, who sprirkled it on the path and he had walked over it.

It then went up to his urinary bladder and caused the urine to boil,

thus the bwrning mictwition.  The patient edpressec his convicbion
that he had been bewitched by "idliso" at that time.

= oreses s at ¢ I = @ ] t
uselez:s psrson like imsel He hagd no proape Ly Lo ZE 2vied b,
aleo, hat! taren the precavtiorary mezsure of licking crooorils €34
once a week, to prevert the effects of any "idlisg'". He =aid he wac
going . = 10 e = =M 1 AsKec 5

he had confidence in the doctor, he said he did. He said the doctor

had tcld him he was going to examine him in the theatre.

PATIENT’S KNOWLEDGE OF DIAGNOSIS

After the bronchoscopy and insertion of the Livingstone tube, the
doctor informed the patient that he had carciroma of the oesophagus.
The patient said that it was understardable that the doctor saw
"idlisc" as cancer, and incurable. He decided though, to wait and =ee

how effective the . o irserted tube worked.

The patient said it was funny that the doctor said he had cancer when
he feels so strong. He told me people suffering from cancer are thin
and miserable. He asked for a pass-—out the nest day. Doctor allowed
him to go home and return when he felt ill or uncomfortable. He left

the hoscitzl on 6 May and returned or 19 May.
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sochaous. e told me thai bhe loobead

effect af a foreign body in his o2
terrible with the loss o weight. It meant his suite ware just going

to harng, as if on a coat-hargesr.

The patient one day tcld me about his ordeal in the operating thzatre.
The doctor asked him to swallow the tube. So, it went in, and then he
coughed it out and messed up the whole area. He thought he would be
scolded, but no nurse aor doctor scolded. The docter then put him to
sleep and the tube was then inserted. He then complained of the drip
and showed me the swollen arm. He wanted to try swallowing. He
claimed the doctor did not come to him during the ward round. The

doctor’s team system was explained, and he understood.

The next day he told me that the doctor had seen him and discussed his

prognosis. He wald doctor had asked him to be prsitive and accspt

that the tube was going tc assist him te have samething in his
stomacn. e told e (1S cwn guess was that ne only had a Tew y=s
to live. "0, my child what is there tao live for. It is better to
have a sudden death.,” [ =zaid, "Dut also Zulu culture Says it i3

better for a person to be ill, rather than just to die suddenly.” He

laughed.

In the following weeks the patient told me:-

P: "You knaw I have been thirking about this illness. I think it

ls worms, but the special type. When I was on a pass—out, I
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tried the worm treatment, and purgatives and herbal mixtures,

all in vain., These worms are just here in the stomach.

H "Tt is better that you discuss other treatment with the doctor

or me, before you strain yourself.”

P: "Where was doctor or you, et home? I did this when I was on
pass—out."”
INE "It is not good to wuse too much of everything or to miv medical

and traditional treatment.

2 La e = roves, bot opon ces 1odust wanted these worrs
out. You s=z=e they are sucking 2ll my food nutrients and I am

ge:tting thinner arnd thinmer - and you see, doctor says its

cancer."”

The patient only accepted that it was cancer and that he was dying in
mid-July, when he was actually dying. He was then calling camcer azs a
devil and a maonster. He even sorted out his will, and sorted ocut the

"lobolco" dispute.

FAMILY RZACTION TO KNOWING DIAGNOSIS

- - . ] : : : d - - -
Tne brother and his wife, and his sister were very concerned about the

patient. They worried that he had no wifs. They were encouwraged to

see themselves as his support. They accepted this responsibility.
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and they accepted that he was dying. They were afraid to discuss this
with him and came to see me. When the patient was critically ill,

they assisted him in settling the disputs about the sister’s "lobolo"
with the grandfather. They performed the slaughtering custom, and the
patient received a pass-out from 12h00 to 16hC0O to attend. He was

taken out and returned in the brother’'s car.

FATIENT'S RELOTIONSHIF WITH CAREGIVERS

Doctors:

The patient was positive and at times negative about the doctors. The
doctor’s team approach confused the patient at times. When he saw =
cdoctor walk pask his bed, he got fed up. On the 30th May, when he was

refusing to eat and the drip, I came to see him at 13hI1Q.

N: "How are you today?"

P: "I don’t know because it is the secret of Sister X, and the
Doctor. You know, I asked for a pass-out to collect my pension
furd. So, when Doctor and Sister X came to my bed, Gister 7
Called Sister X. They whispered to each cther in section four.
(The patienl was in section two). Sister X came along to me.
They ctocd at the bottom of the bed and spoke in whispers with
the doctor in English, as though I am "no school” (illiterate).

Do vou know what was the autcome™
N: "Do tell me.”

F: "The doctor said I can 3o Fome i€ 1 S0 wish - but siar e
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hospital treatment. He said I can come back if I feel like it,

and he walked away. So 1 gave up my reguest and relaxed.”

"No, don’'t worry. I think they told the doctor that I will not

returi

i

"Wan't you return’

e [}

"7 will. How zan I run away with cancer? You see, Sister 7

@

will see you talking to the doctor and she will tell S X and

they will ill-treat me. I know the attitude of the nurses, when
they have been reported. 1 made & good study of the nurses when
I had met an accident in 198l. I was hospitalised for seven
months - so I know what I am saying when I say they will ill-

treat me."

"Are you swe you do not want to go anymore?"

"l am really sincere about that. In fact, it was just a fuss.

My brother can collect that money for me."

"I think it would be good if you discuss this with the two

s '

isters and clear up youwr feelings.'

8]

"It is alright. T will do that, my child."

"l am happy tc understand you are determined to be managed by

the Doctor.



trld the nwrsss that the patisnt can gpecsk English - o that they

Yy

could save time on interoreting for the doctor.

Researcher:

The patient regarded me as his daughiter and spoke cut all his

f=elings. One day, he even told me of one of the Sisters on the staff
wiio refused to marry him. He was scornful that she refused his
marriage proposal and married a man who is a failure in life. He
laughed when I said it was not his correct rib and that it seems the
Almighty did not take a rib f-om him to make him a wife, as he was

still a hachelocr.

lWhen he was disturbed in his mind about his progrosis, he discussed
that freely with me. We shared jokes, fears, frustrations and his

teelings about the futwe.

CAREGIVERS SUPPORT OF FAMILY

The doctors rever met the family. The patient anly infarmed the

family of the positive factz about doctors. Thay in turn praised the

care of dochars.

Nurses:

The nurses reassured the family, that they should trust in God.
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When asked whether they discussed the patient’s condition with the
family, they felt anybody could see for themselves that-the patient

was dying.

Fesearcher:

The family discussed their feelings and observaticns of the signs cf

the impending death with me. We discussed the diespute about the

i

[« R =

g "lohola”" and we assisted the patient to settle this. Thn

(L
i

N
were acked what strengthensc them at thnis time. They said it wes
Cavee a= o2 family oand i ure ot with thely Chreistizn friends. 5o, we
prayed togsther in the office or at the patient’s bedsice. UWe formed

a strang link of friendehip, trust and confidence.

PATIENT'S FAMILY WORRIES

Although the patient claimed rot to care about the members of his
family who had left him alone at home, he one day said he was feeling
lanely, just like he did at home. The worry about the sister having

left home and the "lobolo" paid to the grandfather, was obvious.

The gpatiernt one cay told me that he thought about the time he wastsd
in Durbarn. He said he was a ''mice-timer" and that was why he never
got married. He ssaid even when he reached forty, he remained an
arragant bacheler. He laughed and said, "Look, now I am sick and

have no wife to visit me. 0! But Gud provided you, my child. Yau
are so ceoncerned and ceving.”

-



324

FAMILY SUFPFCRT TO FATIENT

The brother and his wife were very concerned about visiting the
patient. The brother’s wife brought nice food in very decent
utensils. When this was commented on, she said, "My brother-in-law

- 4 -+

is a veiy critica [R={ulgh iz is just igh clase', anc mone has to
s ey tical persor He i "high cl "y c F T

come up to that standard, if you want him to be pleased. A pevsor’s

likings andg dizlikes do not changs when he is il

The extended family came with the Christian frisnds and prayed with
the patient. The patient appreciated this. There was always a decent
table doiley con top of his locker. The sister came &nd reported about

his property.

The patiert expressed his gratitude that the brother and sister ir-law
had assisted him to settle the dispute regarding "lobolo" with the

granctather.

INFLUENCE OF RELIGION ON PATIENT TOWARDS DEATH

The patient believed that the fate of his life was in the hands of
God., e said that prayer strengthered him. He appreciated the visit
by the family and the Christian frisnds, who always prayed bsfore they

left.

b

| . . L.
He stated that it was in the Chre stian ard traditional beliefs that
the slavuckterine ~evsm—— ; e

e slavghtering ceremzny had t = pEformed zholt the "ghola

i ' S = oD, The

patient wzs happy
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CAREGIVERS ATTITUDE IM INFORMING FATIENT ABOUT DIAGNOSIS

Doctors:

The doctors discussed the diagnosis and prognosis with the patient.

The patient appreciated being told.

Tia= R e Y s g ol = = ~ L —
L . | =

Y

the PEt ang yeseEan that the

(il

NE NWiseLs werg eEdsliive an gid g
patiert ba t2ld hic diagnosis. Each time the patient refused
tment, they tlamez the doctors who told the patient he had cancer,

particularly wher he bescame difficuelt and fussy.

I was positive to the patient being tola. I further attended to the
patient’s worries, fears and frustrations. The patient found in me a
person to discuss and confide all his anxieties in and any form of

problem he had.

DIGCUSZING DYING WITH PATIENT

T —— e & “ T — el P = i -
The pERtizat aniy scZepted that he was dying when he became helpless.
Ha said:
m. ULl . - —l ~ A 1= o
P: Murse, my cnild, T am slowly gettirg mors ard more melplase,
IV m=ans 1 am ing to leave this worldl
0 - . -

(o
1
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Emutionally and spiritually, how do you feel?

F: "I talked tc my brother to tell my grandfather that we must

settle the dispute. He must continue to arrange for the

wedding. He will come back tomorrow. This has been worrying me

in my mind and soul."

N: "That is good. Is there anything that you also want to plan
far?"
P Well, murse, I had made s owill and all is sovied out. In {
whern 1 got a pass—out [ wert to the lawyer to re-frame the will.
You see, doctor bac Lol e [ have got cance. I am ready
= Sss ol AR h
now."

N: “What strengthens you at this difficult time?"
- "I have given up my life to the Lord. 1 get such oy and
nappiress when hymns are sung and prayers saic. [ also pr3y all

by myself.”

N: "I am happy to hear that."

The doctors talked to the patient about hiz incurable condition. The

nurses were afraid t discuss dving we ien = ‘
; e afraid to discwss oying with the patisnt and they told th

reseaicher, whan askzd, that it would hurt the patient’s feelings

Tra Family discussed s el
The Ffamily discussed all thelr feslings with the ressavchor They
gaarcher, y
!'48'/5’:’1 L':t“‘ b oA — 4 - + - ~ =
pray ~ith tha paticnt es ime they cams. In their pra,er they
ashe -y 4 to - = i i P il L - :
b g aunterling ant pPeln.
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FAMILY REACTION TO PATIENT'S DEATH .

The family accepted the death of the patient immediately. The brother
said they had given up hope as firom mid-July, when his condition

sharply deterioratad.
CAREGIVERS REACTION TO PATIENT'S DEATH

. o by Lt - e - - L. — s - e - . [ p—— —_
The ‘j‘f;i"..ﬁ:."»_-], TS E Tis! fe recearchs LZZH’{:JLC‘-t‘Z_‘-‘)/ dCCEDLeEl UhNe

patient’s death. The doctors anag the nurses pitied the resesrchar for

DEATH RITUALS PERFORMED

The family was met at the mortuary. We sang a hymn and said a prayer
before they left. The grandfather had the ziphuf-mucronaea twig to
take the spirit home. He just spoke once, "Maxon, we are now going

home by car. Let us go."

mily left and said they were to hold a revival maeting the whale
night., They wsere to bury him on Satu-day 23 July at 14h00. They were

happy T was going to join them. Ths brother repssted the directions

2 fureral service was in church and then mvoceeded to

the graveyard. All was donz in a pure Christian mannsr.  When we

rELUTTEO hore, thers wsre basimz 3t the gate entraocs, Ore with
ST, gnm the gt With watesr oz ch was added the st 2=h
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conterts for the first washing of hands ceremony.

The brother was asked about the rituals that had been performed and to
be performed. He told me they had slaughtered an ox, because they
respect him as the head of their family. The following day, they as
males were to get their heads shaved, as well as the children. The

children were to wear black neck mourming strings, and the adults

mourning signs. These would be removed on 20 August, when the,
perform the second washing of hands ceremany.
fte: the wastung of hands at ihe gate entrance, the peaple visre

served with rice, vegetables, stew, served on plates. After that cols
meat and dumplings were served. Everybody had to sit down on msts in
the traditional mamner. 1 asked about the twig. He said the
grandfather put it in the kitchen where there was Zulu beer and meat,
and where ancestors often visit. The brother was told that they would

be joined on 20 August.

On 20 August they had slaughtered a goat. In the early morning the

children and adults had removed the mourning signs. They had beenr

by the grandmother in the early morning outside the fence, to

burnt s

prevent recurrence polluticn.  They had also washed their hands with

water to which had beern added stomach contents and bile. 1 was al

4

taken by the old lady to wash my hands, as they felt I was as good

]
ih

AL 14000 a hymn was sung and pravyers szid. The b ~ther stood us o
, ~the: tood up to

introduce me and told them I cared for His brothe-, ™ rerybody sai
2= d,
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"Hallelujah". They expressed their wonder that there are still good
nurses. I also thanked the family for their good spirit, and the

neighbours for supporting them and the patient.

On departure I thanked the family for all their co-operation in
answering my numerous questions. They also thanked me. I asked them
what other rituals were to be performed. They said that at the end of
the year they would slaughter and perform the "buyisa"/return home
ceremony. 1 informed the brother that I would not be able to come.
They were wished all the success. The grandmother kissed me and

blessed me on behalf of the family.

MR REUBEN X

In the first week of July Maxon showed me a neighbour patient, whom he
claimed was lonely and often neglected by nurses. He urged me to talk
to him, too. 1 obliged. The patient was diagnosed as terminal cancer

of the stomach. He had secondary cancer, even in his ribs.

I approached the patient with a wview to assisting him if he had
problems. He told me he hardly had visitors, and that he is not given
his sedation regularly, which the doctor promised he would prescribe.
His treatment record proved his complaint correct - sedation was

irregularly administered.

My observations of the patient was a very dry skin, dry lips and sore
mouth, although it looked like it had been cleaned. His suture 1line

was clean and tight with tension sutures. As he showed me where he
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his lips &af 1 told you,

is a proper nuwrea

The gpatient was zasked about his illness. tie told me that he Jot this
disease through "idlisa". The doctor was calling i* cancer. He =3id
whatever it was, it was slowly destroying him. It had reached
incurable levels. He had gore to various witchdoctors, and had been
given emetics, which failed to take out the "idlis@". He had asked
his employer to be released to come to the hospital, but was refused

rermission until he was very ill

On the next day wa= discussed what made him feel that he was dying. He

caid he just felt as _F his body functianing was coming to a
standstill. He felt so helpless. I asked him what strengthened him
at such a trying time. He said it was his faith in the Lord, that
whnen we dis, we shall then mest Hime [ asked him whethsr he would
like that we pray together and we did. In nis prayer he asked that
God releases him fram the pain he had suffered. [ asked whether he
had settled his family matters. He said his aonly estate would be the
pension fund and leave gratuity. He expressed his gratefulness that
~&8 had discussed Just the things that have be=n making him worry in

his mind.

The patient was visited until his death on 8 August. His family was

met at the mortuary. His wife said, "Thank you for what you did for
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my husband. He told me that since you started visiting him, he always

had his sedation, and he would be free from pain and even pray."

Well, Maxon could no longer comment!

MISS ELIZABETH X

The Nursing Assistant who was somewhat related to Gezephi met me in
the passage. She 1looked as 1if she wanted to say something, so I
called her. She told me that there is an old lady, as Gezephi, who
had cancer of the oesophagus. She wondered whether I could not take
her, so that she can be helped. I asked her what was the most
important thing she thought my research helps the patient with. She
said, firstly it is that the patient has at least somebody to discuss
her 1illness with, because for sure doctors were going to tell the
patients. Secondly, the spiritual support, she felt was very

important.

I visited the patient. She was a very talkative, jocular person. She
was kneeling on her bed, and talking to another patient. She was

visited twice, I managed to get her illness and family histories.

Elizabeth said she was bewitched through “mahewu" (fermented drink
made from mealie-meal porridge) at a party. She remembered how she
felt a grip on her oesophagus as she swallowed. She had to run out to
vomit and she brought up a roundish sputum. She had gone back to the
house to call a relative, and when they returned the sputum had

disappeared. She said the suspected witch must have seen her go back
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to the house, and then disposed of the sputum. The bewitched "mahewu"
was referred to as “idliso". This "idliso" left a lot of poison

inside her oesophagus, and this is what doctor was referring to as
cancer. This "idliso" was blocking her oesophagus. She had often

felt something was coming out, but it rever came up because the
nidliso” was stuck up on the lining of the ocesophagus. She ultimately
could rot swallow focd, except fluids. This had left her thin as &

rake. She stretched out her arme to show me how thinm they were.

The patient +told me that she had a Celestine tube inserted on E Jure.
She said the tubs we- un fortatls and shes f2lt corfortable im =

breeling position.

1

On t e second interview, she tol me that she was single, but had had

a child who died twenty-five years ago. She sald that her fiance left
hes when she was pregnant.  She was so dicappointed that she never
trusted a man again. 8She wae orphaned in her early adulthood anc
stayed with her uncle’s (younger father) family. They cared very
little about her. &g, she only expected friends to visit., She felt
the doctors and nurses were good to her, and I was an additional

caring person. 5S5nhe was happy when I sat down to talk te her.

She felt I was a real visitor, esgscially meant {or her.

(0]
)
M
b3
L
i}

fecsling lornely being away from home and her friends.

r
¥
i
‘r
p
9]
]
.FL
1]
«
(0
r
i
(61}
{
U
S
(1]
(
{
s
5
M
3
in
1
m
-+
mJ
i+



7.

7.

7.

1

2

2.

1

333

CHAPTER 7

ANALYSIS OF CASE STUDIES

SAMPLE DESCRIPTION

The patients studied were five males and five females. O0f the five
females, three were married, but all had dependent children. One male
was a bachelor, two were married and four of them bhad dependent
children. The bachelor had a married brother who was younger than him
and one sister who was about to get married. He was the head of the

"umndeni”.

The majority of patients studied were dying from different types of
cancer, although one had intestinal perforations and a volvulus, and
the other one from 1liver cirrhosis. The former had been told he had
cancer until the second biopsy results were negative in the 1last month
of his 1life. The average age of the patients studied was 47 years,

the oldest was 60 years and the youngest 30 years.

ANALYSIS

Content analysis was done on each case and the classification of areas
and specifics as 1in Addendum "A", was developed. After each case had
been analysed in this way, a cross-case analysis was done. The

fifteen (15) areas will be discussed.

Tape Recording of Interviews:

All the patients studied were negative to the tape recording of the

interviews for one or more of the following reasons: -

(1) Fear of being identified (4 patients).
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(1)

(ii)

(iiv)
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(ii) Tape recording not acceptable in Zulu culture in that ore’s

voice speaks after one’s death (3 patients).
(iii) One patient commected a tape recording with the police.

(iv) Two patients just refused the tape recording giving no reasons.

DISCUSSION

The unacceptability of the speaking voice after death could be
connected to the Zulu conception of viewing people as a single being
composed of the physical body ard soul. It is in the same sernse that
Zulu speaking patients refuse operations that involve amputation or
excision of certain parts of their bodies, which they say get buried
whilst one is alive. Often when incineration procedure with respect
to these btudy parts is explained, the patient is agreeable to the
operation being performed. 1 have experienced this attitude of

patients since 1758.

Illness History:

The illness history given to me by all the patients studied, differed

greatly from that giver to the nurses and doctors, which was recorded

in the patients’ files.

Initially eight (8) patients studied believed the cause of their

ilIness was "ukuthakathwa" (bewitchment).

Twe patients said their conditions were of "amagciwans"/patholaogical
origin, tut when they wsre tcld they had cancer zrd thst daztn w

inevitsble, they changsd their minds and said the. has bezr bowtcohed
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iv) The site of their disease was related to the alleged mode or method of
their bewitchment. For instance, those who had cancer of the
oesophagus and the intestinal perforation said the cause was "idiiso",
and those who had ascites, oedema of lower extremities, cancer of
uterus and bladder — believed they had walked over the bewitchment

"muthi'' (see Addendum "B".

(v} One patient averred immediatel;; she had been bewitched when she took

certain food while the others could not identify the time.

Tvi) Ore patient had taken precautionary measures against 'idliso" by often

licking crocodile fat. No one else mentioned prevention.

(viD) One family believed the cancer was recurrence pollution because the
patient’s grandmother and mother had died from lower abdominal pains

and had a similar aoffensive smell.

(viil)  Nore of the patients mentioned angry ancestars as the cause of their
illness. All suspected living people and most had a clear idea of who

was responsible.
DISCUSSION

(1) None of the patients studied received early western medical treatment
because they had been treated by the "inyanga', '"isangoma' or faith
healer first who is believed to be the only one capable of treating

Zulu diseases.

s cenrch s o - ini =he i i

(i1 The researcher is of the opinicn that *he idea of bewitchmernt left the
patients with a feeling of being ati.e to find somebody to blams for
| S y TR = - . R < \ Y
thelr 1ncurable cancer. However, it creates negative irterpersonal

climate anc a way of life where thers is always suspicion of others.
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7.2.3 Influence Making Health Decision : Admission To Hospital:

&) The first treatment is by the traditional healer or faith healer, or

both.

(i The second point of treatment is the private western doctor (Black or

White), whose treatment is taken caoncurrently with that of the

traditional healer. In this study the private doctors treated the

patients for an average period of three months before referring them
to the hospital.
(1ii) The family and the private doctors played @ major role in influenzing

the patients to come to hospital for admission.

(1v) The patients studied said that they had decided to come to hospital to

try the medical treatment and when the doctors said theilr disease was
incurable, they accepted it, as it is understcod that the medical

doctor carnnot treat disease caused by bewitchment.

(v) Patients studied commented that they had paid a lot of money to the

traditional and faith healers and been impoverished.

7.2.4 Patients’ Reactions To Knowledge Of Terminal Diagnosis:

All the patients studied except one first learred of their diagnosis
and praognosis from the western/hospital doctors. One overheard rurses
discussing their cancer patients in a Durban hospital. She was,
however, also informed by the doctor on her rext hospital admission.
Their reactions wers varied:-

(1) Shack:
it hearing the canc



337

they knew with their heads that they were dying, and there was anger

alternating with depression (10 patients).

(i Denial:
Of finality of the pragnosis in that the five patients verbalised
getting alternative help/treatment from the traditional o- faith

healers or offered alternative explanation about their diagnosis.

(ii1) Acceptance of Reality:
As thelr priysical conditions deteriorated the cbvicus signs of deoatk
. in their bodies changed "head knowledge'" to "beart knowledge" of their
prognosis. They became depressed and withdrawn, what Hinton (07670

referred as a type of "apathetic giving up". The Zulu in their
acceptance of death say "ayisekho into eyimi sekusalele ilanga" (there
is nothing left of me, it is just waiting for the day - of death) (10

patients).

(iv) Disease Personification:
This occurred especially later in the couwrse of illness, when the

cancer was referred to as a killer "crawling' to destroy or as "eating

up one” (10 patients).

(v) Two patients wanted to go home to perfarm the slaughtering custom to

contact the ancestors or make peace with living relatives.

DISCUSSION

(1) Bargaining as described by Western authors such as Kubler-Ross, when

the patient set a deadline for himself to be able to FU17i 3



(i1)

(1)

(ii)

(1i1)

7.2.6

(1)
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There were no clear or specific sequence/stages of the dying in the
patients studied. Patients moved from one feeling state to another,
and often back again. They, however, all started off with shock on

hearing of their diagnosis and prognosis

Family Reaction To Knowing Patient’s Terminal Diagnosis:

All the patients studied informed their families of their terminal
state and the families accepted the reality of cancer being incurable

and the irnevitability of death. Their reactions were:—

Shach, grieving, sugc—sting alternative treatment, or performarnce of
the slaughtering customs to contact the ancestors, and/or to augment

medical treatment (10 families).

There were specific signs that they associated with impending death in

the patient:-

(a) Helplessness
({u) Gross emaciation
(c) Avoldance eye contact (10 families)

Although the patients studied informed their families of their
diagnosis and prognosis, there was no further discussion of the issue
between patient and family. They gave the dying patients false

reassurance, and see any open discussion as hastening death.

Patients’ Relationships With Caregivers:

Th

@

ten patients studied felt positive towards the doctors. There was

nc veassntm

2nt sbout being told of the diagnosis and inevitahle d=ath.
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The doctors gave no further suppart to patients, even when they became

angry and anxious or depressed.

The patients had mixed feelings about nurses. G5ix patients were

positive to all nurses on day and night duty. Four patients were
negative to night nurses who sat far from them in the duty room, and

relief nurses whom they did not know. Discontent was often related to

specific incidents.

Patients studied resented the formal report taking and giving being

done in English, which they did not know or understand, and speaking
to the doctor about them in English. They also resented being asked
about their condition and the nurse writing what they had said without

their further involvement (&6 patients).

[ ]
The ten patients studied were very positive to me for the help given

trhem. In aralysing the data, the help I gave them carn be classified

as follows:—

Spiritual Help:
I prayed with them when they verbalised a need, encouraged their faith

and arranged for visits from the clergy.

Secial Help:
I visited them, brought food, arranged for cothers to sit with them,
arranged for children and family to visit them, and for them being

able to perform their rituals.

I encourages the ventilation of feelings, @nsursd

h
U

]

4 . - - s
Lier —zre, acted

as thewr advoceate, and gave them explanations about their treatment or
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(e)

(1)

i

(1i1)

7.2.7

(1)
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medical/nursing procedures.

Physical Help:

1 ensured their better care by giving instructions to nurses by virtue
of being a matron/supervisor. 1 sometimes fed them and they tried

their best to take as much as they could even when the ward nurses had

failed to persuade them to eat.

=1

Firmancial Heip:

e to be able teo visit them in

it
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hospital.

DISCUSTION

1 became very involveo in giving spiritual, social, emotional,

physical and financial help to the patients studied. Indeed the
doctors and the nurses asked me to be involved with the ather dying
patients. This indicated the realisation of the need to give this

special care to the dying.

1 tried in vain to invelve the doctors and the nurses in the type of

care and support I gave to the patients studied.

Because of my involvement in the care and support of the patients
studied, I got adopted as a family member, when they verbalised I was
part of thsir family, and they expressed their reliance on me far my

continued presence at the hospital.

Family Support To Patient:

The patients stucisd were positive about visits by their partners,
parents, older children, neighbours, siblings and friends

10 patients).
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(i1) Four patients were hardly visited because of the distance and

travelling expenses.

(ii1) The patients studied and their families were negative to being
transferred to King Edward VIII Hospital for radium therapy, as they

felt very lonely and it was expensive for family to travel

(10 patients).

(1v) The family assisted the patienis who wanted to pevforam rituals of
either contacting the ancestors for making doctor’s treatment

csuccesstul o to ease thzir ceath.

7.2.8 Caregivers Support To Family:

(1) The researcher gave support to all members of the families of the

patients studied, by:-

(a) Being available to them.
(b Openress in discussing their feelings and fears about the dying
patients.

(c) Visiting the patients on their absence.

fu) Taking part in the care of the patients.

(i1) The ten families studied adopted the recearcher as a family member and

even involved her in their death rituals.

(i1 The nurses avoided discussing the patients’ conditions with the

families.

]

The nurses, in that avaicancs, anly greested the families and created
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knows the hour of death".

(iv) The doctors never met the families of their patients but the families
held a positive attitude towards them for their honesty of telling

the patients about their terminal diagnosis.

DISCUSSION

There was a mutual avoidance of discussing the death topic by both the

doctaors and nurses.

" 7.2.9 Patients™ Family Warries:

(1) Ning of the patient= studied worried about their dependent children.
The researcher assisted by contacting them and arranging for them to
visit the patierts to the extent of providing the busfare. For one of
these nine, the community psychiatry nurses went via her home on their

home visits.

(i) Four of the patients studied worried about their partners, parents and

married and/or working children.

(1ii) One patient held a grudge against a friend and it was arranged that

the pastor saw her in this regard.

DISCUSSION

Because the doctors, nurses and the family did not discuss dying with
the patients, the patients had only the researcher with whom to

discuss all their worries.
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A S P I ot

2 10/ S 1MC i a1 & o itude O
T.Z.lU/{ll ! STLUSSING Dy. g Aith Pat:=nts A 1 The i B

Attit
Caregivers Tc Patients Beirg Informed OFf A Termiral
Diagnosis:

(1) The doctors merely informed the patients about their terminal state

through Sisters/nurses as interpreter.

(i1) The researcher fully discussed dying with the patients. When the

patients said they felt they were dying, they described the following

feelings:—

(a) It is depressirg, frustrating, feel helpless, anxicus, and the

body feels like it is stopping to function.
(b) Had a choking feeling and was afraid and everything went blank.
(c) Feeling of physical helplessness and feel ready to go/die.
(ch When left alane, feels lorely, and it is a painful loneliness.

(ii1) The nurses and family members did not discuss dying with the patients.

The reasans given werei-

(a) It is not culturally acceptable to discuss dying with the
patients/persons in terminal state in Zulu culture. It is

believed it hastens the dying process.

(b Fear of how they could initiate such a discussion, and whether

they could handle the details of such a discussicon.

(c) From (b) they feel it needed a special person with a special

gift of speaking in a special way.

(iv) The nurses themselves were not in favour af the doctaors informing the

patients about their diagnosis and prognosis as they felt it hastens
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the death of a patient and it is not an acceptable practice in Zulu

culture.

(v There was conflict between the nurses and the doctors in this area.
Nurses were opposed to doctors who told the patient of his impending
dezth and then became non-camiittal when the patients showsd negative
reactions. They verbalised that the doctor "strolls past the patient”
whom he had caused a lot of frustration, whilst they (nurses) struggle

with the patients’ rejection care.
DISCUSSION

(1) It can be viewed as an irresponsible medical policy that the doctors
made a unilateral decision to inform the patients about their terminal
state, without discussing it with the nurses and ensuring that the
nurses are prepared in skills and attitudes, to support the informed

patient.

{i1) The doctors are not aware of the frustrations they had caused the

nurses, as the nurses do no communicate this to the doctors.

7.2.12  Influence Of Religion On Patient Towards Pending Death
(And Type Of Religion):

(1) Eight of the patients studiad were christians and two were tiaditional
believers.
(i) Orne patient was angry with God in that he had all along prayed that he

should not die from cancer.
111} The eight Christizrs verbalissd being strengthaned by thelr €3ith in

God, and prayed that Gof relisves them from thei pzain arg suffering.
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(iv) The eight Christians verbalised that they shall be with God after

death in the next world.

VS The two traditional believers were positive to death in that they

believed they would join their ancestors in the world of

"

abaphansi/unde-graund.  They also verbalised that they were

strengthened by their faith.
UISCUSSION

() The dying patients studied showed noc fear of death. They said prayers

and their faith in God and their ancestors strengthened them -

Christians and non-Christiams respectively.
(i1 Three patients had guilty feelings about their disputes within their

families.

amily’s Reaction Ta Patient’s Death:

The families studied guietly accepted the patients’ deaths when it

occurred. They had commenced grieving before the patients’ deaths.

DISCUSSICN

(1 There was no wailing as deaths had been expected and families’ suppart

had already been initiated. Wailing often occurs among Zulus when

news of death is received. The ahsence of wailing in all these cases

may be the result of the open discussion and support, which promated

positive grieving.
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7.2.14 LCaregivers Reaction To Patients’ Death:

(i) The doctors and the researcher accepted the patients’ impending deaths

as a reality. The nurses started grieving befare the patients’

deaths.

(ii) The nwses in their grief gave me the same support as the families.
This suggests that the nurses did not see the care I gave these

patients as part of their expected care of dying patients.

(11w All the doctors expressed sympatr ta the researcher for the deaths cof

"her" patiente.

(1v) Nurses partly accepured the deaths of patiernts because they felt that
telling the patients about their diagnosis and pragnosis hastened
their dsaths. The nurses, howsver, felt they had given the patisnts
the best possible care, as they all reacted negatively to hknowledge of

their inevitable deaths.

7.2.15 Death Rituals Performed By The Family:

(1) The families studied performed both christian ard traditional rituals.

These were:—

(a} The taking of the spirit of the decsased person home by an

elderly family member by mezns of a ziphuf-mucronaea twig.

{=) A slaughtering of a goat for enskling the spirit to join the

ancestors, and

(e T4 Y Smecn Ccambar = ard
Sy ~tE staom=Chn contants ware adoed to the water for the Firot

in
]

wasring of hands ceremony.,



(ii)

(iii)

(iv)

(v)

(vi)

(1)

(ii)
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Three families performed the shaving of heads ritual.
Two Christian families wore the black mourning sign/cloth.

All the families studied after an average period of two months,
performed the slaughtering custom for the second washing of

hands ceremony.

The first and second washing of hands ceremonies were meant to
strengthen the families and the neighbours against pollution

caused by death.

Two patients were buried at the cemetery next to the hospital

due to the families’ fear of recurrence pollution.
DISCUSSION

All the families seemed to have developed a practice of
providing plain water as well, for the washing of hands
ceremonies. Plain water was for those who claimed not to be

involved in traditional rituals anymore.

Those who washed their hands with plain water, however, ate the
goat meat that was for enabling the spirit of the deceased to

join the ancestors, and these included the clergy.
Dreams:

Dreams are a reality in Zulu culture, as already explained.

The two patients told me of their dreams that predicted their
death - the one who saw a host of people in white robes; and
the other who repeatedly dreamt of his dead friend which linked

him to the dead. These dreams intensified the anxiety state.
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OTHER VARIABLES AND OBSERVATIONS

The attitude of nurses towards the patients studied changed during
the study - they tried to meet all their verbalised needs, their
treatment recordings were up-to-date and their beds and lockers
were kept neat and tidy. In other words, there was improved

patient care.

My regular visits, bringing food and other forms of support, made
the nurses suspect that I was a blood relative of the patients
studied, and not just a researcher as what I did has only been seen

done by relatives of patients.

Patients’ dreams and fears were neither recorded or reported to the

doctor for appropriate treatment.

Some of the patients studied involved their neighbour patients in
the discussion of their illness histories so that it became a group
discussion. In normal nursing practice we keep things
confidential, but these patients showed sharing of their personal

matters.

On the initial interview (admission) the patient informs the nurse
the name he/she prefers to be addressed by and it is recorded.

None of the patients studied was accordingly addressed.

Patients studied and their families became very dependent on the
researcher and withheld their complaints, feelings and requests

from the nurses.

This dependence went to an extent that they became concerned about
my health (in case it prevented me visiting them) and even how my
husband cared for me. Some pitied me for attending too many
meetings even on Sundays as they felt it strained me. I always

informed them where I could be found in case they needed me.
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SUMMARY

This cross-analysis shows the multiplicity of the human
experiences and reactions to impending death by the dying
patients, their families and the caregivers. It shows that as
Tonybee (1968) suggested, positive intervention in the dying
process makes it easier. This study has shown hope for the
understanding of the human strengths and weaknesses experienced
by the patients, families and caregivers and for which the next
chapter gives conclusions and recommendations. Implicit in my
findings are ways in which the care given to dying patients

should be improved.
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CHAPTER 8

CONCLUSIONS ON STUDY AND RECOMMENDATIONS

INTRODUCTION

The conclusions and recommendations on this study are based on the
intensive interviews the researcher held with ten dying patients who
knew about their inevitable deaths. These patients were interviewed
and supported continuously throughout their dying process whilst
communication was maintained with and observations made of the doctors,

nurses and their families.

This study has not and was not meant to give a complete spectrum of the
experiences of all the Zulu speaking people, but it has illustrated the
anxieties, fears and hopes of the dying patients and their families and
the short-comings of the care. For the researcher it was a new
experience and a challenging opportunity to refocus on the patient as a
human being, to include him/her in dialogues, to learn from him/her the
strengths and weaknesses of our medical and nursing management of the
dying patients.

CONCLUSIONS
The Need To Discuss Dying With Patients:

From the foregoing it is evident that the terminally i11 have special
needs which can be fulfilled if we take time to sit and listen and find
out what they are. The most important communication, is the fact that
we let the patient know we are ready and willing to share concern, and
give him/her the support on a continuous basis until death. The family

have similar needs and should be included in the spectrum of care.
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8.2.2 The Lack Of Skills And Knowledge On The Part Of Caregivers:

8.2.3

8.3

8.3.

1

The caregivers (doctors and nurses) lack the skills and knowledge of
handling or discussing dying with the patients which would enab]e them
to give the necessary multi-disciplinary support - social, spiritual,
physical, emotional and financial - to the dying patients and their

families.
Lack Of Recognition Of Patients’ Cultural Beliefs:

There is lack of recognition of the patients’ cultural belief system
which contribute so much to the awareness of the uniqueness of each

dying patient, his/her perception of diagnosis and prognosis, his/her
health behaviour patterns, and his/her acceptance of the medical and

nursing care plans.
RECOMMENDATIONS
Clinical Nurse Specialist:

It should be understood that a newly qualified nurse and at times an
experienced nurse often lacks the ability to communicate with the dying
patients and their families.

Dealing with the dying patients requires a certain level of maturity
which comes from acquiring skills, knowledge and experience in this
role. She will attempt to let the patient know in her words or actions
that she/he 1s not going to abandon them during the dying process. The
dying patient picks up these cues and opens up and shares his/her
concerns with this nurse.

One solution to this problem can be to create a position for a clinical
nurse specialist with responsibility to all dying patients. The
clinical nurse specialist will be the patients’ therapist and trainer
of both students and trained caregivers. The clinical nurse specialist
will require financial recognition for her specialised training, and be
granted permission, the latitude, the responsibility, and the time to

exercise independent decision making and action through approved
medical and nursing guidelines.
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This may be an expensive option, but the need for clinical nurse
specialists is currently widely recognised and actively supported by
the profession. It seems to be the only realistic option if the

patient has been hospitalised.
Hospice Programmes:

Hospice programmes have been initiated in the Natal province since the
early 1980’s, in the Durban white area, Port Shepstone Black rural
area, and Edendale Black area to varying degrees. These programmes are
initiated from health centres and directed to the community. The
nurses train the families of the terminally i11 patients and hospice
volunteers in home care. They then make regular checks and can be
called if a need arises. The terminally i11 person returns to hospital
if there are complications or when the family cannot cope with managing

the patient at home.

The hospice programme of care is recommended in all KwaZulu areas. The
staff nurses who are Community-health-facilitators could train the
families in the area she serves, as she is suitably placed there in the
community. The Mobile Clinic vans, whose team consists of a
professional nurse (Sister) could make the regular check-up visits, and
return with patients that require institutional care. The medical
social workers, the physiotherapists, occupational therapist in the
KwaZulu Regional Hospitals, together with doctors and nurses and
community organisations should come together to formulate a teaching
programme for the staff nurses. This programme should cover areas of
dying, patients’ physical, emotional, social and spiritual needs,
providing family support, and maintaining interdisciplinary team
collaboration involving volunteers in a community-directed,
community-centred, and family-based patient care.

This may be a more cost-effective option to address the problem of care
of the dying, especially with a view to the threat of AIDS. In the
next decade and up to year 2000, the Republic of South Africa will be
faced with a lot of young people dying from AIDS, and it is a

professional obligation to meet their needs through home nursing and
Hospice care programmes.
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Improvement Formal Medical and Nursing Training on Death and Dying:

The curriculum for the training of doctors and nurses already includes
psychology and sociology, which gives them enough theoretical
knowledge. It is essential that the lecturer/tutor assists the
student in the clinical pracg}geito acquire the skills of listening,
tolerance and patience to talk té the patient long enough to establish
all the necessary information about illness and feelings of the
patient. This will, in turn, maintain the confidence patients have in

the nurses and doctors.

The researcher 1is not recommending more training/teaching, but a
careful examination of the adequacy of —content and practical

application.
In-Service Education of Caregivers:

The basic training of the majority of already trained nurses and
doctors did not provide them with enough knowledge and skills to give
meaningful support to the dying patients. It therefore requires that
the hospital sets out its philosophy with regards to care of the dying
patients and then supports the philosophy with carefully planned

in-service education programmes and staff evaluation.
Health Education for School Children on the Causation of Disease:

There is a definite need to add to the Zulu speaking people’s
perception of the causation of disease, the facts of Western science,
so that they will seek medical assistance earlier in the course of
their illness. The important target group is primary school children

so that they will grow up with a changed attitude to the treatment of

disease.

All biological and physical sciences should be taught with appropriate
visual aids such as experiments, and any relevant apparatus, so that
the children can see for themselves that scientific facts are not a
story or a myth, but a reality. For instance, germs should be seen

under a miscroscope to illustrate that they are living organisms.
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Health education must not dispute Zulu speaking people’s explanations
about disease causation, but teach that when there is illness, Western
medicine can treat it with favourable outcomes if medical assistance
has been sought early, even-if it was caused by muthi or idliso.

CONCLUSION

The complexity and uniqueness of the human experience has been
illustrated by this study of dying people and their families and
caretakers. We are far from an ideal world in which this lonely
experience is perfectly handled. But I hope that this study will make
some contribution to a truly humane dying process for many future Zulu
patients.
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ADDENDUM _"A"
FORMAT CONTENT ANALYSIS
AREA/THEME SPECIFICS FURTHER ANALYSIS OF SPECIFICS
Recording tape 1. Positive Reasons
2. Negative 1. Voice after death
3. Neutral 2. Revealing identity
4, Ambiguous - 3. No reason
Suspicion -
I11ness history 1. Pathological
2. Bewitched
3. Neutral
4. Recurrence Pollution
5. Angry ancestors
Influence Health Whom Reaction
Decision 1. Family 1. Positive
2. Private doctor 2. Negative
3. Hospital doctor 3. Neutral
4. Nurses 4. Ambiquous
Patient’s Knowledge 1. Yes How Reaction
of Diagnosis 2. No 1. By chance 1. Shock
3. Uncertain 2. Direct by 2. Somatisation
4. Guess M.O. 3. Acceptance reality
3. Direct by 4. Denial
nurse 5. Want to die home
6. Disease personification
7. Focussing on bodily
changes
8. Perform custom
Family Knowledge 1. Yes How Reaction
of Diagnosis 2. No 1. By chance 1. Shock
3. Uncertain 2. Direct by 2. Acceptance reality
4. Guess M.O. 3. Denial
3. Direct by 4. Want patient die home
nurse 5. To perform custom
4. By patient
Patient’s Relation- 1. Positive With Whom
¢chip with 2. Negative 1. Doctors
Caregivers/Staff 3. Neutral 2. Nurses
4. Ambiguous 3. Researcher
» 4. A1l staff
Family Support to 1. Positive Whom
Patient 2. Negative T_—Eartner
3. Neutral 2. 0lder children
4. Am' iguous 3. Parents
4. Sivlings
5. Neijghbours
6. Friends
Care-giver’s 1. Positive Whom
Support to Family 2. Negative TT—Boctors
3. Neutral 2. Nurses
4. Ambiguous 3. Researcher
5. Inclusion researcher as 4. A1l staff

familv mamho r




II

9. Ppatient’s Family 1. Dependent children
Worries 2. Partner
3. Parents
4. Working and married
children
10. Discussions Dying 1. Yes Whom
with Patient 2. No 1. Doctors
2. Nurses
3. Researcher
4. Family
11. Attitude Caregivers 1. Positive whom
Informing Patient 2. Negative 1. Doctors
Diagnosis 3. Neutral 2. Nurses
4. Ambiquous 3. Researcher
12. Influence of 1. Positive Type Religion
Religion on Patient 2. Negative 1. Christian
towards Death 3. Neutral 2. Traditional
4. Ambiguous 3. Both Christian and
Traditional
13. Family Reaction to 1. Shock wWhen
Death 2. Acceptance reality t. Immediately
3. Denial 2. After few months
4. Inclusion researcher as
family member
14. Caregivers Reaction 1. Shock Immediately
to Patient’s Death 2. Acceptance reality
3. Denial
15. Death Rituals Type Why

Performance

1. Christian

2. Traditional

3. Both - Christian
- Traditional

1. Cleansing Pollution
2. Joining ancestors

Traditional Rituals

. First washing of hands
. Second washing of hands
Mourning sign

Shaving head

(5218 -G I\ NS

16. Dreams

1. Predicting death
2. Giving instructions

. Taking spirit home with twig



abathakathi
abaphansi
amabhinca
amakholwa
amadlozi
amashwa
amathongo
anorexia
bakkie

cachexia

chief professional nurse

dysphagia

d}suria

dyspnoea
knob-kerrie

goduka

godusa

makot i

muthi

Mvelingangi

night superintendent

N/A

idliso

induna
inzilo
isangoma
isidina
isibindi
isiko

isiphandia

iphupho
izithunzi
1zithutha

izintwala zendoda

I
ADDENDUM _"B"

GLOSSARY

sorcerers
those underground/ancestors
non-believers in Christ
believers in Christ
ancestors

misfortune

ancestors (derived from the noun ubuthongo/sleep)

loss of appetite

a vehicle which is a van

a conditior of extreme debility

senior matron

difficulty in swallowing

difficult or painful micturition

difficult or laboured breathing
(knopkierie) short stick with rounded head
to go home/to go to join ancestors

to send the aged further (to join ancestors)
bride to a family and to the Tocality
medicine made up of herbs or#nimal
Creator, Lord of Skies

a matron in charge of the whole hospital
on night duty

nursing assistant

bad muthi intended to harm or kill secretly added
in feood, beer, sprinkled on ground by the evil

person
supervisor in work situation
mourning sign (often a black cloth)
diviner

repulsiveness

liver

custom

bracelet made of skin of beast or goat worn
around the wrist

a dream

shades/ancestors

fools/ancestors

a man’s guarded secrets



paranoid
SANC

sick parade
Sister
sister

somatization

S/N

S/P/N

ubaba

ubaba omdala

ubaba omncane

udlulile

udokotela

uhambile
ukufa/ukubhubha/ukugqibuka
ukucela izinhlanhla
ukugeza/ukuhlamba izandla
ukuthelelana amanzi
ukuzwa

ukwemula

umalume
umkhokha
umlahlankosi/umphafa

umndeni

umnumzane
umnyama
umsamo
umswani
umthandazeli
ukuphekezela

ukuginisa umuzi

volvulus

I1

delusions of persecution

South African Nursing Council

c¢linic in hospital for sick employees

a registered nurse

sibling to the patient

a disorder characterised by recurrent and
multiple complaints

staff nurse/auxilliary nurse

senior professional nurse/senior sister
father

older father

younger father

passed on/died

medical doctor

gone/died

sudden extinction/death

to appease ancestors

washing of hands ceremony

to make peace

to hear from diviner e.g. what caused the illness
a slaughtering ceremony by which a girl is
initiated to puberty or marriageable state
mother’s brother/uncle

recurrence pollution

ziphuf - mucronaea tree

household; an extended family of two, three
or more generations

male senior head of umndeni
darkness/pollution

far end of hut/house

stomach content used in washing of hands ceremony
prayer man/woman

to accompany

te strengthen by muthi one’s household against
bewitchmant

twisting of a part of the intestine, causing

astructicn
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