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Abstract

In urban South Africa there has been increasing child morbidity and mortality as a result of
HIV/AIDS; a paucity of data on health-seeking behaviour for childhood illnesses; high reported
use of traditional medicine and general patient dissatisfaction with free public health services.
This study therefore aims to investigate the main factors influencing choice of health care
provider for Black children under 6 years of age in Johannesburg and Soweto, using both
qualitative and quantitative methods. In-depth interviews with caregivers (n = 5), providers of
traditional (n = 6) and Western (n=6) health care, as well as 5 focus groups with caregivers,
provide insight into different health care beliefs and practices. An utilisation-based survey was
conducted with 206 Black caregivers of children under 6 years of age from 1 public ¢linic in
Soweto (n = 50), 2 private clinics (50 caregivers in total) in Johannesburg, 2 public hospitals (53
caregivers in total) from Johannesburg and Soweto and 2 traditional healers (53 caregivers in
total) from Johannesburg and Orange Farm, an informal settlement on the outskirts of
Johannesburg. The facilities where interviews took place in this study were purposively selected.

Caregiver beliefs were found to be at the heart of the decision-making process. These beliefs are
shaped by the caregiver's world-view, religion, family (particularly grandmothers of the child and
caregiver), social networks and previous experiences. Beliefs were also found to affect the
caregiver's perceptions of the child and the iliness. Findings suggest that the caregiver will be
limited in her decision-making by her age and accumulated knowledge, her socig-economic
status as well as the availability of support and social networks, These in turn affect the degree to
which distance and cost are barriers to health care-seeking. Characteristics of the provider,
experiences in the past, as well as the cutcome of the treatment, were all found to interact with
the afore-mentioned factors to shape current patterns of resort, as well as future decisions made.

When a child was unwell, caregivers usually gave home treatments first, particularly for diarrhoea,
vomiting, fever, constipation and crying. Although the use of over-the-counter (OTC) medicines in
this 'study varied according to the iliness being treated, overall the higher socio-economic status
{SES) respondents were more likely to use OTC medicines and less likely than other groups to use
home treatments. Home treatments as well as OTC medicines were not always used
appropriately. Nearly three-quarters of caregivers had given or would give traditional medicine to
their child if the need arose, although this varied by education levels and SES. The most well-
known African childhood ilinesses were inyoni and ibala, which in the South African world-view
Western medicine is not able to treat. In general, private sector care (primary and higher) was
perceived to be better than public sector care because of more thorough examinations, stronger
medicines, enough medicines and generous prescriptions, no queues, friendly staff who listen and
are attentive, the availability of a doctor, high-tech equipment, cleanliness and the food provided.
Although the public hospitals suffer from similar problems to those found at PHC clinics, compared
with the primary health care facilities they were generally thought to be better-stocked with



medicines and more accessible in terms of opening hours, performing better physical
examinations, having more doctors and high-tech equipment, and staff were believed to be more
attentive than their PHC counterparts.

Results from this study highlight the need for community and household integrated management of
childhood ilinesses (IMCI} which has remained underdeveloped in South Africa. In particular, this
should involve understanding the symptoms that mothers themselves recognise as significant and
incorpaorating these into health education messages, as well as educating caregivers {mothers,
grandmothers and relatives) about the safe, timely and appropriate use of enemas, home
treatments, over-the-counter medicines and traditional medicines. Furthermore, these results
underline the need to improve patient and provider communication as well as patient care in public
services, the need to include traditional healers in the community component of IMCI, as well as
training Western health care providers about health-seeking behaviour in the context of the local
belief system. In order to improve the future health and well-being of millions of children in South
Africa, understanding the determinants of health-seeking behaviour is essential for ensuring that
effective strategies are put in place and that changes are implemented where they are needed
most.
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1. Introduction

Studies on the utilisation of health care services have examined overall utilisation, including levels
of use (Akin, Griffin, Guilkey & Popkin, 1995; Bhatia & Cleland, 2001; Develay, Sauerborn, &
Diesfield, 1996), as well as predictors of the use of allopathic compared with alternative medical
care systems (Fosu, 1994; Develay et al,, 1996; Bender, Rivera & Madonna, 1993; Weaver,
Ndamobissi, Kornfield, Blewane, Sathe, Chapko, Bendje, Nguembi, & Senwara-Defiobona, 1996;
Gesler, 1979a, 1972h). Other more focused studies have considered the differences in health
services utilisation (use vs. non-use, private vs. public, allopathic vs. traditional) for different
populations or diseases and the determinants of patterns of use (Thind & Andersen, 2003; Celik
& Hotchkiss, 2000; de Bartolome & Vosti, 1995; Heuveline & Goldman, 2000; Pebley, Goldman &
Rodriguez, 1996). An understanding of utilisation patterns and factors influencing such use is
necessary for ensuring that policies on health care are effective (Thind & Andersen, 2003). By
way of introduction, the following sections provide a description of the study area examined in this
research and the rationale for conducting research on health-seeking behaviour in urban South
Africa.

1.1 Background: Study area

After decades of crisis, South Africa’s first democratic elections in 1994 heralded the end of
oppressive White minority rule and the dismantling of many restrictive race-based policies. The
African National Congress party (ANC) won the first elections with Nelson Mandela elected as
President and since then, the ANC has seen 2 further victories under Thabo Mbeki.

With many diverse cultures, languages and beliefs, it is not surprising that South Africa’s 46.9
million (Statistics South Africa, 2005a) people have been called the “Rainbow Nation”. Almost
80% of the population are Black Africans composed of a culturally and linguistically
heterogeneous groups: Zulu, Xhosa, Ndebele, Swazi, Southern Sotho, Northern Sotho, Tsonga
and Venda. In addition, 9.3% of the population are White, 8.8% are Coloured and 2.5% are Indian
or Asian. (Statistics South Africa, 2005a). Because of the myriad of cultures, 11 languages are
recognised in South Africa, and the most commonly spoken at home are isiZulu (23.8%),

isiXhosa (17.6%) and Afrikaans (13.3%) (Statistics South Africa, 2005a).

Approximately 80% of South Africans are Christian (Burger, 2005}. These include the African
Independent Churches (AIC), the Afrikaans Dutch Reformed Church, the Roman Catholic
Church, the Methodist Church, the Anglican Church, various Lutheran and Presbyterian
Churches, the Congregational Church, traditional Pentecostal Churches, Independent
Charismatic Churches, Greek Orthodox and Seventh Day Adventist Churches (Burger, 2005).
The largest grouping of Christian Churches {some 4000) are the AICs which are breakaways
from various mission churches (the so-called 'Ethiopian' Churches), and today mostly comprise



the Zionist and Apostolic Churches. There are believed to be at least 900 different AICs from all

ethnic groups in Soweto alone (Burger, 2005). The Census (2001), recorded the following
affiliations: Zion Christian (11.1%), Pentecostal / Charismatic (8.2%), Catholic (7.1%), Methodist
(6.8%), Dutch Reformed (6.7%), Anglican (3.8%), other Christian (36%), Islam (1.5%), other
(2.3%), unspecified (1.4%), and none (15.1%) (Burger, 2005; Statistics South Africa, 2001a).

Source: Map courtesy of www.places.co.za
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Figure 1.1: Provincial map of South Africa

As can be seen in Figure 1.1, South
Africa is made up of 9 provinces of
which the smallest (1.4% of land
area) and most densely populated is
Gauteng province in which this
study took place (Statistics South
Africa, 2001b; Hirschowitz, 1995a).
Black Africans constitute the
majority (74%) of Gauteng's
8,837,178 inhabitants, followed by
20% Whites, 4% Coloureds and 2%
Indian or Asian (Statistics South
Africa, 2001b). In Gauteng the main
languages spoken at home include
isiZulu (21.5%), Afrikaans (14.4%),

Sesotho (13.1%) and English (12.5%) (Statistics South Africa, 2001b).The capital of Gauteng is
Johannesburg which is also the major economic hub in South Africa.

Table 1.1 provides a summary of selected demographic data taken from the mid-year estimates

for 2005 (Statistics South Africa, 2005a). Despite South Africa being an upper middle income

country (World Bank, 2005), according to the United Nation's State of the World Population
Report (UNFPA, 2005), the TFR reported by Statistics South Africa (2.78) is close to that found in
less developed regions of the world (2.82). The life expectancy in South Africa reported by

Statistics South Africa (2005a) (45 male; 48.8 female) is also lower than that of least developed

countries found in the UN report (50.8 male; 52.7 female), mostly as a result of HIV/AIDS.

Table 1.1: Summary of selected demographic data for South Africa*

Indicator 2005 mid-year estimate
Total population 46.9 million

Crude birth rate 23.8 births / 1,000 population
TFR 2.78 children born / woman
Life expectancy at birth Total population: 47.1 years

Male: 45 years; Female: 48.8 years
HIV/AIDS Adult prevalence (15-49): 17%

*Statistics South Africa (2005a)




The percentage of the population aged 15 and over who can read and write is 84% for males and
81% for females (UNFPA, 2005). Access to education has improved tremendously since the
decades of racially skewed apartheid education. In 2003, approximately 94% of children of
school-going age were enrolled in school and this has been made possible by an exemption or
reduction of school fees for those unable to pay and compulsory education up to the age of 15
(Department of Education, 2005a, 2005b; Statistics South Africa, 2003; Government
Communication and Information System, 2005). According to the last Census results in 2001,
amongst adults 20 years and older, 17.9% of the population had no schooling, 16% had some
primary education, 6.4% had completed primary school, 30.8% of the population had some
secondary schooling, 20% had completed secondary schooling and 8.4% had tertiary
qualifications (Statistics South Africa, 2001b).

The overall Black unemployment rate' in South Africa is estimated to be 31.6% (Statistics South
Africa, 2005b) and for females this rate is approximately 37.6%. Mid-year estimates for March
2005 put total unemployment® in South Africa at 26.5% (Statistics South Africa, 2005b). The
largest share of the workforce (27%) are employed in unskilled cccupations such as domestic
work compared to 5% in managerial occupations and 7% in professional employment (Statistics
South Africa, 2001b).

In terms of household goods, Table 1.2 shows that 73% of households in 2001 (Statistics South
Africa, 2001b) in South Africa had a radio, over half of households had a television and
refrigerator, nearly a third had a cell phone, 24.4% had a landline and 8.6% had a computer.
Figures for Gauteng show higher proportions on all selected household goods than those of the
country as a whole. Racial inequalities are apparent when looking at the differences in
proportions of the Black, Coloured, Indian or Asian and White populations who possess certain
goods,

Table 1.2;: Census data on possession of selected household goods*

Household South Africa Gauteng Black Coloured Indianor White
goods Asian

Radio 73% 77.4% 68.7% 75.3% 91% 94.7%
Television 53.8% 65.7% 44.2% 73.6% 91% 92.6%
Computer 8.6% 15.1% 1.8% 9.4% 27.9% 46%
Fridge 51.2% 62.1% 39.9% 73.2% 96.2% 97.6%
Landline phone 24.4% 32.4% 12% 43.2% 74.8% 78.6%
Cellular phone 32.3% 45.1% 24.6% 31% 58.9% 74.6%

*Statistics South Africa (2001D)

! Percentage employed of the economically active.
2 Percentage unemployed of the entire working age (15-65) population.



Dwelling types recorded in the 2001 census (Statistics South Africa, 2001hb) include backyard
{4.8%), traditional {14.4%), informal (16.4%), formal (63.8%) and other (0.3%) dwellings. In
Gauteng a higher proportion of informal (22.3%) and formal (68.6%) dwellings were found and a
smaller proportion of backyard (3.5%) and traditional dwellings (5.3%) were recorded. For South
Africa as a whole, 47% of people live in 3 or less rooms and for the province of Gauteng this
figure was 49%. The average household size in South Africa is 3.8 and for Gauteng this is 3.2.

1.1.1 An overview of Johannesburg

The Soweto-Johannesburg metropolis comprises the largest urban area in South Africa and is
also its centre of commerce. Johannesburg has a population of 3.2 million and is the provincial
capital of Gauteng (Statistics South Africa, 2001a; City of Johannesburg, 2006a). Soweto, a
former township under Apartheid is situated about 15 km away from the centre of Johannesburg
and comprises approximately 63 km? with an estimated 1 million residents (City of Johannesburg,
2006b).

Johannesburg® is administratively divided into 11 regions which are responsible for the delivery of
health, housing, social welfare and leisure services (v. Figure 1.2). These regions which look after
about 300,000 residents each, juxtapose wealthy well-established neighbourhoods with poorer
ones lacking basic amenities. Region 7 for example, comprises the sprawling old township area
of Alexandra alongside more prosperous suburbs of higher-income earners. In Region 8 is found
the Inner City, characterised by high-rise office and residential buildings. An attempt is being
made to regenerate this area of the city, which in recent years has seen the spread of urban
blight and degradation as a result of the exodus of many businesses to the surrounding suburbs.

Soweto is split between Regicns 6 and 10 to the south east of the greater metropolitan area.

Region 6 is mainly made up of the old ‘matchbox"*

houses, built during apartheid. There are
however also large areas of informal settlements and poverty is a major problem, with high
unemployment and low educational levels. Region 10 is closer to the Johannesburg Central
Business District (CBD) and includes more established areas such as Orlando, the first township

development in Soweto. In some areas of Region 10, up-market housing can also be found.

® The information in this section is taken from the City of Johannesburg website (2005).
* Low cost four-room brick houses with tin roofs.



Region 11, known as the ‘Deep South’ includes Lenasia to the north, a former Indian residential
area under apartheid legislation. Although the majority of neighbourhoods fall in the lower income
bracket, there are large middle-income neighbourhoods with relatively stable communities. The
southern part of the region comprises the large informal settlements (Orange Farm / Weilers
Farm (Kanana Park) area) and has suffered from marginalisation more than any other area as a
result of its geographic location. As a result there are high levels of unemployment (70%) and
poverty, with 50% of the population having no income and approximately 62% of the remainder
earning less than R1500 (US$250: 2004 exchange rate) a month, indicating that the majority live
below the breadline.

Source: Map courtesy of www.joburg.org.za

Figure 1.2: The 11 administrative regions of Johannesburg



1.2 Background: Health care providers in a pluralistic setting

The Second Kaiser Family Foundation Survey of Health Care in South Africa (Smith, Solanki &
Kimmie, 1999) found that whilst 53% of Africans had used public primary health care in the last
year, 91% of Whites, 79% of Indians and 57% of Coloureds reported using private primary health
care. For hospital care, the majority of Africans, Indians and Coloureds had used public sector
facilities whilst 75% of Whites had used private services.

Data on health-seeking from the October Household Survey of 1995 (Statistics South Africa, 1995)
revealed that the majority of African (67.7%) and Coloured {62.7%)} respondents had used public
services for an illness episode, in contrast with Indians and Whites who had mostly used private
services (54.9% and 68.4% respectively) (Wadee, Gilson, Thiede, Okorafor, & Mcintyre, 2003).
Only 4.8% of Africans, 2.7% of Indians and 0.7% of Whites and Coloureds had been to a
traditional or spiritual healer. In urban areas, of those seeking care, the use of private providers
was mostly found in the high income groups (55.4% for the highest income quintile versus 24.8%
far the lowest income quintile), whilst the use of a traditional healer was more common amongst
those living in an informal settlement (Wadee et al., 2003; Mcintyre, Gilson, Valentine, &
Soderlund, 1998). Mcintyre et al. (1998) note however that in the lowest 2 income quintiles, only
about 73% to 79% of those who needed health care sought it, An interesting finding was that when
asked about prospective use of health services, only 0.2% of the OHS 1995 respondents said they
would consult a traditional healer compared with the 3.7% who had actually sought help from a
healer in the last month (Wadee et al., 2003). The authors suggest that the use of traditional health
care is probably only considered ance the illness occurs.

When health-seeking data from 1995 was compared with data from 1999, there was a significant
increase (10%) in those who used the private sector, including those who did not have medical
insurance (medical aid) and those without formal education, although the majority of respondents
continued to use public services. Explanations for the afore-mentioned increase include a growth
in private provision as well as a perceived or experienced decline in public facilities (Wadee et al.,
2003). Use of traditional or spiritual healers fell from 3.6% to 1.6%. Focus group results in the
Eastern and Western Cape revealed that quality of care in the private sector was perceived to be
much better than the public sector where treatment was believed to be ineffective and patients
were not treated in an acceptable manner (Palmer, 1999). Furthermore, clinics were not able to
treat all illnesses.

The October Household Survey was replaced with the General Household Survey, which in 2002
also found that the majority of Africans (63.5%) and Coloureds (60.9%) had consulted in the
public sector for their last iliness episode (Statistics South Africa, 2002). In contrast, 61.9% of
Indians / Asians and 83.1% of Whites had sought care in the private sector. For those who had
consulted in the public sector, 12.9% were dissatisfied with the service they received, compared
to 2.9% in the private sector. Similar results were found in the 2003 GHS (Statistics South Africa,



2003). Only half a percent of the population who had reported seeing a provider in the month
prior to the surveys in 2003 and 2004 indicated that this was a traditional healer.

Kleinman {1978; Chrisman & Kleinman, 1983) proposed an explanatory model which aims to
understand health, illness and healing as a cultural system composed of the popufar sector, the
foik sector and the professional sector. Most health care including diagnosis (iliness labelling),
triage, care, adherence to a medical regimen and assessment of an outcome involves families and
social networks in the popular sector. The folk sector consists of quasi-legal or illegal specialist or
non-professional health care and in the South African context this would include traditional healers
and faith healers. The professional sector encompasses the allopathic health sector. In order to
understand the level and nature of health care-seeking by caregivers in Soweto and
Johannesburg, it is necessary to understand the pluralistic health care system found in South
Africa.

1.2.1 Allopathic health care: An overview

Prior to South Africa’s first democratic elections in 1994, the country’s health system was race-
based and fragmented, with 14 health departments (Naylor, 1988; Sharp, 1988; Segar, 1997)
characterised by large discrepancies in the allocation of health care resources and personnel,
inefficient management and weak disease prevention and control programmes (Segar, 1997,
Buch, 2000). There were separate health departments for Whites, Coloureds and Indians, a
Central Health Department and each of the 10 Black 'homelands’ had its own health department
offering only a limited number of services (Naylor, 1988; Buch, 2000). The system was further
characterised by underdeveloped primary health care with most health care focused around
hospitals, many of which fell into the segregated ‘White’ areas (Wadee et al, 2003; Naylor, 1988).
Barriers to health care included distance as well as linguistic and cultural barriers, since nearly
90% of the doctors registered in South Africa in the 1980s were White, including those working in
the Public Sector (Naylor, 1988). User fees, although low, were still prohibitive for many (Khosa &
Thomas, 1995). Soweto clinics for example charged around R8 (US$1.80: 1997 exchange rate) for
consultation and treatment. Higher levels of care including surgery and hospitalisation were more
expensive, at around R20 (US$4.50) (Simon, 1997).

The legacy of apartheid posed many challenges for the new ANC government in 1994 and much
progress was made in the first years to make health care more accessible and equitable. In order
to deliver primary health care {up to and including district hospital level) more effectively, from
1995 a unified but decentralised nationa!l health system began to be implemented, based on the
District Health System model® (Department of Health, 2001a). Resources previously concentrated
in secondary and tettiary care have been redirected to increase funding for primary health care

® System of health care in which primary health care is delivered to people in a defined geographical area
and any decisions for that area are made locally by a district Health Authority rather than at a national ora
provincial level. Communities are also encouraged to participate in designing their health care services
{Harrison, 1997).



{Smith et al,, 1999). Amongst much restructuring, albeit with ongoing teething problems
(Department of Health, 2001a), reforms have included the upgrading of many clinics; the
implementation of a primary school nutrition programme; the introduction of various programmes
such as the Integrated Management of Childhood llinesses (IMCI); Directly Observed Treatment
Short-course for tuberculosis and maternal mortality pregrammes; the launch of a Patient's Charter
and the introduction of universal access to primary health care facilities and free health care for
vulnerable groups such as children under six years, pregnant or breastfeeding mothers {(up to 42
days after delivery) the elderly, the disabled and some of the chronically ill (Khosa & Thomas,
2005; Buch, 2000). Free primary health care was extended to all South Africans in 1996 (McCoy &
Khosa, 1996}.

Today the allopathic health system in South Africa consists of a large public sector mostly offering
free basic primary health care to about 80% of the population. A well-resourced private sector also
exists, whose users are mostly higher-income earners or members of medical insurance schemes
(18% of the population) (Mclntyre, Bloom, Doherty, & Brijlal, 1995; Schneider & Gilson, 1999). The
private dispensing doctor (GP), whose charges vary from R60 to R120 (US$10 to US$22; 2004
exchange rate), inclusive of medicines, is not exclusively used by the wealthy or those with
medical insurance however. In fact many are low income earners avoiding the overburdened and
under-resourced clinics (Joosub, 2004}).

In 1999, only 11% of the Black population had full medical aid cover compared with 77% of Whites
(Smith et af., 1999). In 2004, 69.7% of Whites, 36% of Indians / Asians, 18.4% of Coloureds and
7.2% of Blacks had access to a medical aid scheme (Statistics South Africa, 2004). A health care
survey in 1998 found that most (849%) patients using public primary health care paid nothing and
15% paid out-of-pocket, whilst 49% of those attending private primary care facilities paid out-of-
pocket and 48% were covered by medical aid (Smith ef al,, 1999). Pharmacies are alsc popular
sources of health care in South Africa and many have upgraded to primary health care centres,
otherwise known as ‘community pharmacies’ with a pharmaco-therapist able to diagnose and
prescribe medications for a wider range of ailments {Gilbert, 1998).

With a lifting of the economic barrier of fees, primary health care witnessed large increases in
patient loads attending curative services, sometimes by as much as 300% (Mathiane, 1994 as
cited in Khosa & Thomas, 1995; Schneider, Kaka, Jina, Koobair, Kamalanathan, Asmal, & Peer
1997; Wilkinson, Gouws, Sach, Karim, 2001). In Gauteng Province, the number of child outpatients
attending clinics almost doubled overnight (Simon, 1997). Pregnant mothers also started using
antenatal services much earlier in their pregnancy {Mcintyre & Gilson, 2002}. A survey of nurses’
experiences of the implementation of free health care revealed that 85% strongly agreed that their
workload had increased substantially (Schneider et af., 1997). This surge in attendance was mostly
attributed to the high level of previous unmet need, given the low levels of health care utilisation
found in household surveys before free health care was introduced (Schneider & Gilson, 1999;
Khosa & Thomas, 1995; McCoy & Khosa, 1996). However an increase in attendance has also



been found in the paediatric outpatients at public hospitals, particularly in areas with poorly-
functioning primary health care clinics, with many having to 'screen’ patients and send them back
to the clinic or charge them a fee for having bypassed the PHC facility (McCoy, 1996; McCoy &
Khosa, 1996).

Bypassing the clinic because of shortages of medicines and an expectation of a better quality of
service is not a new phenomenon, nor is it confined to South Africa (Atkinson, Ngwengwe,
Macwan'gi, Ngulube, Harpham, & O'Connell, 1999; Holdsworth, Garner, & Harpham, 1993;
Mwabu, 1984; Oskowitz, Schneider, & Hlatshwayo, 1997; Schneider, Magongo, Cabral &
Khumalo, 1988). Introduction of free primary health care with little prior consultation or preparation
has meant that existing staff and infrastructure have had to absorb the impact which has
sometimes impacted negatively on quality of Public Sector care and service delivery, Staff
shortages, unmanageable workloads and low pay have contributed in turn to low morale and the
outflow of staff to the private sectors and abroad (Walker & Gilson, 2004; Lehmann & Sanders,
2002). The ability of staff to explere problems with patients in detail, have sufficient time for
consultations and deal with the daily patient load has therefore suffered as a result (Walker &
Gilson, 2004). The attitudes of some health care personnel have created additional barriers, with
hostile and judgmental attitudes, particularly of nurses, reported by patients {(Jewkes, Abrahams &
Mvo, 1998}, On the cther hand, nurses also have to put up with abuse from patients and have to
answer for any shortages in the clinics (Walker & Gilson, 2004; WHO 2002a). The focus of the
Department of Health's 1999-2004 Strategic Framework for Health was therefore to improve the
quality of health service delivery (Buch, 2000).

1.2.2 Traditional health care

1.2.2.1 The muthf trade on the Witwatersrand

Although many continue to see traditional medicine as “meaningless pseudo-psychological
mumbo-jumibso which is positively harmful” (Freeman & Motsei, 1992:p.1186), its continued use in
highly urbanised societies alongside free Western medicine bears testament to the positive results
it brings for many who use it (Bibeau, Corin, Buganza, Mandela, Mahoya, Mukana, Makengo,
Ahluwalia, & Mechin, 1980; Fassin, Jeannee, Cébe & Réveillon, 1988; Edwards, 1986; Longmore,
1959; Press, 1978; Janzen, 1978; Warren, 1978). It is also believed that witchcraft, sorcery beliefs
as well as pollution’ may actually increase with modernisation because of the increased social
strain and interpersonal conflicts as a result of employment and relationships, as well as a greater
chance of being exposed to ‘pollutants’ in an urban environment (Mitchell, 1965 & Swantz, 1990 as
cited by Green, 1999; Cunningham, 1993; Pfeiffer, 2002).

According to Hirst (1990), most people tend to consult a Western docter first and will consult a
traditional healer when all else fails. Gumede (1930) stated the reverse in the case of South Africa,

® Traditional medicine.
7 Pollution in this context refers to a person or place that is in an impure or ‘polluted’ state which is usually
associated with birth or death. It does not refer to contaminating the environment.



with around 80% of people likely to visit the traditional healer first in rural areas and 40% in urban
areas. For those who don’t go to traditional healers, reasons given in a study in South Aftica in the
late 1990s included non-belief, only believing in the power of prayer, only believing in doctors and
the cost (Segar, 1997). Most people were embarrassed or reluctant to discuss their use of
traditional medicine due to denigration from the biomedical profession as well as the church.

Urbanisation does not preclude the use of traditional medicines. In a study in Durban, KwaZulu-
Natal in 1995, 53% of Black clinic patients had been to a traditional healer at least once in the
previous year (Mander, 1998). The authors report that this may be an underestimate as
respondents were not asked about purchasing traditional medicine themselves (from other
sources). In other surveys, the views of traditional healers' patients who do not always use
Western health facilities may not be captured. Of those patients interviewed at traditional healers
in the Durban survey (Mander, 1998), 27.1% went more often than they did 6 years previously
{1990}, 27.1% went less often and 45.7% had not changed their frequency in the use of
traditional medicine. The main reason for change in use was because the traditional medicine
had worked and the respondent was getting better (59.1%). Other reasons included going to a
Traditional Medical Practitioner (TMP) for certain problems only (13.6%), Western doctors had
failed to help {4.5%), the respondent's mother was a TMP (4.5%), not being sick very often
{4.5%), problems were increasing (4.5%), being sick quite often (4.5%) and TMPs not having
helped {4.5%). For the patients interviewed at Western clinics who had been to a traditional
healer in the past, 43.8% went more often, 41.1% went less often and 15.1% reported no change.
Almost 60% of the respondents interviewed at Western clinics reported that they had changed
their use because they were now getting better, 10.8% were not sick very often, 8.1% went
because Western doctors had failed to help them and 5.4% used traditional medicine more
because their problems were increasing.

The Witwatersrand which includes the East Rand, Johannesburg and the West Rand (Williams,
Balkwill, Witkowski, 1997), is South Africa's second largest market for medicinal plants after the
markets in KwaZulu-Natal (Williams, 1996), providing a source of income for thousands of people
trom KwaZulu-Natal, Eastern Cape, Mpumalanga, Lesotho and certain areas of Gauteng and the
Free State. Formal sector traders operate from muthf shops whilst informal sector traders sel!
plants from pavements and markets (Williams, 1996).

Two well-known markets in Johannesburg are the Mai-Mai Market (v. Figure 1.3) and Faraday
Market. Known as “Ezinyangeni” - the place of healers, Mai-Mai is the oldest market in
Johannesburg with 176 units dedicated to selling traditional medicines, divining and training
apprentices (Thale, 2003). Although some of its traders are traditional healers, the Faraday
market has more of a wholesale function than Mai-Mai and supplies many of the Witwatersand
traditiona! healers and muthi shops with bark, roots and plants. In the late 1990s, the annual trade
was estimated to be 450 - 800 tonnes with more than 450 species in trade (Williams, 1998).

® Herbal / African chemist. The Xhosa equivalent is an Amayeza store (Cocks & Dold, 2000).
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Source: N. Spark- du Preez (2004)

Figure 1.3: A TMP stall at Mai-Mai Market

In the early 1990s it was estimated that over 200,000 traditional healers (inyangas) and diviners
(sangomas) practised in South Africa versus 25 to 30,000 ‘modern’ doctors (Kale, 1995). Mid-
1990s estimates surmise that there were 18,000 TMPs in Soweto alone (Williams, 1996).
Towards the end of the 1990s, the total number of traditional healers in South Africa was
estimated to be approximately 350,000 (Bodeker, 2000). In these numbers, the demand for
services would be expected to be high and it is not surprising therefore to hear reports that about
80% of the Black population use the services of traditional healers (Kasilo, 2000). Other surveys
have found much lower proportions consulting traditional healers, although this may be a result of
negative attitudes towards traditional medicine which result in participants being unwilling to

report using these services (Louw & Pretorius, 1995; Bye & Dutton, 1991).

Health care during apartheid left behind a legacy of bias towards allopathic health care. The
National Health Plan (African National Congress, 1994) however committed itself to involving
traditional healing in the national health care service, thus giving consumers the right to choose
their health care provider. Legislation was also changed to facilitate the controlled use of TMPs. It
should be noted that the overview of traditional health care and attitudes towards it which are
outlined in this chapter and in the literature review is a stereotypical synopsis and not all healers
or patients fit this mould. In the same way, not all Western doctors are ignorant of traditional

medicine.

1.3 Rationale

The rationale for conducting this study included the need to look at the appropriateness of health-
seeking in order to improve child health through responsible care-seeking. Child health statistics

show that further goals are yet to be reached in improving child health, particularly that of the

Black South African population. A further reason for studying health-seeking in South Africa is to
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find out whether health services are meeting the needs of the study population. There are also
limited data on health-seeking behaviour for children under & in South Africa, without which
improvements cannot be mads.

1.3.1 Appropriateness of health-seeking

One rationale for looking at the utilisation of health services is to examine the appropriateness of
health care-seeking, and in the case of child health, the focus is usually on the mother or primary
caregiver {(Goldman, Pebley, & Gragnolati, 2002). In the health-seeking process, a caregiver
decides what type of medicine and care a child receives at home, whether the child should see a
health care provider and if so the type of provider (Goldman et al., 2002). Decisions are also
made following the provider’s advice on whether to purchase prescribed medication, as well as
how this is administered. Studies show that seeking health care too late or not seeking
appropriate care has led to many preventable childhood deaths (Snow & Marsh, 1992; Gutierrez,
Reyes, Martinez, Tome, & Guiscafre, 1994; Gray, Smith, & Barss, 1920; Snow, Armstrong,
Forster, Winstanley, Marsh, Newton, Waruiru, Mwangi, Winstanley, & Marsh, 1992). Poor care-
seeking has in fact been implicated in 6% to 70% of child deaths (Mirza, Macharia, Wafula,
Agwanda, & Onyango, 1990; Sutrisna, Reingold, Kresno, Harrison, & Utemo, 1993; Sodemann,
Jakcbsen, Molbak, Alvarenga, & Aaby, 1997; Reyes, Perez-Cuevas, Salmeron, Tome, &
Guiscafre, & Gutierrez, 1997; Terra de Souza, Peterson, Andrade, Gardner, & Ascherio, 2000;
Bojalil, 2002; all cited by Hill, Kirkwood & Edmond, 2004). Since the existence of health services
does not always guarantee their use or appropriate use, improving care-seeking behaviour in turn
reduces childhood morbidity and mortality (Murray & Chen, 1993; Caldwell, 1986; Preston, 1975;
Fosu, 1989; Kielmann, DeSweemer, Chernichovsky, Uberoi, Masih, Taylor, Parker, Reinke,
Kakar, & Sarma, 1983) by reducing treatment delays, and giving the correct treatment (Hill et al.,
2004). In Sri Lanka for example, one explanation for the paradoxical low childhood montality
despite high levels of reported malnutrition and low per capita income, has in part been attributed
to the high levels of care-seeking behaviour as well as the quality of the medical system
(Amarasiri de Silva, Wijekoon, Hornik, & Martines, 2001).

Many public sector facilities in developing countries are under-resourced and over-used and
many childhood ilinesses could be prevented by education, better hygiene and nutritional
practices rather than relying on curative methods (Vane, 1979; Melrose, 1982; de Wet, 1998a).
Many primary health care programmes are trying to move towards a preventative rather than
curative approach (de Wet, 1998a). The WHO’s Integrated Management of Childhood lliness
(IMCI) programme recegnises the key role of families in a child’s health care by trying to improve
home case management of childhood ililnesses (Lambrechts, Bryce, & Orinda, 1999; Claeson &
Waldman, 2000; Winch, Leban, Casazza, Walker & Pearcy, 2002). This includes understanding
how symptoms and ilinesses are classified locall, as well as educating families about when
children need to receive immediate medical attention. A further target of the IMCI strategy is to
improve the use of drugs by health workers in children under 5 years (Solarsh & Goga, 2004).
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Prior to the implementation of the IMC), a pilot survey in the Western Cape found that 36% of
children had needlessly been given an antibiotic (Patel, 2002). Understanding family choices
about treatment of childhood iliness is therefore essential for improving home care and
appropriate care-seeking behaviour.

1.3.2 Are health services meeting the needs of the under 6 population?

Since 1994, free health care has been available for pregnant women and children under 6 years
of age in South Africa, thereby removing the cost barrier to the utilisation of health services.
Studies, including exit interviews at facilities have revealed that new barriers to health-seeking
have emerged however in the form of negative staft attitudes, shortages of medicines, a shortage
of staff and a limited in-take of patients (Hirschowitz, 1995b; Smith et al., 1999; Palmer, 1999).
Different ‘cost’ barriers in the form of having to buy medicines or pay for transport to seek more
effective care greatly affect the poorest section of South Africa’s population. This has also led to
patients overwhelming clinics which are known within local communities to run mare efficiently
(Walker & Gilson, 2004; McCoy, 1996). Furthermore, further pressure has been put on hospital
out-patient departments where patients know that there is less likelihood of medicine or staff
shortages (McCoy, 1996). Therefore, despite increased access to services since 1994, quality of
care and the delivery of primary health care and hospital services remain areas of health care
requiring further improvement (Department of Health, 2004a).

1.3.3 Child health in South Africa: progress to be made

Table 1.3 provides a selection of summary statistics from the United Nations Developrment
Programme’s Human Development Report for 2005 (UNDP, 2005). The performance of South
Africa can be compared to other countries with a middie-level Human Development index®.
Although South Africa is performing well in terms of GDP and tuberculosis immunisation for
example, gains in infant and child mortality have been eroded by the high HIV prevalence. Other
child health statistics such as height for age and measles immunisation are also lagging behind
countries such as Brazil and Egypt. Although there are great disparities between regions, rural
and urban areas as well as population groups, compared to many other African countries whose
under-5 mortality rates are well above 100 per 1,000, Scouth Africa’s overall mortality rates are
encouraging. Despite this progress, one of the United Nations (2000) Millennium Development
Goals aims to reduce under-5 mortality to two-thirds that of the 1990 figure of 60 / 1,000, however
the opposite trend has been found so far (Solarsh & Goga, 2004; Bradshaw, Groenewald,
Laubscher, Nannan, Najilana, Norman, Pieterse & Schneider, 2003) with levels estimated to be
66 /1,000 in 2003 (WHO, 2005; UNICEF, 2005) and 72.1 / 1,000 in 2005 (Statistics South Africa,
2005).

® A composite index measuring average achievements in life expectancy at birth, the adult literacy rate, the
combined gross enrolment ratio for primary, secondary and tertiary schools and GDP per capita in
purchasing power parity (PPP) US dollars (UNDP, 2005).
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Table 1.3: Comparative data from a selection of middle-level Human Development Index (HDI) countries (UNDP, 2005)*

Indicators Brazil Venezuela Egypt South Africa Namibia Botswana Ghana Zimbabwe
Human development index 2003 0.792 0.772 0.659 0.658 0.627 0.565 0.52 0.505
World Bank income Classification™ 2005 Lower middle  Upper middle Lower middle Uppermiddle  Lowermiddle  Upper middle Low Low
Adult literacy rate (% ages 15 and above) 2003 88.4 93 65.6 82.4 85 78.9 54.1 90
GDP per capita (PPP USS$) (HDI) 2003 7,790 4,919 3,950 10,346 6,180 8,714 2,238 2,443
Total population {millions) 2003 181.4 25.8 713 46.9 2 18 21.2 12.9
Urban population (% of total) 2003 83 87.6 422 56.9 32.4 51.6 454 35
One-year-olds fully immunised against 2003 99 o1 98 97 92 99 92 92
tuberculosis (%)
One year olds fully immunised against 2003 99 g2 98 83 70 Q0 80 80
measles (%)
Children with diarrhoea receiving oral 1994-2003 28 51 29 37 39 7 24 80
rehydration and continued feeding (% under
age 5)
Children underweight for age (% under age 5}  1995-2003 6 4 9 12 24 13 25 13
Children under height for age (% under age 5) 1995-2003 1 13 16 25 24 23 26 27
HIV prevalence (% ages 15-49) 2003 0.7 0.7 <0.1 215 213 37.3 3.1 24.6
[0.3-1.1] [0.4-1.2] {<0.2] [18.5 - 24.9] [18.2-247] [35.5 - 39.1] [1.9-5.0] [21.7 - 27.8)
Life expectancy at birth (years) 2000-2005 70.3 72.8 69.6 48 48.6 36.6 56.7 ar.2
Infant mortality rate (per 1,000 live births) 2003 33 18 33 53 48 82 59 78
Under-five mortality rate (per 1,000 live 2003 35 21 39 66 65 112 95 126
births)
* For a list of sources and notes for these data go to hitp://cfapp2 undp.ora/hdr/statistics/data/xifiles/hdr dat 70142770.xls
** World Bank (2005)




The UNFPA (2005) reports that the IMR in more developed regions of the world is 8, in less
developed regicons this is 60 and in the least developed countries this is 94. The IMR in South
Africa in 1998 was 45.4 per 1,000 {Department of Health, Medical Research Council & Measure
DHS+, 1998). Projections for 2005 have risen however to the mid-50s (Statistics South Africa,
2005a; Dorrington, Bradshaw, Johnson, & Budlender, 2004),

For under-5 mortality more developed regions have a rate of 10 for males and 9 for females, less
developed regions have an under-5 mortality rate of 31 for males and 89 for females, whilst the
least developed regions have a rate of 160 for males and 149 for females (UNDP, 2005). The
South African DHS Survey's (1998) revised estimates measured under-5 mertality {(male and
female) to be 61 per 1,000. Estimates have increased since then to the 70s (Statistics South
Africa, 2005a; UNFPA, 2005).

The main reason for any increases in under-5 moertality is mostly due to the HIV / AIDS epidemic.
The Burden of Disease Study (Bradshaw et al., 2003) estimated HIV / AIDS to be the cause of
40.3% of deaths in the under-5 age group in South Africa in the year 2000. According to
Bradshaw, Groenewald, Laubscher, Nannan, Nojilana, Norman, Pieterse and Schneider (2001},
the major portion of childhood deaths in South Africa are from preventable causes. In 1995, the
most common causes of death amongst children aged 1 to 4 years in South Africa were injury
including poisoning (24%), diarrhoea (20%), malnutrition (13%), and lower respiratory infections
(9%). By 2000, malnutrition, diarrhoeal diseases and lower respiratory infections were ranked 2",
3% and 4™ after HIV / AIDS in the under-5 age group, although together, malnutrition, diarrhoeal
diseases and lower respiratory infections accounted for 20.3% of all deaths.

Variations in under-5 mottality between provinces, urban / rural areas and population groups are
wide-ranging. Gauteng Province in which this study took place for example has some of the
lowest infant and child mortality indicators in the country (Department of Health et al,, 1998;
Bradshaw et al., 2003; Dorrington, Bradshaw, & Budlender, 2002). While some of the disparities
in health reflect the underlying economic inequalities within the population, morbidity related to
the incorrect <use of medicines and poor management of childhoeod illnesses represents a sizeable
proportion of injury, disease, and mortality burden which could potentially be eliminated (Caldwell,
1986; Fosu, 1989; Murray & Chen, 1993; Bradshaw et al., 2003). According to Solarsh and Goga
{2004) for example, data from the District Health Information System show that full immunisation
coverage under the age of 1 year in South Africa is estimated to be 79% and the drop out rate
between measles 1 and 2 is 16%. Provinces such as the Northern Cape, Gauteng Province and
the Eastern Cape have much higher drop out rates (29%, 23% and 22% respectively).

Diarrhoeal disease, characterised as 3 or more loose or watery stools within a period of 24 hours
{Department of Health ef af,, 1998, WHO-IMCI, 2000) and acute respiratory infections (AR!) are
two of the leading causes of childhood morbidity and mortality throughout the developing world,
patticularly in the first 2 years of life (Feacham & Jamison, 1991; WHO, 2002b; Department of
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Health et al, 1998). HIV, malnutrition, poor and unhygienic living conditions, crowded housing
and in some cases low levels of health care all exacerbate these common childhood infections in
developing countries (Geldman ef al,, 2002; Department of Health et al., 1998). In South Africa,
diarrhoea and ARls also remain important preventable and treatable illnesses in children
{Department of Health et al., 1998).

In the South African Demographic Health Survey (1998), overall 13% of children aged 0-59
months had an episade of diarrhoea in the 2-week period preceding the survey (v. Table 1.4).
The highest diarrhoeal prevalence was found in the 6-23 month age group (about 23%) whilst a
lower prevalence rate was found in infants under the age of 6 months (11%). The lower
prevalence in the first half of infancy is likely to reflect the protective effect of breastfeeding
(Woldemicael 2001). Aimost half of mothers (49%) had heard of ORT in the DHS survey, 52%
indicated that they would increase fluid intake during episodes of diarrhoea, 60% of children were
taken to a health facility and 81% were given some form of ORS.

Table 1.4: Prevalence of diarrhoea in children under 5 years of age, South Africa (1998)*

Child’s age % with diarrhoea % with diarrhoeaof  Number of children (with

in age group total with diarrhoea  and without diarrhoea)
< 6 months 11.1 10.7 505
6-11 months  22.1 10.6 500
12-23 months 24 - 20.5 973
24-35 months 116 19.7 933
36-47 months 8.2 18.7 886
48-59 months 5 19.9 942
Total 13.2 100 4,739

* Department of Health et al., 1998

An overall diarrhoeal prevalence of 9.4% was found in the Province of Gauteng, the second
lowest prevalence after the Free State Province. Only 27.7% of mothers in Gauteng knew about
oral rehydration packets (ORSOL or SOROL), the second lowest proportion after the Limpopo
Province. However 60.3% (the highest in the country) said they would increase the amount of
liquids given to the child. Amongst children under 5 who had experienced an episode of diarrhcea
in the 2 weeks preceding the survey, 66.7% had been taken to a health facility, 47.2% had been
given ORS packet solution at home, and 69.4% had been given home-made solution. A large
propaortion (86.1%) had been given a home remedy or injection.

Unlike diarrhoea, acute respiratory infection (ARI) prevalence rates are largely uninfluenced by
population group, rural versus urban settings or maternal education {Department of Health et al.,
1988). The highest rates found in the SADHS (1998) were found in the first 2 years of life (23%)
as with diarrhoea (v. Table 1.5). However in contrast, AR prevalence remained consistently
higher during the first 5 years of life. Three-quarters of the children in the survey who experienced
AR! were taken to a health facility for advice or treatment.
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Table 1.5: Prevalence of ARl in children under 5 years of age, South Africa (1998)*
Child’s age % with ARl inage % with ARI of total Number of children {with

group with ARI and without diarrhoea)
< 6 months 20.8 11.5 505
6-11 months 249 13.7 500
12-23 months 23.7 25.3 973
24-35 months 189 19.3 933
36-47 months 15.7 15.3 886
48-59 months 14,5 15 942
Total 19.3 100 4,739

* Department of Health et al.,, 1998

An gverall ARI prevalence of 21,5% was found in the Province of Gauteng which had the second
highest figure after KwaZulu-Natal. Overall in the DHS study, 75.3% of children with ARl in the 2
weeks preceding the survey had been taken to a health facility. In the Gauteng Province this
figure was 84.1%, the highest proportion in South Africa.

There are no clear-cut differences between the clinical presentations of any viruses in the
respiratory tract and there is considerable overlap in signs and symptoms (Madeley & Peiris,
1998). Generally, acute upper (including middle} respiratory infections (AURI) including the
common cold, acute otitis media, pharyngitis and tonsillitis, croup, tracheo-bronchitis, and acute
epiglottitis, are usually mild and self-limiting and rarely lead to death (Madeley & Peiris, 1998;
Kirkwood, 1991). Acute lower respiratory infections {ALRI) comprise pneumonia and bronchiolitis.
These syndromes may involve tachypnea, cough, nasal flaring, retractions, wheezing, rales and
cyanosis, Pneumenia is the mest important cause of death from respiratory infection. ltis a
common complication of pertussis and measles, particularly among malnourished children (Pio,
Leowski, & Ten Dam, 1985).

1.3.4 Limited health-seeking data in an urban highly pluralistic health setting

Studies are lacking on the determinants of health care in urban Africa and those that have been
published are often difficult to compare due to methodological differences {(Haddad & Fournier,
1995; Fassin et al., 1988; Benyoussef & Wessen, 1974; Maclean, 1966; Gesler, 1979a; Lasker,
1981; Uyanga, 1983; Fosu, 1989; LeBeau, 1998). Using DHS data, Fosu (1989} for example was
not able to take into account sacio-cultural or service-related factors whilst Haddad and Foumier
{1995) used longitudinal data which included service-related factors. Studies of utilisation of
traditional health care in comparison to those of modern facilities in African urban environments
are also limited (Phillips, 1990; Fosu, 1994; Ryan, 1998; Molyneux, Murira, Masha & Snow,
2002). Although written more than 20 years agoe, Ngubane's (1981:p.366) suggestion still applies
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today: “There is a need for careful and extensive research to ascertain how Africans, especially
those in town, nowadays go about meeting their health needs.”

Johannesburg and Soweto form a melting pot of languages, cultures, and indeed health care
paradigms. In this context, it is not surprising that different ideas about childhood illnesses and how
to manage them abound. Data on health-seeking behaviour for childhood illnesses in this urban
pluralistic health setting where traditional healers, faith healers, private clinics and public health
care facilities all offer very different types of health services are however limited (LeBeau, 1998;
Bland, Rollins, Van den Broeck, Coovadia, & Child Health Group, 2004). Deciding to use a health
care facility in an urban environment “represents a conscious choice by the patient and is not due
to the lack of another system.” (LeBeau, 1998:p.3). Home remedies, over-the-counter (OTC)
medicines, traditional medicines and church medicines, whether they are used appropriately or
inappropriately, all have an important role to play in the management of childhood illnesses in
South Africa. Yet many doctors do not know what choices caregivers make beyond their clinic
doors. When would a caregiver give their child a spuit'® of soap and water for example? How
would burning certain types of plants such as imphepho cor ground animal parts, known as
inyamazane stop a child crying? Why would a mother put grey beads, or a horse's teoth around
her child's neck? What are inyoni, ibala, ishashaza and isifonda and how would a caregiver treat
these ‘African’ illnesses? Which Dutch medicines or Stuips are used for protection from evil spirits?
Which common childhood illness are chicken gizzards used for? Why do some caregivers bypass
the primary health care clinic in favour of the puhblic hospital? These are just some of the health
care issues a caregiver might not discuss with a nurse or doctor but which may have implications
for the health of the child.

Concepts of health and healing in South Africa today have been shaped by cultural borrowing
between African, Indian and European groups present over the centuries {de Wet, 1998a;
Hammond-Tooke, 1989). Because these concepts continue to evolve and South Africa's health
system is still redressing inequities (Ntuli & Day, 2004}, the network of explanatory factors for the
choice of health care provider or treatment can be complex (Kroeger, 1983). As well as allopathic,
traditional and faith healers, members of the family, neighbours and friends may also offer health
care advice — “in a pluralistic environment, across multiple illnesses and caretakers, there can be
many patterns of resort.” (Ryan, 1998:p.211). 2004 saw the 10™ anniversary of democracy in
South Africa. After 10 years of restructuring and free public health care for children under 8, this
study aims to highlight sorme of the main factors influencing choice of health care provider for Black
children under the age of 6 years in Johannesburg and Soweto, South Africa.

Research for the current study was carried out under the auspices of Birth to Twenty (BT20), the
largest and longest running longitudinal birth cohort study of child health and development in Africa
(http:fwww wits.ac. za/birthto20/). Before commencement of the cohont, health service usage was
identified as one of several research questions which needed addressing when locking at the

% Enema.
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health and well-being of children, particularly in an environment undergoing rapid urbanisation
(Yach, Padayachee, Cameron, Wagstaff, & Richter, 1990), with high levels or morbidity and
mortality. By understanding why and how caregivers make choices for their child's health care,
including understanding patient beliefs, information can be produced that informs health promotion
and public health policy to be able to provide culturally appropriate systems of healthcare
{Airhihenbuwa, 1991; Kleinman, 1978). Reform in the health services should be guided by good
data about the health of the population and understanding more about the providers and the users
themselves is the first step towards achieving improved equity in health. This study adopts a micro-
approach to data collection in order to shed light on health-seeking behaviour for childhoed
ilinesses in the South African context. It focuses on the differences found in caregivers'
predisposing {(including beliefs) and enabling characteristics, illness characteristics, perceptions of
different providers and management of childhoed illnesses at different health care providers.

1.4 Aims and objectives

1.4.1 Aims

Given the exploratory nature of this study, the aims are:

s To find out what Black caregivers of children under 6 do when their children under 6 are not
well (why they follow different patterns of resort).

» To find out why caregivers make these decisions.

« To find out what might be the main determinants of health-seeking behaviour in this
population.

«  To find out which aspects of health-seeking behaviour models would be appropriate for
developing a framework of health-seeking behaviour in this population.

1.4.2 Objectives

The objectives of the study are:

»  To collect data on socio-demographic characteristics of the caregiver, iliness characteristics,
child characteristics and perceived characteristics of public, private and traditional providers.

» To find out why the caregiver has chosen the provider on the day of interview,

= Tofind out who influences decisions on health-seeking behaviour within the caregiver's
household.

»  Tofind out what proportion of caregivers use traditional medicine for a) their child and b)
themselves.

s To find out the reasons for use / non-use of traditional medicine.

= To find out what traditional medicine the caregiver has given to her child in the past and the
reasons for its use.

= To find out which Dutch medicines are usually used and reasons for their use.
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= Tofind out about caregivers’ beliefs regarding faith-healing.

* To find out how caregivers normally manage 10 common childhood illnesses.
= To find out how caregivers had managed the current illness so far.

» To find out caregivers' recommendations for improving the health service.

Chapter 2 presents a literature review of models of health-seeking behaviour including barriers to
health care utilisation. Chapter 3 provides the methodological framework for the study and this is
followed by the qualitative and quantitative results in Chapters 4 and 5. Chapter 6 synthesises the
findings from the literature review with results from this study and Chapter 7 discusses the
limitations, provides a critique of the study methods and instruments used, gives an outline of
possible future research and policy implications and a conclusion.
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2. Literature Review

The background to the study will be presented in 2 sections. Section 2.1 provides an overview of
the literature pertaining to models which lock at the determinants of health-seeking behaviour (e.g.
Andersen’s Behavioural Model), models which look at stages in illness behaviour (e.g. Suchman's
sociological model of health behaviour, Fabrega's framework for understanding iliness behaviour,
Igun’s model of illness behaviour), as well as the models which focus on health beliefs (the
Cognition and Social Cagnition models). It is necessary to have an idea of what these models
entail in order to develop a model specific to the context of health-seeking in urban South Africa.
Section 2.2 looks more in-depth at the various barriers and known predictors of health-seeking
behaviour, Due to the lack of data on health-seeking behaviour in urban South Africa, it is
necessary to lock at what studies have found further afield, as well as in South Africa.

2.1 Theoretical focus: Models of health-seeking behaviour

There are a large number of models of health-seeking behaviour or what Schwartz (1969) labelled
‘hierarchies of resort’, which propose to explain why an individual chooses to use or nct use
different kinds of health ‘services’. These models may either be used for looking at stages in
health-seeking behaviour or predictors of health-seeking behaviour. Traditionally the types of
explanatory variables depended on the methodelogy (quantitative or qualitative) and the approach:
anthropological, medical, sociological, psychological or economic. For example, Demographic
models included such variables as age, sex, marital status and family size; Social Structural
models included variables such as education, occupation and ethnicity; Social Psychological or
Cognition models tended to lock at perceived susceptibility to an illness, perceived severity,
expected benefit of action as well as the cues which trigger the action taken; Family Resource
models typically looked at household income, medical aid coverage and having a regular source of
health care; Communily Resource models looked at access to and availability of health services,
including characteristics of the health services as well as the community (rura! / urban / suburban)
and Organisational models included characteristics of the health care provider (delivery and nature
of service, location) (Wolinsky, 1980).

Recognising that these different types of models are not mutually exclusive (Kroeger, 1983),
nowadays a combination of approaches is usually used and no one theory dominates (Glanz,
Rimer & Lewis, 1997). It has been suggested that models which suit a particular type of behaviour
may be more useful than those which apply to a range of behaviours (Ogden, 2004). Two of the
most influential conceptual frameworks have been Andersen’s Behavioural Model (Andersen,
1968; Andersen & Newman, 1973; Aday & Andersen, 1974; Andersen, Kravits, & Andersen, 1975)
for looking at access and barriers to health services and the Health Belief Model (Hochbaum,
1958, Rosenstock, 1960, 1966; Becker, 1974; Becker, Nathanson, Drachman, & Kirscht, 1977b;
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Kirscht, 1974) which focuses on just one of the predisposing aspects to seeking health care which
is found in Andersen's model (Kasper, 2000).

Two decades ago, Becker and Maiman {1983) reparted the following original models of health
behaviour to be the most frequently cited and to have the best predictive ability; Andersen (1968);
Anderson and Bartkus (1973); Antonovsky and Kats (1970); Fabrega (1973, 1974); Green (1975);
Hochbaum (1958); Kast and Cobb (1966a, 1966b); Kosa and Robertson (1975); Langlie (1977);
Mechanic {1968); Rosenstock (1966) and Suchman (1965a, 1965b, 1966). Although these models
differ in their theoretical framework, the type of health behaviour to be explained, and how some
variables are operationalised, there is considerable overlap (Becker & Maiman, 1983; Cummings,
Becker & Maile, 1980). In terms of health behaviour and behaviour change (as opposed to illness
behaviour}, Glanz and colleagues (1997) reviewed 1,174 articles and found over 66 different
theories and models, of which 21 were mentioned 8 or more times. These included the Health
Belief Model, Social Cognitive Theory, Self-efficacy and the Theory of Reascned Action / Theory of
Planned Behaviour. The Health Belief Model (Becker, 1974; Janz & Becker, 1984), Social
Cognitive Learning Theory (Bandura, 1986} and the Theory of Reasoned Action (Ajzen & Fishbein,
1980; Fishbein, 1980; Fishbein & Ajzen, 1975) are usually the 3 main thecries on which models of
behaviour change are based {Yoder, 1997). Considerable overlap is also found between these
models in the constructs that they measure (Kirscht, 1982; Armitage & Conner, 2000; Gebhardt &
Maes, 2001, as cited in Conner & Norman, 2005}. The following subsections provide a summary of
the most prominent models (in terms of predictability and citation}, as well as more recent
approaches in Section 2.1.8.

2.1.1 Predicting health-seeking behaviour

2.1.1.1 Andersen’s Behavioural Model

Andersen’s (1968) original Behavioural Mode! (BM) and expanded versions (Andersen & Newman,
1973; Aday & Andersen, 1974; Andersen et al,, 1975) have been used as a basis internationally to
predict and explain the utilisation of health services (Wan & Soifer, 1974; Stock, 1987; Thind &
Andersen, 2002; Thind, 2005; Fosu, 1989, 1992, 1924, Keith & Wickrama, 1920; Kempen &
Suurmeijer, 1991; Subedi, 1989; Glik, Ward, Gordon, & Haba, 1989), through the use of
‘predisposing’, ‘enabling’ and ‘'need’ factors (v. Table 2.1).

Predisposing factors include family and social characteristics which may affect an individual's
propensity to use a particular type of health service. Demographic characteristics for example
include age, sex and marital status; social structure characteristics include ethnicity, education and
occupation of the head of the household and other predisposing factors include beliefs about
ilinesses and the efficacy of medicines, as well as aftitudes towards different health care providers.
Enabling factors are those which permit the use of and make health services available. These
include personal factors such as family resources and having a regular source of care and service
and community-related factors such as the availability of a health service, their staff, medicines,
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waiting times and travel times. Need factors include the patient’s subjective perceptions of the
illness (e.q. severity, days of disability, number of symptoms experienced), the physician’s
evaluation of the illness, as well as how the patient reacts to the illness (e.g. whether a doctor is
seen for all the symptoms or some of the symptoms or not seen).

In Andersen’s (1968) nationally representative sample of 2,367 families in the USA, the model
explained 43% of the variance in health behaviour, with ‘need’ {measured by reported disability
days) accounting for the greatest propartion (20%) of variance. ‘Need'’ factors explained most of
the variation in families’ health services use (Andersen et al,, 1975; Aday & Andersen, 1974),
although Andersen (1995) states that perceived need is itself a consequence of social structure
and health beliefs. In an equitable society, need also asseris itself as a stronger determinant of
health service use than predisposing or enabling factors.

As with other health behaviour models, criticisms of the Behavioural Model have focused on the
measurement validity of its constructs and failure to account for interaction between certain
variables (Mechanic, 1979; Rundall, 1981; Tanner, Cockerham & Spaeth, 1983; Wolinsky, 1978).
In the past the BM has alsc been criticised for being too broad to be able to capture the complexity
and dynamic nature of health-seeking behaviour, having neglected such factors as social
networks, culture, health beliefs and eorganisational factors {Pescolido, 1991; Rogers, Hassell, &
Nicolaas, 1999). Newer versions of the BM however have attempted to incorpeorate these factors,
including feedback loops to explain the dynamic nature of health service use as a function of
consumer satisfaction with the setvice provided and health outcomes (Andersen, 1995). A systems
approach redefined access in terms of process components (affecting access into the system and
subsequent consumer satisfaction) and outcome components measured through utilisation levels,
inctuding types of service utilisation (patient-initiated or discretionary; physician-initiated or non-
discretionary) and purposes of visits and consumer satisfaction (e.g. with quality of cars, cost,
convenience and courtesy of staff) {Andersen & Newman, 1973; Aday & Andersen, 1974, 1981;
Becker & Maiman, 1983; Dutton, 1986). The process components were also defined in terms of
how easily they could be modified by health policy (Aday & Andersen, 1874). 'Mutable' indicators
include manpower, transport, knowledge of illnesses, income and health beliefs. Indicators which
cannct be modified by health policy such as demographic and social structure variables are also
important however, as they provide information on whom policies should be targeted at.

2.1.2 Stages in health-seeking behaviour

2.1.2.1 Suchman

Suchman’s (1965a, 1965b, 1966) sociological model of health behaviour linked health behaviours
with social relationships and group structures. Suchman divides the model into ‘content’ factors of
illness behaviour and the ‘medical sequence’ (v. Table 2.1). The content aspect of the model
describes behaviour and outcomes, e.q. using different health care providers {doctor shopping),
using different providers at the same source (fragmentation of care}, delay in seeking care after
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recognising symptoms (procrastination), self-medication and interruptions in treatment or the
health care process (discontinuity) (Becker & Maiman, 1983). During the sequence of medical
events, the patient experiences the symptoms (physical experience) which are then interpreted
and defined according to how much they interfere with social functioning. Qutcomes at this stage
may depend on the emotional responses (fear or anxiety) expressed as a result of the illness and
whether the patient assumes the sick role or denies that the iliness exists. Patients may also
initiate therapies themselves or receive advice from friends or family during the assumption of sick
role stage. In the medical care contact stage, the patient seeks advice from a physician, although
diagnosis and treatment may not necessarily be accepted due to the poor quality of doctor-patient
communication, as well as physical, social, psycholegical, financial or administrative barriers
{Becker & Maiman, 1983). The final stage is the recovery stage if the patient is healthy, or the

rehabilitation stage if the patient is chronically ill.

Suchman (1965a) further developed indices of social structure and medical orientation which were
related to health behaviour. An individual's social structure is determined by the level of social
cohesion of the community (‘ethnic exclusivity’), friends (‘friendship solidarity’) and the family
(‘orientation to family tradition and authority’) (Becker & Maiman, 1983:p.541). These 3 dimensions
were then combined into an index of cosmopolitan-parochial social structure in which high levels of
ethnic exclusivity, friendship solidarity and orientation to family tradition and authority defined a
parochial structure whilst low levels defined a cosmopolitan structure. Based on an individual's
cognitive (knowledge about disease), affective (their scepticism of medical care) and behavioural
(dependency in iliness) characteristics, their health orientation may range from scientific to popular
(e.g. low knowledge, high scepticism and high dependency in illness would define a popular health
orientation). Thus a parochial social group affiliation combined with a popular health orientation
would be less likely to recognise symptoms and more likely to underestimate the severity of
symptoms and therefore delay in seeking treatment (Suchman, 1965a, 1966). They would also be
more likely to discuss symptoms with family and friends and seek confirmation, self-medicate and
use a physician whom their social support networks approve of. They may be more sceptical of the
diagnosis, seek care elsewhere and fail to adhere to the treatment prescribed. Suchman's New
York study {(1965a, 1966) confirmed these results and found that at the stage where symptoms are
experienced health orientation was most important, whilst in the other stages both health
orientation and social structure were important for explaining different responses to illness. Other
studies have yielded inconsistent results however (Reeder & Berkanovic, 1973; Geerisen, Klauber,
Rindflesh, Kane & Gray, 1975; Farge, 1978} and Becker and Maiman (1983) explain that this may
in part be due o health crientations being a reflection of specific beliefs independent of the
structure of the group. This model is also limited to settings where there is a single health care
system and therefore is unable to examine how patients choose and move between alternative
sources of care (Igun, 1979).
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2.1.2.2 Fabrega

Fabrega's (1973, 1974) framework for understanding illness behaviour takes an anthropological
approach by looking at how social and cultural factors influence iliness evaluations and treatment
decisions. Nine stages of behaviour are recognised so long as the iliness is seen as ‘undesirable’,
is a ‘discrete occurrence’ and decisions are ‘based on rational evaluations of optimal treatment
actions' {v. Table 2.1) (Becker & Maiman, 1983:p.546). In the first 2 stages the symptoms are
recognised, evaluated and labelled through internal cues (e.g. memory of previous occurrence)
and external cues (e.g. advice from friends or family). Different treatment options are then
considered, assessed for how well they are likely to help, the benefits of the treatment are weighed
up, the costs of the treatment (personal and economic) are weighed up then the benefits are
weighed up against the costs. This then leads the patient to choose a treatment option and the
final outcome of the treatment is stored in memory to use in future assessments. Due to difficulties
in operationalising the variables in the 9 stages, it is proposed that the model be used “as a rubric
for empirical studies which would yield an ‘estimate’ of key variables.” (Becker & Maiman,
1983:p.546). lgun {1979:p.446) also described the model as “unnecessarily mathematical” and
thought that the role of family and close friends was not adequately addressed given that the
socio-cultural context and the social meaning of illness were not paid enough attention. Unlike
Suchman's model however, Fabrega did provide a basis for looking at how patients choose and
move between alternative sources of care {lgun, 1979).

2.1.2.3 Igun

Because of the limitations of previous stages in health-seeking models in explaining health-seeking
in pluralistic health settings such as Africa, Igun developed an 11 stage model based on
ethnographic field experience in Nigeria (v. Table 2.1). These 11 stages vary in duration and some
may be simultaneous. They are also not necessarily present in every illness occurrence. In the
symptoms-experience stage there is the physical experience of the illness such as pain, weakness
or a change in appearance. This is linked to the cue process which may be simultaneous or oceur
gradually with illness onset. How the person interprets these symptomatic events is referred to as
the cognitive aspect. Accompanying the physical experience, the cue process and the cognitive
aspect is the emotional response (e.g. fear or anxiety). The person may then move on to the self-
treatment stage if he is able to label the iliness stage and if it is not serious, otherwise he will move
on to the stage of communication to significant others. The assessment of symptoms stage
determines whether the person is sick or not and a preliminary diagnosis may be made. When the
person is socially recognised as being ill, the assumption of the sick-role stage occurs and the
person may be exempt from performing certain roles {e.g. work). Once the illness is socially
recognised, the expression of concern stage by kin, close friends and neighbours may include an
expressive aspect (e.g. give sympathy or moral encouragement) and an instrumental aspect (e.g.
offer diagnosis or recommend treatment). The assessment of probable efficacy of or
appropriateness of sources of treatment stage may then occur simultaneously or consecutively
and this leads to the selection of treatment plan stage. The patient and his family will weigh up the
costs and benefits of a treatment plan (e.g. government hospital versus mission hospital; traditional
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healer versus lay herbal recipe). The treatment stage involves following through with the selection
stage (e.g. attending a facility, consulting the owner of a medicine store or a traditional healer or
making a ritual sacrifice). If this stage does not lead to death then the assessment of effects of
treatment on symptoms stage will occur, often simultaneously whilst treatment is given. Whether
the treatment is having the desired effects or not is not always interpreted the same by the
professional and the lay sector. The patient may then either move into the stage of recovery and
rehabilitation or they may return to the stage where symptoms are assessed. The patient may then
move from one health care paradigm to another based on these reassessments.
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Table 2.1: Major components of 4 health behaviour models

Predicting health-seeking Stages in health-seeking
Andersen Suchman Fabrega Igun
Family characteristics Daoctor shopping lliness recognition & labelling (internal Symptoms experience (physical experience; cue
cues; external cues) process; cognitive aspect; emotional response)
Social structure Fragmentation of care llingss evaluation (present situation versus | Self treatment

past experiences)

Predisposing

E Communication to significant others
=
Health beliefs and attitudes about 8 Procrastination Treatment plans are considered Assessment of symptoms
medical care, physicians & disease
o Family resources . Self-medication Assessment of treatment plans Assumption of sick role
o
‘_.%
S Community resources Discontinuity Computation of treatment benefits Expression of concemn (my family and friends)
Subjective perceptions of illness Symptom experience Computation of disvalues of illness Assessment of probable efficacy of or appropriateness
3 of sources of treatment
L
-

Clinical evaluation of illness Assumption of sick role Net benefits (Treatment benefits minus Selection of treatment

treatment costs)

Sequence of medical events

m Heatth policy Medical care contact Selection of treatment plan Treatment
7]
8
&" Qutcome components (consumer Dependent-patient role Evaluation of treatment Assessment of effects of treatment on symptoms
satisfaction & utilisation levels)
Recovery or rehabilitation Recovery and rehabilitation
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2.1.3 Health belief models

According to Ogden (2004), most of the research into health behaviours has emphasised the role
of beliefs in predicting behaviour. Beliefs may be framed by upbringing (including culture, religion
and ethnicity) education, previous outcomes and knowledge. In Guatemala, families with ‘modern’
health beliefs about the cause of illness (i.e. hygiene practices relating to diarrhoea) were more
likely to see a health care provider than those who did not have these beliefs (Goldman &
Heuveline, 2000). Furthermore, the perceived cause of an illness is one of the main determinants
in deciding between traditional and allopathic treatment (Chavunduka, 1978; Stock, 1987; Colson,
1971; Goldman & Heuveline, 2000). Nyamongo (2002:p.382) explains that “notions about an
illness may change over time and gradually the patient may assign a new cause to an illness...
Assigning new causes usuzlly also signais a shift in treatment.” One determinant of treatment
type is therefore the perceived aetiology of a disorder (Chalmers, 1990; Janzen, 1978; Warren,
1978; Heap & Ramphele, 1991, Gumede, 1990; Adetunji, 1991). In Guatemala, families who
believe that ARI or diarrhoea is caused by infection may be more likely to seek help from a
biomedical provider, whilst those with folk beliefs (e.g. the evil eye, empacho or susto) about the
cause of ilinesses are more likely to take their child to a curer (Goldman & Heuveline, 2000). In
Nigeria, according to traditional Hausa beliefs 2 types of tuberculosis exist — fibi which can only
be treated at hospitals and fuka which is treatable with herbal remedies from healers (Stock,
1987). According to Goldman and colleagues (2002), biomedical and non-biomedical beliefs are
not always mutually exclusive however. In Guatemala, diarrhoea for example could be caused by
either germs or be a folk illness {Goldman et al. 2002).

Religion plays a large role in health beliefs and in the U.S.A., DeVellis, DeVellis and Spilsbury
{1988) found that across 6 different religions, the stronger parents’ beliefs in divine influence, the
more likely they were to report that they would seek spiritual help if their child was not well and
that recovery from the sickness was attributable to divine intervention. They were also more likely
to seek help from doctors, friends and relatives. Religion and spirituality have been found to help
families in the Midwest U.S.A. cope when their child had been hospitalised (Kloosterhouse &
Ames, 2002). In the African context, Fosu (1994) found that religion had a significant effect on the
use versus non-use of services in Ghana and Zimbabwe. Christian mothers in Ghana were 1.5
times more likely to have taken their child to a health care facility than non-Christian mothers. In
Zimbabwe, non-Christian mothers were 1.3 times less likely to have taken their child for a medical
visit than Christian mothers. The analysis was unable to offer any explanation why however. In
Kenya being a Christian was strongly associated with a caregiver treating child coughs with
injections (provider not known) whilst in Uganda Christian caregivers were less likely to have
used injections for their child (Fosu, 1992). Fosu (1992) explains this opposite trend as a result of
the persecutions Christians had previously faced in Uganda, In rural Sierra Leone, Gesler and
Gage (1987) found that Christian caregivers held more modern health beliefs about the causation
of illness than Muslim caregivers. In an urban study in Durban, South Africa, only 3.3% of
traditional healers’' patients interviewed did not belong to any religion whilst the rest were
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Christian (Mander, 1998}, The largest proportions belonged to the Zion Church (26.7%), the
Roman Catholic Church (16.7%), the Methodist Church {14.4%), and the Nazareth Church (10%).
Before discussing cognitive models of health behaviour it is therefore necessary to give a brief
summary of lay theories about health and illness because these form such an important
component of cognitive models.

2.1.3.1 Attribution Theory and Health Locus of Control

Belief in divine intervention is related to external locus of control (DeVellis, DeVellis, Revicki, Lurie,
Runyan, & Bristol, 1985) from Attribution Theory. Attribution Theory attempts to understand
causality about health and iliness and Kelley (1967, 1971) defines attribution according to 4
criteria, namely distinctiveness (beliefs are specific to the individual), consensus (others share the
same view), consistency over time and consistency over medality or situation, Whether these 4
criteria are low or high determine whether the cause is internal {caused by the individual} or
environmental or situational external factors (Ogden, 2004). These attributions may then be related
to subsequent behaviours based on whether the individual has control over the behaviour or illness
or not {locus of control) (Ogden, 2004). An individual may therefore regard events as controllable
by themselves (internal locus of control) or uncontrollable {external locus of control in the hands of
fate or others) (e.g. Wallston & Wallston, 1982, as cited in Ogden, 2004). This theory has mostly
been used in relation to behaviour change and how likely individuals are to comply with a doctor's
advice {Ogden, 2004).

2.1.3.2 Cognition and Social Cognition models

Cognition models such as the Health Belief Model {HBM) and Protection Motivation Theory (PMT)
have their roots in subjective expected utility theory (Edwards, 1954) which describes behaviour as
a process in which the costs and benefits of a particular action or behaviour are weighed up
rationally (Ogden, 2004). Whereas Cognition models fail to take into account “the context both of
other people and the broader social world” (Ogden, 2004:p.31), Social Cognition models such as
the Theory of Reasoned Action (TRA), the Theory of Planned Behaviour (TPB) and the Health
Action Process Approach (HAPA) do attempt to include these factors or ‘normative beliefs’ (what
others think about the behaviour).

Social Cognition Theory has its roots in what Miller and Dollard (1941, as cited in Baranowski,
Perry & Parcel, 1997) called Social Learning Theory. Bandura (1977, 1986) was the first to
develop Social Cognition Theory which included expectancies: ‘situation outcome expectancies’
(e.g. results from negative health behaviours), ‘outcome expectations’ (i.e. results of a health
behaviour) and ‘self-efficacy expectancies’ (i.e. confidence in the ability to carry out a behaviour);
incentives (e.g. the benefits of a negative or a positive health behaviour) and social cognitions (e.g.
normative beliefs). Other constructs identified by Bandura (1977, 1986, as cited in Baranowski, et
al., 1997) include the social environment, the physical environment, the situation and observational
learning. One of the most proximal predictors of behaviour emphasised by this theory is self-
efficacy which has been incorporated into most health behaviour models inctuding Protection

29



Mativation Theory (Maddux & Rogers, 1983), the Health Belief Model (Becker & Rosenstock,
1987) and the Theory of Planned Behaviour {Ajzen, 1991) (Luszczynska & Schwarzer, 2005).

Cognition and Social Cognition models have been mostly used to predict health behaviours such

as screening, exercise, adherence to medication, exercise, weight control, sexual risk behaviours,

smoking and eating in developed country settings (Ogden, 2004; Luszczynska & Schwarzer,

2005). Table 2.2 provides a summary of the afore-mentioned predictors used in the Cognition

models and the Social Cognition Models. Although there is considerable overlap between these

models, how constructs are operationalised may vary (Montaro, Kasprzyk & Taplin, 1997) {(e.q.

health motivation in the HBM is constructed as factors which determine will in the HAPA model

(action plans and control); costs, barriers and benefits in the HBM may be operationalised as

response effectiveness (how effective a behaviour would be) in the PMT model}.

Table 2.2: Summary of predictors of Cognition and Social Cognition models*

Cognition models

Social Cognition models

Health Protection Theory of Theory of Health Action
Predictors Belief Motivation Reasoned Planned Process
Model Theory Action Behaviour Approach
Demographic v
-~ v
Susceptibility v v (thr.eat
appraisal)
Severity v v v (threat
appraisal)
Costs / barriers v v (response ¥ (external v (situative
effectiveness) control factors) | barriers)
Benefits v v {response ¥ (external
‘ effectiveness) control factors)
Cues to action v \/ {Source of ¥ {internal
information) control factor)
Health motivation 4 Y (action plans /
action control)
. v (self- v (self- ¥ {internal '
v o
Perceived control efficacy) efficacy) control factor) (self-efficacy)
Internal control \/b_(l_skll}s /
factors avility /
information}
v v i
Fear (_cue to | , {belief about
action) outcome)
Evaluations of v v
outcomes
. v i v i
Beliefs about m“(r:trtét:de tovsitrtclitgde ¥ (outcome
outcomes behaviour) behaviour) expectancies)
Beliefs about v (social
important others v (subjective | v (subjective outcome
attitude to norm) norm) tanci
behaviour expectancies)
Motivation to I I v (social
. v v
comply with {(subjective (subjective outcome

important others

Social support

norm)

norm}

expectancies)

v

* Predictors taken from Ogden, 2004; Montaiio ef al,, 1997; Conner & Norman, 2005
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Some of the major theorists of health behaviour (Fishbein, Triandis, Kanfer, Becker, Middlestadt, &
Eichler, 2001, as cited in Conner & Norman, 2005) together identified 8 variables which should
account for the majority of variance in any health behaviour. Influencing behaviour included (i}
strong intention, (ii) the necessary skills and (iiiy an absence of environmental constraints.
Influencing strong intention were (iv) the advantages / benefits outweighing the perceived
disadvantages / costs, (v) the amount of social (normative) pressure, (vi) seif-image, (vii)
anticipating a positive or negative reaction to the behaviour and (viii) the level of self-efficacy.
Although this model attempts to integrate aspects of the Cognition and Social Cognition models, it
has been criticised for omitting key variables from the original models, i.e. perceived severity and
susceptibility as found in the HBM and PMT and including constructs not found in the original
models i.e. self-identity / self-image which explained little additional variance when included in the
TPB {Conner & Armitage, 1998, as cited in Conner & Norman, 2005). The nature of the
relationship between these constructs is yet to be agreed upon (Fishbein et al, 2001) and
empirical tests are yet to be carried out (Conner & Norman, 2005).

2.1.4 Cognition models

2.1.4.1 The Health Belief Model

The Health Belief Model (HBM) has been used to predict a variety of health behaviours including
preventive behaviour, sick role behaviour and clinic use, mostly in developed country settings
{Abraham & Sheeran, 2005; Ogden, 1994}, It was first developed in the 1950s and 1960s
{Hochbaum, 1958, Rosenstock, 1960, 1966, 1974) and then developed further in the 1970s and
1980s by Becker and other colleagues (Becker, 1974, Becker et al. 1977b; Kirscht, 1974) to
predict preventive health behaviour through attendance at screening programmes and compliance
with treatment. The HBM is based on Cognitive Theory from the early 1930s (Tolman, 1932;
Lewin, 1935, 1936, as cited in Strecher & Rosenstock, 1997) which emphasised value
expectancies, in which “behaviour is a function of the subjective value of an cutcome and of the
subjective probability, or expectation, that a particular action will achieve that cutcome.” (Strecher
& Rosenstock, 1997:p.42).

The HBM focuses on a set of ‘core beliefs’ - perceived susceptibility and severity (sometimes
grouped as perceived threat), benefits, barriers and ‘cues to action’ {v. Figure 2.1} (Strecher &
Rosenstock, 1997; Ogden, 1994; Becker et al., 1977b; Kirscht, 1974; Mugisha, Bocar, Dong,
Chepng'enc, & Sauerbomn, 2004). Cues to action may be internal (i.e. worrying) or external (i.e. a
poster or doctor's leaflet}. The HBM also takes into account socio-demographic variables which
may indirectly affect the set of ‘core beliefs’ (Strecher & Rosenstock, 1997; Becker & Maiman,
1983). The concept of ‘self-efficacy’ or belief in one’s ability to carry out a behaviour (Bandura,
1977) and health motivation (how concerned an individual is about health matters) (Becker,
Haefner & Maiman, 1977a) were later added to the HBM.
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If people believe they are susceptible to a condition, befieve that it may have a serious outcome,
believe that a particular course of action will prevent, reduce or ameliorate the perceived
susceptibility or severity and believe that the perceived benefits outweigh the perceived barriers,
they will take action whether it be preventative or curative (Janz, Champion, & Strecher, 2002).
Further inclusions in the core beliefs include motivation to maintain or improve health and the
perceived control {i.e. cenfidence} in carrying out the health behaviour (Becker & Rosenstock,
1987; Ogden, 1994).

\
: Perceived susceptibilit
Demographic Perceived P y
threat
Perceived severity
Health motivation Action
r 3
Self-efficac
Psychological Y
{personality / peer
group pressure) Perceived benefits
Cues to action
] (internal/external)
Perceived barriers

Figure 2.1: The Health Belief Model (Becker et al., 1977a)

In the earliest study, Hochbaum {1958) demonstrated that the likelihood of attending for free
tuberculosis screening at mobile X-ray units in the United States was strongly associated with
perceived susceptibility and perceived benefits. Several behaviours have been found to be
associated with perceived susceptibility, severity and benefits versus barriers including having
vaccinations, practising safe sex, dietary compliance, regular dental visits and regular exercise
(Becker, 1974; Becker &t al,, 1977b; Becker & Rosenstock, 1984 as cited in Qgden, 2004).
Individual components of the mode! such as perceived barriers (Norman & Fitter, 1989; Lashley,
1987; Wyper, 1990} and perceived susceptibility {Wyper, 1990) have also been able to predict
healthy behaviour such as health screening and self-breast examination. External cues have
themselves been used to promote healthy behaviour such as smoking cessation and driving safsly
{Sutton, 1982; Sutton & Hallett, 1989).

In an evaluation of the use of 46 studies using the HBM, Janz and Becker (1984) found that
‘perceived barriers’ was the most powerful predictor overall, 'perceived susceptibility’ was more
important for preventive behaviour than sick-role behaviour, and ‘perceived benefits’ and
‘perceived severity’ more important for sick-role behaviour than preventive behaviour. Overall,
‘perceived severity’ was the weakest predictor. When the type of behaviour (preventive, sick, clinic
use) was taken into account however, severity was the second most frequent predictor after

barriers.
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One major methadoelagical issue with the HBM (and with other models} has been the lack of
consistency in the measurement of the concepts involved and the failure to test for validity and
reliability before the model is tested (Strecher & Rosenstock, 1997; Rosenstock, Strecher &
Becker, 1994; Abraham & Sheeran, 2005}. Out of 234 published empirical tests of the HBM for
example, Harrison, Mullen & Green (1992) found only 16 studies which had measured zll 4 major
components of the HBM and checked for reliability and validity. Further criticisms include the fact
that the HBM “is limited to accounting for as much of the variance in individuals' health-related
hehaviours as can be explained by their attitudes and beliefs” (Janz & Becker, 1984:p.44) and
these are not always measured in the same way across surveys, thus making them difficult to
compare. Several studies have therefore reported conflicting results with low perceived severity
(Janz & Becker, 1984), low susceptibility (Becker, Kaback, Rosenstock & Ruth, 1975; Langlie,
1977) and barriers to action (Hill, Gardner, & Rassaby, 1985) associated with healthy behaviour.
The HBM has also been criticised for not including emotional factors {(Ogden, 2004). Other non-
psychological factors, such as socio-economic status and past experience are known to have a
strong influence on health-seeking behaviour and these are sidelined in the HBM (Kasper, 2000;
Ogden, 2004). Studies which have looked at the effect of SES on health beliefs have found
conflicting results. Cummings, Jette and Brock (1979) for example found no relationship although
both were significantly related to inocculation behaviour whilst perceived susceptibility and barriers
were found to modify the effect of social class on cervical screening (Orbell, Crombie & Johnston,
1995 as cited in Abraham & Sheeran, 2005). It is also not known how the core beliefs of the HBM
are inter-related (Abraham & Sheeran, 2005) and it could be argued that not all benefits and
barriers of healthy behaviour (Ogden cites the example of tocth-brushing) are processed
consciously (Ogden, 2004), particularly those which are habitual (Janz & Becker, 1984). Although
some of the components of the HBM are still not well understood and some have low predictive
value, Rimer (1997) suggests that by using it in conjunction with other theoretical models these
features will improve. This was demonstrated in King's {1982) combination of 8 constructs from
attribution theory, the HBM and the TRA to predict 82% of respondents as either attenders or non-
attenders for hypertension screening.

In terms of the use of the HBM to lock at caregivers’ health-seeking behaviour on behalf of their
children in both developed and developing country settings, limited data were found. The majority
of studies related to compliance with medical regimens and advice. Tuma, Smith, Kirk, Hagmann
and Zemel (2002) used a framework based on the HBM to look at caregiver compliance with
childhood immunisation schedules in Cameroon. Lower perceived susceptibility, lower perceived
severity and increased self-efficacy from the HBM were associated with increased probability that
their child's immunisation schedule would be up-to-date. The inverse relationship between
perceived susceptibility, perceived severity and immunisation compliance are in contrast to what
other studies (for example Becker, Drachman & Kirscht, 1974; Houtrouw, & Carlson, 1993 as cited
in Tuma ef al,, 2002) have found however. No data were available from the present study to be
able to explain this relationship. As well as the HBM constructs, a mother's higher level of
education and living in an urban area were also associated with increased probability that their
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child’s immunisation schedule would be up-to-date. In Nepal, Matsuda (2002) tested 4 components
of the HBM {perceived benefits, perceived barriers, perceived severity and perceived susceptibility)
and found that only perceived benefits was associated with immunisation use. Open-ended
questions were able to support mothers’ perceptions of the benefits of having their child
immunised. Similar to the Houtrouw and Carlson (1993) study, higher education and urban
residence were also associated with increased immunisation rates. In a study amongst Black
mothers attending a well-baby clinic in the U.S.A., Kviz, Dawkins, and Ervin (1985} found that
mothers’ health beliets, notably perceived efficacy of immunisations and perceived benefits of the
well-baby services, accounted for 30% of the variance in the number of immunisations a child had
received. Becker et al. (1977a} found that amongst obese children, maternal perception of
vulnerability was predictive of appointment keeping, preparing a prescribed diet and weight
change. In a study using a modified version of the HBM to look at how well mothers followed
advice on giving medication or keeping doctor appointments for their child, Becker and colleagues
(1974) found that the mothers’ beliefs about the severity of the iliness, the susceptibility of the child
to future bouts of the same illness or the efficacy of the medicine were the main predictors of
engaging in the recommended behaviours. In a more recent study, Steele, Anderson, Rindel,
Dreyer, Perrin, Christensen, Tyc, and Flynn (2001) used two components of the HBM which have
been strongly associated with adherence to treatment regimens {perceived vulnerability and
barriers) to look at adherence to antiretroviral therapy amongst H1V-positive children, the majority
of whom had low-income African American parents. Children on treatment were perceived as
being at moderate risk of negative outcomes and caregivers perceived few barriers to adherence.
Contrary to the authors’ expectations, no significant relationship was found between paediatric
medical adherence and perceived vulnerahility and harriers. This may however be due to
measurement issues of adherence (a discrepancy was found between 3 measures) and social
desirability bias as well as a small sample size (30). Furthermore, the measurement of perceived
vulnerability may not have been sensitive enough given that at least one of the parents would also
have HIV and their threshold of perceived vulnerability may be higher. Other factors from the HBM
(e.g. perceived severity of the illness, self-efficacy and perceived benefits) may have been more
important for paediatric medical adherence in this population hut were not considered. In a simitar
low-income African American population, Ellictt, Morgan, Day, Mollerup, and Wang (2001} similary
found no association between parental perceptions of vulnerability and medical compliance
amongst children with Sickle Cell Disease. The HBM accounted for 30% of the variance in
compliance. Although mothers believed that infections were a serious threat to their children and
that penicillin was beneficial in preventing infections, the only HBM item which remained significant
after regression analyses was the burden of compliance (remembering to administer the
medication and obtain refills). More important than the HBM constructs were the number of
hospitalizations the child had had, as well as socio-demographic variables (e.g. families with fewer
children, more than one adult and those with a car). When examining the perceptions of mothers
and children regarding asthma medication use, De Pacla, Roberts, Blaiss, Frick and McNeal
(1997) found modest although consistent support for 2 components of the Health Belief Model.
Costs or drawbacks (physical, psychological and financial) and benefits of medication (feasibility
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and effectiveness) accounted for 20% of the variance seen and the corresponding parent and child
perceptions were significantly related. Perceived severity of the asthma also emerged as a
significant factor for children's and mothers' perceptions. The authors considered susceptibility in
terms of 'susceptibility to asthma' and found no association as the children had had asthma for 7
years on average. The perceived severity of the asthma influenced the mothers’ and children’s
perceptions of asthma medication, with higher perceived severity associated with more perceived
benefits as well as drawbacks. In an older study, Becker, Radius, Rosenstock, Drachman,
Schuberth and Teets (1978) found a significant association between adherence to asthma
medication and most of the main HBM components {concern about the child’s health, perceived
vulnerability of the child to illness and asthma, the perceived severity of the asthma, barriers, as
well as benefits of its use, Of particular impartance to mothers of children with asthma (the maijority
of whom were low-income African American) were the perceived vulnerability of the child and the
severity of the illness, as well as problems associated with the administering the medication (e.g.
disturbing social functioning). Outside of the HBM, the mother's marital status and her level of
education were also significant predictors of compliance. Because families from different
socioeconomic backgrounds are different in terms of the perceived behavioural control that they
have over their child's health and subseguent health behaviours, Roden {(2004) modified the HBM
to include 'perceived behavioral control' (representing health locus of control) and 'behavioral
intention' from the Theoty of Planned Behaviour so that it reflected a health promotion stance for
young families with preschool children in Australia. A study which did not focus on children and
their caregivers in particular, but on ‘inappropriate attenders’ seen at accident and emergency
(A&E) services in England, used the HBM to examine reasons why pecple attend accident and
emergency, as well as reasons for delayed or rushed attendance (Walsh, 1295). The HBM was
found to be an appropriate framework for looking at emergency attendances, with many patients
undertaking a cost-benefit analysis. A&E services were perceived as better than the GP because
they were quicker, had better medicine, were more convenient and socme felt that the GP would
have sent them to A&E anyway. A&E services were also used by patients who had no GP.
Significant others were also found to influence patients’ use of A&E services.

2.1.4.2 Protection Motivation Theory

One of the reasons why Rogers (1975, 1983, 1885) developed Protection Motivation Theory was
to understand the impact of fear on an individual’s behaviour {Norman, Boer & Seydel, 2005). The
main constructs include perceived severity and susceptibility, response effectiveness (how
effective a behaviour would be), self-efficacy and fear (Ogden, 2004). The components of the
model are divided into threat appraisal (severity, susceptibility and fear) and coping appraisal
(response effectiveness and self-efficacy) and information which shapes these responses may be
environmental, including verbal persuasion and learning through cbservation, or it may be
intrapersonal, such as a pricr experience (v. Figure 2.2) (Ogden, 2004). PMT has been used to
predict health behaviours (promaoting and compromising}, sexual behaviour and medical
adherence (Norman et al., 2005). In a meta-analysis of 65 studies using PMT compenents, Floyd,
Prentice-Dunn & Rogers (2000} found that coping appraisal variables and in particular self-efficacy
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had the largest efféct size when looking at intention (protection motivation) and behaviour. Milne,
Sheeran & Orbell's (2000) meta-analysis also found that self-efficacy had the strongest
predictions. When considering the type of behaviour, coping appraisal variables were more
important for cessation than initiation behaviours (Floyd et al.,, 2000)

With similarities to the HBM (i.e. perceived vulnerability, severity, perceived barriers and benefits),
similar criticisms apply to PMT. Individuals may not always be conscious of the information they
process, nor may they always do this in a rational way as implied by the HBM and PMT (Ogden,
2004). Furthermore, habitual behaviour as well as environmental and social factors are not taken
inta account (Ogden, 2004), Norman and colleagues (2005) suggest that more prospective tests of
the PMT are needed to look at how protection motivation translates into behaviour. According to
PMT, threat and coping appraisal variables should be mediated by intention, however threat and
coping appraisal variables have been found to be weak predictors of future behaviour whilst
intention has been found to be a strong predictor of future behaviour (Floyd et al., 2000; Milne et
al., 2000; Norman et al,, 2005). Althcugh this model has not been developed with health-seeking
for childhooed illnesses in mind, its focus on how fear can motivate individuals to behave in a
certain way may be useful for understanding health-seeking behaviour for childhood ilinesses.

Studies using PMT as a framework to explain the actions of an individual to protect another
person's health are few and far between and no such studies were found in developing country
settings. Strobino, Keane, Holt, Hughart, and Guyer (1996) used PMT to determine the effect of
family knowledge and attitudes (the majority of whom were African American) on the immunisation
rates of children under 2 years from the poorest areas of Baltimore in the U.S.A. Only 2 PMT
variables were associated with a child's Immunisation status in this study — belief that the timing of
the vaccination did not matter and belief in the safety of multiple immunisations. In hoth cases,
children of parents who held these beliefs were less likely to be immunised. However the
demographic (ethnicity, maternal age at birth, size of the family), social support (presence of
biological mother in household, maternal isolation, having someone to count on) and access (after
hours emergency care) variables had a stronger association with immunisation status than the
PMT variables. Norma, Searle, Harrad and Vedhara {(2003) used PMT in a prospective study to
predict parental adherence to eye patching recommendations for children with amblyopia in Bristol,
England. PMT explained an additional 29% of the variance after controlling for characteristics of
the child. Perceived vulnerability {failing to patch their child would lead to negative consequences),
response efficacy (belief in the efficacy of eye patching) and self-efficacy (confidence in their ability
to patch the child) were significant predictors of protection motivation (intention to patch) and
adherence behaviour was determined by perceived vulnerability {failing to patch their child would
lead to negative consequences) and response costs (eye patching as a barrier to everyday
activities). However past adherence behaviour was found to be a better predictor of current
adherence behaviour than was PMT. Using PMT as a framework, Flynn, Lyman and Prentice-
Dunn (1995) looked at parental adherence to physical therapy recommendations for children with
muscular dystrophy. PMT was predictive of parents’ intentions to adhere to physical therapy
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recommendations for children with muscular dystrophy. Self-efficacy and response efficacy were
predictive of protection motivation, whilst self-efficacy was the sole predictor of adherence. One
shortcoming was the study’s cross-sectional design which meant that there was no prospective
measure of adherence and the mediating role of PMT could therefore not be assessed fully. The
authors only considered the relationships between PMT and protection motivation (intention) and
between PMT and adherence but not the relationship between preotection motivation and
adherence. Wortel, de Geus and Kok (1995) looked at the safety measures adopted by Dutch
mothers to aveid home-related injuries of pre-school children using the Attitude-Social influence-
Self-efficacy / barriers model together with variables from the Health Belief Model and Protection
Motivation Theory. The main determinants of most safety measures were the mother's belief in the
need for the safety measure depending on the child's age, her belief about what her partner
thought, as well as the success of adopting the measure. As risk perception is made up of many
dimensions, McClain, Bernhardt and Beach {2005), developed a scale based on 4 constructs of
PMT (perceived vulnerability, perceived severity, response efficacy and self efficacy) to measure
parents’ perceived risk of their children contracting a recreational water illness in the U.S.A. Seven
factors emerged to make up the risk perception scale. Disease vector acknowledgement and
knowledge of transmission of infections explained 29.1% of the variance of perceived vulnerability
items; severity of diarrhoeal iliness and severity of non-gastrointestinal iliness accounted for 36.8%
of the variance of perceived severity factors; efficacy of behavioural modifications (e.g. reducing
infectious agents in pools) and efficacy of swim diapers explained 45.6% of the variance of
response efficacy items; and 29.1% of self-efficacy items were explained by self-efficacy for
gastrointestinal recreational water illnesses.
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2.1.5 Social Cognition models

2.1.5.1 The Theory of Reasoned Action (TRA) and the Theory of Planned Behaviour (TPB)
The TPB is a progression from the TRA which was first developed in the 1960s and 1970s
(Fishbein, 1967; Ajzen & Fishbein, 1970; Fishbein & Ajzen, 1975) and both attempt to understand
the link between attitudes and behaviour (Rimer, 1997). These are deliberative processing models

and not behavioural change theories (Montafio et al,, 1997), although it is possible to identify

mutable attitudes and beliefs (Rimer, 1997). The TRA proposed a less rational approach to

behaviour by emphasizing sociat cognitions as measured by subjective norms (v. Figure 2.3).

These subjective norms include beliefs and evaluations about the individual’s social world which
shape their attitudes (Ogden, 2004; Ajzen, 1985; Ajzen & Madden, 1986; Ajzen, 1988) and are not
necessarily logical or rational (Montafio et al.,, 1997). Sccial norms for example might exert

pressure on an individual to perform or abandon a behaviour {e.g. losing weight, giving up smoking

to gain the approval of significant others (normative referents}) and this will be determined by how

motivated the individual is to comply (Ogden, 2004). Further emphasis was placed on attitudes

towards a behaviour (e.9. mammography) rather than attitudes towards an object {e.g. breast

cancer) for predicting behaviour (Fishbein and Ajzen, 1975). The attitudes towards behaviour as

well as the normative referents may vary for different behaviours as well as different populations

" and need to be identified through in-depth interviews, both with individuals who have performed

and those intending to perform a behaviour, as well as those who have not (Montafio et al., 1997).

This is one of the strengths of the TRA and TPB. Conducting preliminary studies ensures that only

those issues which are relevant to the study population and their behavicur are teased out of the

many facters which may affect health-seeking behaviour (Rimer, 1997).
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Figure 2.3: The Theory of Planned Behavicur (Ajzen, 1988, 1991)
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Both the TRA and the TPB include beliefs about the outcome of a behaviour and a positive or
negative evaluation of this. The TPB added to the TRA by alsc including perceived behavioural
contral which is made up of internal and external control factors (Ajzen & Madden, 1986; Ajzen,
1991; Ajzen & Driver, 1991). Internal control factors are made up of any information or skills that
the individua! has accumulated, whist the external control factors relate to barriers or opportunities
which will aid or inhibit behaviour {Ogden, 2004). One weakness of the TRA is that it depends on
how much of the behaviour is under volitional control and for this reason the TPB was developed
to include perceived behavioural control (Montafio et al, 1997). Fewer studies have used the TPB
however to look at health-seeking behaviour {(Montafio et al, 1997} and it has also been criticised
for omitting a temporal element, for not describing the order of different beliefs or the direction of
causality (e.g. how attitudes are translated into intentions) and for assuming that all behaviour is
rational (Schwarzer, 1892; Conner & Sparks, 2005).

As with the previous belief models, few studies were found in relation to parents / caregivers and
healih-seeking behaviour on behalf of their child. The Theory of Planned Behaviour was used to
identify the psychological factors influencing mothers' intentions to use oral rehydration therapy
{ORT) for the treatment of childhood diarrhoea in rural Benin (Mahougbé Hounsa, Godin, Alihonou,
Valois & Girard, 1993). Three significant predictors of intention to use ORT explained 40% of the
variance found in this population. These were perceived consequences of using ORT, perceived
barriers to its use, and the zone of habitation. When mothers perceived more advantages than
disadvantages of using ORT their intention to use ORT was higher. Similarly, when mothers
perceived more barriers to ORT, their intention to use it was lowered. Galvez, Modeste, Lee,
Betancourt and Wilkins (2001) found that the best predictors of Peruvian maothers’ intention to seek
help when they believed their child had pneumonia were subjective norms {mostly from blood and
marriage relatives but also from other important people within the community such as religious
leaders) and their perceptions about how easy it was to take their child to a clinic {perceived
contral). When considering attitude items, around a third of mothers interviewed indicated that they
felt nervous / doubtful about taking their child to a clinic if they thought they had pneumonia.
Outcome beliefs however suggested that some mothers thought that their child would have a bad
outcome (e.g. charging for treatment, complications arising, injections which would make the child
warse, the clinic neglecting or experimenting on the child, the iliness taking a long time to heal, the
doctor not being there or only student nurses or nurses being present). The authors indicate that in
other studies which have used the TPB, perceived behavioural control followed by attitudes tend to
be the best predictors of intention to perform a behaviour, This may be explained by the fact that
most other studies have been conducted in Western cultures where personal responsibility tends
to overshadow normative influences in practising most health behaviours. The majority of these
studies also tend to look at personal health behaviour as opposed to health behaviour on behalf of
a dependent, A further caveat highlighted by the authors is the concept of 'self-efficacy’. Three
items of perceived behavioural control were not correlated and this may be because 2 of the items
emphasised personal responsibility, whilst the only item which predicted intention did not. This may
be explained by the fact that there are different *selves’ found in different cultures (Triandis, 1995
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as cited in Galvez et af,, 2001) and in the collectivist culture of Peru, the concept of 'self’ may be
more reflective of the collective ‘self’ than the individual ‘self’. Although the family is the most
important in-group in collectivist cultures, community members from other in-groups such as
church or work also share resources, advice and are involved in each others lives. A study by
Beale and Manstead (1991} examined the ability of the Theory of Planned Behavior (attitudes to
behaviour, subjective norms, perceived behavioural control, and behavioural intentions) to account
for mothers' intentions to limit the frequency of their infants' sugar consumption in the U.S.A. No
significant difference was found between the two groups of mothers (one exposed to a dental
health education program and one which was not} in terms of change in intentions to perform the
advocated behaviour, however the experimental group did exhibit a significant change in attitudes
towards limiting the frequency of their infants’ sugar consumption. Perceived behavioural control
resulted in small but significant increments in the amount of explained variance in intentions and
this was enhanced by direct experience of the behaviour {mothers with older children had less
perceived behavioural control because their awareness of the difficulty in controlling the frequency
of children's sugar consumption).

2.1.5.2 The Health Action Process Approach

The Health Action Process Approach is the model most similar to Social Cognitive Theory
(Luszczynska & Schwarzer, 2005) and is one of the stages theories of health behaviour. It was
developed by Schwarzer (1992) in an attemnpt to include a temporal element in the models by
distinguishing between decision-making {the motivation stage) and the action stage. The
motivation stage is composed of self-efficacy, outcome expectancies about the behaviour
(including social cutcome expectancies} and threat appraisal (severity and vulnerability). The
action stage of the HAPA includes cognitive factors which determine volition, composed of action
plans (e.g. having a plan of what to think if faced with the temptation to partake in a certain
behaviour) and action control {e.g. thoughts of how to control a behaviour) and situational factors
such as social support and financial support. As with the other Cognition and Social Cognition
models however, it is assumed that individuals process information consciously and cognitions are
measured as if they are separate entities (Ogden, 2004). Furthermore, aithough as with the Social
Cognition models there is an attempt to include social factors in the form of normative beliefs,
according to Ogden (2004:p.35), “such measures only access the individual’s cognitions about
their social world” and environmental factors or other contextual factors in which decisions are

made are also not taken into account,

2.1.6 Other models of health behaviour

Other models of health care have drawn on the theoretical frameworks of earlier models,
adapting them to suit the type of health behaviour being studied. A few examples include
Anderson and Bartkus' (1273) mode! which integrated sociodemographic, need, economic,
ecological and psychological elements from several frameworks including Suchman’s (1965a;
1965b; 1966) and Andersen’s (1968) to look at students’ use of health services. Indicators
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included students’ perceptions of different sources of health care; their friends’ perceptions of the
health centre and other sources of care; perception of symptoms and action in response 1o these
symptoms; perceived need for different types of health care; economic factors; availability or
access to health services; sociodemographic characteristics; how well symptoms are recognised
and how health care is organised.

Green (1975) drew on the Diffusion of Innovations theory and emphasised environmental and
system factors including socioeconomic status and social norms, characteristics of the person
adopting the health behaviour, particularly their interaction with individuals in their own
socioeconomic group as well as other social groups and characteristics of the 'innovation’ such
as benefits or how culturally acceptable it is.

Cummings and colleagues (1980) used Smallest Space Analysis to synthesise 109 variables
grouped by 11 authors of models on the basis of similarity, Six distinct categories emerged: the
perception of illness and the treatment of disease; knowledge of disease; social network {(e.g.
social norms, social interactions and social structures); demographic; access to health care and
tinally attitude towards health care. Accessibility was sub-divided into the availability of health
services and the financial costs of health care. Social network was sub-divided into social
interaction patterns, social structural characteristics and social norms. Health threat may be sub-
divided into the perception and evaluation of symptoms and response to illness. Knowledge of
disease was located close to, and therefore associated with perception and evaluation of
symptoms whilst access to health care was located closer to evaluation of health care variables.
Social network variables were also close to knowledge variables. Demographic variables were
situated closer to access to health care than to the knowledge and health threat variables.
independent items included disruption of social activities, sources of information, topics on which
information is sought, past experience with illness and / or action, avoidance of ill health and
compatibility of an action with existing values.

Young (1980) adapted the Health Belief Model and Andersen's Behavioural Model to look at
choice of treatment in a small Mexican community and managed to predict 287 out of 300
treatment choices. The four major elements of the model include the perceived severity of the
illness by relatives; knowledge of a home remedy in the lay referral system; the faith or belief in a
treatment and the accessibility of health services including perceived barriers or enabling factors.

Wan and Soifer (1974) also modified Andersen's {1968) model to take into account the context of
health behaviour, including different social, economic and cultural values. According to Stock
(1987) this modified version was more appropriate for non-Western societies. Benyoussef and
Wessen (1974) were also amongst the first to paint out that medical care utilisation in developing
countries is different from that in developed countries. For example, in some developing
countries, particularly in India, gender is reported to affect utilisation of medical services (Ganatra
& Hirve, 1994), Some authors report that in developing countries, people with greater economic
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resources and higher levels of education, seek help more often from allopathic medical
practitioners, while in developed countries they tend to go to practitioners of alternative medicine
(Howard, 1978). Others report considerable under-utilisation of allopathic medical facilities in
developing countries (Kloos, 1990; Bender et al., 1993).

Since patients ordinarily use multiple sources of health care, Nyamongo (2002) takes into
account concurrent patterns of health-seeking behaviour in an ethnographic study of malaria
treatment in Kenya. Although patients usually prioritise their decisions according to preference, if
they are not satisfied with the cost, outcome, treatment, or physician’s attitude, or they receive
advice through family and social networks, they will try an alternative therapy. Choosing a
treatment option does not always follow the same pathway, nor need it be the same from one
individual to another. Nyamongo's (2002) health-switching behaviour model (v. Figure 2.4.)

provides an informative picture of the transition process.
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Figure 2.4: Nyamongo's Health-switching Behaviour Model
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Ryan (1998) describes a similar model to look at health-switching behaviour for acute illnesses in
Cameroon. Whereas synchronic studies look at the use or non use of a particular treatment or
provider, diachronic studies look at the order in which treatments or providers are used. In terms
of the sequence of treatments, in the Cameroon study, most people (60%) tended to wait at least
24 hours before doing anything and then went on to use home treatment or OTC medicines (over

80%). As an illness progresses, the proportion using outside providers (traditional or biomedical)
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will increase, although some will continue to use the same treatment at home or try a different
one, Five different sequences accounted for 50% of the behaviour and 15 sequences accounted
for 75% of the behaviours, suggesting that people were not acting randomly. That patients are
pragmatic has been described elsewhere (Gesler & Gage, 1987). Delaying or waiting was not
found to be an important phase of health-seeking in Nyamongo’s (2002) ethnographic study,
although home treatment was. Both Ryan (1995} and Nyamongo (2002) describe how patients
start with the most cost-effective strategy (doing nothing or home treatment) and if unsuccessful
then more expensive treatments will be used. These sequential behaviours will obviously depend
on the type of illness observed, its severity, outcome from previous treatment choice and financial
and social considerations (Nyamongo, 2002; Ryan, 1998).

In pluralistic health care settings cultural beliefs were originally viewed as a barrier to using
Western health care. In this ‘Adversary Model’, illnesses were grouped according to those which
Woestern doctors could treat and those which only traditional healers could treat (Foster, 1977).
Weaknesses in this model soon became apparent however as traditional and Western concepts of
healing in China integrated successfully (Djukanovic & Mach, 1975 as cited in Pelto & Pelto, 1997).
Characteristics of the health care providers themselves were found to impede effective health-
seeking (Foster, 1977). Around the same time that these shifts in anthropological thinking were
taking place (Pelto & Pelto, 1997) the International Collaborative Study on Health Care (Kohn &
White, 1976, as cited in Kroeger, 1983) adapted Andersen's {1968) model to include health
services system factors, thereby making it more comprehensive. Figure 2.5, is a health-seeking
framework based on Kroeger's (1983) review of factors associated with the use and non-use of
services in developing countries, with the outcomes (type of provider) adapted for this particular
study on health-seeking behaviour for childhood illnesses in South Africa. This mode! was selected
as a basis for investigating health-seeking behaviour in urban South Africa in this research due to
the widespread use of the Andersen Behavioural Model in locking at the determinants of health
service use and in the context of developing countries, the use of Kroeger's model in particular
{Develay et al,, 1996; Thind & Andersen, 2002; Pillai, Williams, Glick, Polsky, Berlin, & Lowe;
2003; Fosu, 1994; Goldman et al,, 2002) which has succeeded in explaining a large proportion of
health care choices {v. Section 2.1.7). The variables within the framework are discussed
throughout this literature review.
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Figure 2.5: Conceptual Framework: Adaption of Kroeger’'s Health-seeking Framework
Review (1983)

2.1.7 Usefulness of models

Earlier multivariate models of health care utilisation and satisfaction with health care services have
only been able to explain a small proportion of variance in health behaviour (Scarpaci & Kearns,
1997) e.g. Shortell (1980) — 15-25% of variance; Mechanic (1979) 16 — 25% of variance; Wolinsky
(1978) 9 — 12% (29 independent variables). The reasons for this are probably as a result of
variable misspecification or the difficulty in measuring patient satisfaction, beliefs and attitudes in a
quantitative manner (Scarpaci & Kearn, 1997; Scarpaci, 1993; Veeder, 1975). A further
methodological issue may be the ‘halo effect’ or social response bias in which patients respond
favourably so as not to offend anyone. Later more developed models have achieved higher
explanatory power. Based on Kroeger's (1983) model which is more suited to developing countries
for example, Develay et al. (1996) managed to explain 82.4% of health care choices in a
household survey. Also using Kroeger's model to look at the utilisation of community health
workers in relation to other sources of health care, Sauerborn, Nougtara and Diesfeld (1989)
explained 72% of health care choices. Fosu (1989, as cited in Fosu, 1992) used a modified version
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of Andersen’s Behavioural Model and explained 85% of the variance in clinic use by children in
Accra, Ghana whilst only 35% of the variance in clinic use by mothers.

When comparing the predictive power of the Social Cognition models’, Conner and Norman (2005)
found that little empirical work had been done. It is therefore difficult to say which of the models are
more predictive and which variables are more important in predicting health behaviour (Weinstein,
1993). Some of the models measure more constructs than others which may also lead to a higher
predictive power (Hill et af, 1985). Similarly, Sutton {1998, as cited in Ogden, 2004) explains that
the models of health beliefs (cognition and social cognition) only predict 40 to 50% of the variance
in behavioural intentions, although by adding other variables the performance of these models
improves (Ogden, 2004). The TRA and the TPB for example only include subjective norms.
Depending on what type of behaviour is being assessed, moral norms (Sparks, 1994; Parker,
Manstead, & Stradling, 1995; Légaré, Godin, Dodin, Turcot, & Lapérriere, 2003, all cited in Ogden,
2004), descriptive norms (does respondent think others carry out behaviour) or injunctive norms
{the approval or disapproval of others) (Povey, Conner, Sparks, James & Shepherd, 2000, as cited
in Ogden, 2004) may improve the usefulness of the model. As well as the emotion 'fear’ which is
included in the PMT model, ‘anticipated regret’ or a feeling of guilt may also be important for
predicting a behavioural intention (Richard & van der Pligt, 1991) as may ‘self-identity’ or how a
behaviour fits in with what type of image an individual has of themselves (Sparks & Shepherd,
1992, as cited in Ogden, 2004). When comparing the HBM with the TRA, studies of health
behaviour (e.g. breast examination and cervical smears) have usually found that the HBM usually
explained slightly more of the variance (Hill et al,, 1985; Mullen, Hersey & lverson, 1887 as cited in
Conner & Norman, 2005). Other studies looking at inoculation behaviour (Oliver & Berger, 1979)
and AIDS preventive behaviour (Rutter, 1989) have found the opposite however, When the TPB
has been compared with the HBM, a study looking at attendance at health checks found not much
difference between the models (Conner & Norman, 1994}, whilst a study locking at condom use
amongst heterosexuals found the TPB to be more predictive (Bakker, Buunk & Siero, 1993). ltis
necessary therefore to consider the type of health behaviour when applying these models. HIV-
preventive behaviour for example is best explained when taking intc account the approval of
others, which the TRA / TPB take into account and the HBM does not (Fishbein et al., 2001).

In terms of predicting actual behaviour, these models have been less successful with only 19% to
38% of variance in behaviour predicted, probably due to factors beyond the control of the individual
which also affect behaviour (cost or availability) (Sutton, 1998). In order to address this intention-
behaviour gap, as well as trying to improve on the variables used, past behaviour has also been
used to predict future behaviour {e.g. Norman & Conner, 1993; Hodgkins & Orbell, 1998). Habitual
behaviour also has a role in predicting future behaviour (e.g. Trafimow, 2000) and in such a
situation habit reduces the effect of information (Aarts, Verplanken, & van Knippenberg, 1998, as
cited in Ogden, 2004).

! Conner & Norman (2005) do not differentiate between Cognition and Social Cognition models.
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Cross-sectional behavioural studies may not produce accurate results about utilisation,
particularly in pluralistic health settings where multiple therapies are used concurrently or
sequentially (Phillips, 1990). Furthermore, in pluralistic settings where proportions of the
population using different types of health care are not known, it is more difficult to infer results
based on models using aggregate assumptions (Phillips, 1990). Despite drawbacks in definition
and measurements of variables, the evolving health behaviour models do highlight the many
factors which may affect utilisation and have been shown in the literature to be able to account for
a reasonable amount of the variation in health-seeking behaviour.

2.1.8 Conclusion

The models selected for review in this chapter represent the major theories. The review shows
however that although each model captures substantial aspects of the health-seeking process they
each have limitations. Based on a review of the health-seeking literature, building an eclectic
model of health-seeking behaviour for childhood illnesses in the context of South Africa might best
be explored through the use of the Andersen Behavioural Model, including Kroger's (1983)
adapted model for developing country settings, with added components from the Cognition and
Social cognition models. Although the Cegnition {Hochbaum, 1958, Rosenstock, 1960, 1966,
Becker, 1974; Becker et al. 1977b; Kirscht, 1974; Rogers, 1975, 1983, 1985) and Social Cognition
models (Fishbein, 1967; Ajzen & Fishbein, 1970; Fishbein & Ajzen, 1975; Ajzen & Madden, 1986;
Ajzen, 1991; Ajzen & Driver, 1921; Schwarzer, 1932} have been mostly used to predict preventive
health behaviours, aspects of these models may be useful for locking at illness behaviour in the
South African context. Because of the overlap in key constructs found between the models
Norman and Conner (2005) suggest that this is evidence for identifying the main soctal cognitions.
Components of these models may be used to shed light on personal beliefs and volitional
processes underlying health-seeking behaviour (e.g. iliness recognition and labelling, beliefs about
important others attitude to a behaviour, outcome expectancies, evaluations about outcomes, fear
and social support). It is acknowledged however that not all aspects of health-seeking are able to
be captured by these models, nor may quantitative methods always be the most suitable to do this.
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2.2 Predictors and barriers to health care-seeking

Although by no means exhaustive of all factors which might influence illness behaviour, the
following section provides an overview of some of the main predictors and barriers to health-
seeking which have been identified in health-seeking behaviour studies. These include
characteristics of the caregiver (e.q. education, SES, parity / experience); characteristics of the
child (e.g. health status, age, sex); characteristics of the illness (e.g. severity, symptoms, the stage
of the iliness); characteristics of the provider {e.g. material and human resources, distance, user
fees, opening hours, waiting times, staff attitudes) and patient satisfaction with the outcome. A
summary of referral systems (i.e. social networks or provider) is also provided as well as why some
caregivers do not follow the correct referral procedures for accessing higher levels of care. Health
beliefs and iliness aeticlogy are also important predictors and barriers to health-seeking and these
are discussed within the South African context in Section 2.3.

2.2.1 Characteristics of the caregiver

2.2.1.1 Education and socio-economic status (SES)

According to Goldman et af. (2002), studies have found that more educated parents, particularly
mothers, have mere self-confidence and more contrel over family resources and are therefore able
to use these resources more effectively in finding effective treatment and better health services
when their child is sick (Caldwell, 1986; Cleland and van Ginnekin, 1988; Lindenbaum, 1990,
DasGupta, 1990; Fosu, 1994; Pebley et al,, 1996; Streatfield, Singarimbun & Diamond, 1990).
More educated individuals are also mare likely to know more about available health services,
communicate more effectively with these providers and therefore use them more (Caldwell, 1979;
Schultz, 1984 as cited in Fosu, 1992). Maternal education was found to be an important predictor
of use versus non-use of services for children in Ghana and Botswana (Fosu, 1394). In this
analysis of DHS data, mothers with no formal education cr only primary education were less likely
to take their child for a medical visit than those with secondary or higher education. In Metre Cebo
in the Philippines, increasing maternal education had the greatest effect an the probability of
receiving adequate prenatal care in rural areas and of a child receiving full immunisations in urban
areas (Becker, Peters, Gray, Gultiano & Black, 1993). Overall, maternal education was an
important determinant of full immunisation and ORS use for both rural and urban women. Maternal
education was only associated with adequate prenatal care for rural women.

In rural Sierra Leone, Gesler & Gage (1987) found that more educated mothers reported more
episodes of iliness in their children and travelled longer distances to health care providers. The
authors suggest that more educated mothers may be more knowledgeable about illnesses, as well
as about facilities which are further away and have the means to use those facilities. Previously,
Gesler {1979a) had found that in Nigeria, children with more educated mothers, better water
sources and toilet facilities, had reportedly longer periods of illness, an outcome explained by
those with high socio-economic status perhaps having a greater perception of the severity of the
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health problem (Mechanic, 1975). A household survey in South Africa in 1995 found that mothers
with higher levels of education were more likely to rate their child’s health status as very good or
excellent (Segel & Hirschowitz, 1995). Even just a few years of education has been associated
with increased child survival from ages 1 to 24 months in India and Basu and Stephenson (2005)
posit that this may be due to the values of obedience and discipline obtained through exposure to
primary school education. Such values may make a woman more likely to seek help from health
care providers and follow through with medicine instructions. Formal education has also been
found to reduce utilisation of traditional healers' services (Kleinman, 1280; Rhi, 1873; Mohseni,
1979), as well as traditional health care advice from mothers-in-law (Adetunji, 1991).

The education variable is strongly linked to income and SES and independent effects are
sometimes difficult to distinguish (Phillips, 1990), usually because households with higher levels of
education also tend to have more resources available. Using DHS data from Indonesia, Thind
(2005), found that an increase in level of maternal education was associated with an increase in
private sector use. However, a higher asset index quartile was also associated with private sector
use. In a study in the Nairobi slums, although a higher proportion of mothers (64.1%) with at least
secondary education took their child for health care compared to those with primary education or
less (59%]), this was not found to be one of the main determinants of seeking health care outside
the home (Taffa & Chepngeno, 2005). In a 4-country African study using DHS data, the effect of
maternal education on caregivers’ use of injections for treating cough or fever varied (Fosu, 1992).
The strongest effect was found in Uganda, with mothers with primary or no education less likely to
have used injections for treating coughs among their children. A weaker effect was found in Kenya
for coughs whilst no significant association was found in Ghana or Zimbabwe. In rural Guatemala
where not much difference was found in education levels however, income became a more .
important determinant of the choice of provider (Goldman et al,, 2002). Even in rural Tanzania
where uniform poverty was expected, disparities were found between households in their health-
seeking for acute illnesses in children under 5, with wealthier households having more knowledge
about danger signs and seeking more care (Schellenberg, Victora, Mushi, de Savigny,
Schellenberg & Mshinda, 2003). In Rwanda, it is suggested that the control a mother has over the
household income may actually be more important than the overall level of household income
(Csete, 1993). In a study in Israel, Ben-Sira (1988) found that lower SES was associated with
increased dissatisfaction with the medical care provided, leading to an increase in the number of
recurrent visits. Primary care providers viewed almost a third of visits as redundant {twice as many
as that of private fee-for service providers).

Chrisman & Kleinman (1983:p.582) contrast a more person-oriented world-view amongst lower
social classes with an institution-oriented world-view amongst higher sccial classes as a result of
their social adaptation. Lacking economic resources, lower socio-economic groups invest more in
people (e.g. household size, giving a lot of presents to strengthen social relationships) and this
person-oriented world-view is more amenable to beliefs in individuals who possess spiritual or
occult powers (Gaines, 1979, as cited in Chrisman & Kleinman, 1983). An institution-oriented view
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on the cther hand is less likely to implicate persconal powers in an individual’s illness; the
interaction-style with the health care provider is likely to be more formal and alternative treatments
(e.g. yoga) involve outsiders rather than relatives, friends and neighbours (Chrisman & Kleinman,
1983).

‘Social distance’ may also affect access to a provider as patients may be more comfortable using
certain types cf services, may perceive them to be more appropriate for treating certain problems
and may have more confidence in them (Gesler, 1984). Although providers may be geographically
accessible, they may not always be socially (or even financially) accessible (Joseph & Phillips,
1984, Bailey & Phillips, 1990).

According to Lindbladh and Lyttkens (2002) lower social classes or groups are less likely to
change their habits and therefore more likely to maintain habitual behaviours. Whereas the
concept of habit was associated with lower social positions, for individuals in higher social
positions this manifested itself as choice. Thus the better off in society are more likely to find
benefits in a behaviour as worthwhile as they face lower costs in making those decisions. Ina
study in Kerala, India, higher SES was associated with fewer visits for medical care for diarrhoea
and acute respiratory infection and Pillai ef al, (2003) hypothesise that this is probably because the
higher SES families have the resources to seek care later on in an illness if there is no
improvement in their child's health. Higher maternal education was also associated with fewer
visits for medical care, although studies in other settings have found the opposite trend (Fosu,
1994; Neumark, Palti, Donchin, & Ellencweig, 1992; Kutty, 1989), Most studies have found that
higher SES individuals are more likely to use services (Thind & Andersen, 2002) and lower SES
individuals and families {income and education) are more likely to use traditional health care than
higher SES cnes (Pillai et al., 2003; Gesler, 1979a). In an urban study in Durban, South Africa
however, Mander (1998) found that 60% of consumers of traditional medicine had at least some
form of secondary education, therefore higher levels of education do not always reduce the levels
of use of traditional medicine. In a Southern Cameroon study, traditional healers’ patients were the
poorest in the sample (individual characteristics), althcugh not necessarily the least educated
(Leonard, 2001; 2003).

2.2.1.2 Gravida / Experience

Practical experience may be used to build up a caregiver's medical knowledge (Arskey, 1994).
Primiparous or younger mothers may therefore be less confident in their ability to treat a sick child
at home and may be more likely to consult family members or go to a health care provider
(Goldman et al. 2002; Adetuniji, 1891). Goldman and Heuveline (2000) for example found that
Guatemalan children of lower parity (2) were more likely to be taken to a health care provider
during iliness episedes than higher parity children (6). In Guatemala Carter (2004) also found that
mothers with first children and very young children were more likely to receive advice and
assistance from others. This was often instead of or in addition to their husbands and usually
involved older women who had moare knowledge and experience. Age is therefore sometimes used
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as a proxy for a caregiver's accumulated knowledge (Fosu, 1992; Elo, 1892). In Calabar, Nigeria,
Freeman, Gesler, Mieras and Schymura (1983} found that younger mothers {< 30 years) with
children under 6 years registered more often at the family health clinic than older mothers (=30
years) with children under 6 years. In Nairobi, older mothers {35+ years} were less likely to take
their child to a health care provider than younger mothers (Taffa & Chepngeno, 2005). Fosu {(1994)
found that the age of the mother at delivery was a significant predisposing factor in Uganda, Kenya
and Botswana, with younger mothers (under 20) more likely to take their child to a medical facility
than older mothers (over 35). Fasu {1994) hypothesises that this may be due to younger mothers
feeling more comfortable with using modern health care services as they probably had better
access when they started childbearing than older women. Younger women are also more likely to
have received more education which would enhance their knowledge of health services and allow
them to interact more easily with members of staff (Caldwell, 1986). In Southern Camercon
Leonard (2001; 2003) found that an increase in caregiver or patient age was also found to be a
predictor of choosing a healer over a government clinic. In rural villages in Karnataka State, India,
pregnant adolescents also reported more contacts with a health care provider than older mothers,
however their knowledge of public health programmes was lower {Kilaru, Brookes, Ganapathy &
Matthews, 2002). When gravida was taken into account however, the effect of age disappeared
and it was primigravidas who had higher levels of antenatal care than multigravidas.

A study of mothers in the USA found that older mothers and mothers with older children, and
therefore more experienced, were more likely to keep medicines in their house and use mother-
initiated treatment (Maiman, Becker & Katlic, 1986). Past experience allows caregivers to
recognise whether a condition needs medical care or not (Kresno, Harrison, Sutrisna & Reingold,
1994; Mull, Mull, Kundi & Anjum, 1994). Other studies have not found this association between
past experience and a caregiver's actions {Hussain, Lobo, Inam, Khan, Qureshi, & Marsh, 1987,
Nichter, 1994; Stewart, Parker, Chakraborty & Begum, 1994). Mothers in Rwanda who had
previously lost a child for example, reported a higher frequency of no treatment as well as fewer
health centre visits (Csete, 1993). Similar findings were reported in Bangladesh (Bhardwaj & Paul,
1986) and this type of outcome has been attributed to health beliefs as well as socio-economic
barriers to health care (Csete, 1993). Having experienced childhood monality in the past was
positively associated with present use of injections for child coughs in Ghana, Zimbabwe, Kenya
and Uganda, however results were only statistically significant for Kenya (Fosu, 1992). Similarly,
Fosu (1992) found that the fact that lower birth order children in Uganda (< 6) were less likely to be
treated with injections for coughs than higher birth order children (6+) may signify that caregivers
who had experienced the effectiveness of injections were more likely to use them again. Although
similar trends were found in Ghana and Kenya, the opposite trend was found in Zimbabwe.

2.2.1.3 Relationship to household head

In African societies the traditionally authoritative male role stands juxtaposed to the female role of
care and support (Feierman & Janzen, 1992}, Intra-household relations will determine to what
extent treatment-seeking decisions are solely the mother's domain, who else is involved and to
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what extent (Molyneux et al., 2002; Castle, 1993; Mwenesi, Harpham, & Snow, 1995). Molyneux
and colleagues (2002) highlighted the importance of the mother's relationship to the household
head in intra-household relations and treatment decision-making in the case of uncomplicated
childhood fevers and childhood convulsions in Kenya. Women were expected to refer to husbands
and elders (in absence of hushand) for advice and financial support, although they usually also
discussed childhood ilinesses with female relatives and friends. An important factor was whether
the husbands were resident in the household or not as this governed how closely they were
supervised, however the mother's age and the severity of illness were also important determinants
of decision-making. In another study in Kenya, Mwenesi and colleagues (1995) found that 63% of
mothers sought advice from their husbands before taking their child to a health facility either
because they thought it was expected of them or because they did not understand the illness or
thought it was serious. Money was not cited as a reason for speaking to their husband. In rural
Mali where mothers may be entitled to different household resources depending on their status
within their marital families, Castle (1993) found that child mortality was lower in households where
women had more social support within the home and were able to earn their own income. Women
with peers (sister-in-laws for example) were more likely to have asked someone for advice about
their child's illness and because of the increased support mechanisms within the household they
were also more likely to take their child for treatment. Higher status {e.g. woman who had
daughters-in-law herself) women tended to consult their husbands about their child’s illness, whilst
lower status women tended to consult their mother-in-law or no one.

2.2.2 Characteristics of the child

2.2.21 General health status

As well as childrearing experience, experience with a particular child (i.e. their general health
status), is also likely to affect treatment sought, with those in poorer health more likely to be taken
for treatment when they become ill. However, Goldman & Heuveline (2000) found the opposite
trend in a study in Guatemnala, with children in very good health more likely to be taken to a health
care provider. A similar incongruous relationship (from a Western point of view) was found in a Sri
Lankan study with mothers who did not consider malnutrition to signify ill-health (Amarasiri de Silva
et al., 2001) and in a study in Bangladesh where caregivers believed that children who were very il
should not be exposed to the elements and were therefore less likely to be taken to a health centre
(Bhardwaj & Paul, 1986}. In focus groups conducted in South Africa, health was viewed more in
terms of the absence of disease than general well-being (Segel & Hirschowitz, 1995). Such beliefs
will vary however across countries and social groups and perceptions about the child’s health
status may be affected by socio-economic status and education (Segel & Hirschowitz, 1995). In
the Guatemalan study, Goldman et al. (2000, 2002) posit that this may either be a spurious
correlation due to the omission of certain variables in their model such as family income and
education, or parents may perceive chronic illness as less serious than a change from good to ill
health. There were also only a few children perceived as having very poor health however and
results were therefore not significant (Goldman & Heuveline, 2000). Using data from the same
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study in Guatemala, Carter (2004) also found that mothers whose child had a history of poor health
were less likely to seek advice and support from just their husband regardless of the symptoms
and severity of the illness.

2.2.2.2 Age of the child

The age of the child is not a clear-cut determinant of health service utilisation and anticipated
relationships do not always hold true (Phillips, 1990) as this will depend on cther factors such as
caregiver beliefs and illness severity. The younger the child, the more vulnerable they are likely to
be perceived and therefore given formal medical care (Kleinman, 1980; Chrisman & Kleinman,
1983; Goldman & Heuveline, 2000; Gesler, 1979a), however depending on the beliefs of the
caregiver, this vulnerability also makes them more susceptible to traditional illnesses and
supernatural contagions for which traditional health care is more appropriate. In a study in the
Nairobi slums, children under 12 months were more likely to ba taken to a health care provider
than older children {Taffa & Chepngeno, 2005). In Guatemala, families were less likely to
administer OTC medicines to an infant (visit pharmacies) and more likely to take them to a doctor,
curer of other health care provider (Goldman & Heuveline, 2000; Goldman et al., 2002; Carter,
2004). In 8ri Lanka, mothers felt that young children with a serious iliness should not be given
alternative treatments such as home remedies or ayurveda {Amarasiri de Silva ef al,, 2001). In
Indonesia, children older than 2 years were more likely to be taken to a non-formal provider, but
age was not a determinant of public versus private sector use (Thind, 2005). In Rwanda, although
children under 2 had fewer reported cases of diarrhoea, they were taken more frequently to a
health centre for diarrhoea than older children (Csete, 1993). It should be noted however that there
were few reported cases of diarrhoea during the survey. Analysing DHS morbidity data from 6
African countries, Fosu (1394) also found contradictory results. In Kenya, children under 3 years of
age were more likely to be taken to a health care facility than those over 3 years of age. In
Botswana, infants {under 1 year) were less likely to be taken to a medical facility, despite
Betswana having the best organised health system of the 6 African countries which were in the
study. Fosu (1994) suggests that this may be due to the success of health campaigns in
Botswana, particularly as 79% of childhood diarrhoeal ilinesses were treated with ORS at home,
compared to 35% in Kenya (Boerma, Sommerfelt, & Shea, 1991). Similar to Fosu {1994),
Molyneux and colleagues (2002) found that direct contact with any health facility was more
common in children under 5 years of age in Kenya.

2.2.2.3 Sex of the child

In some countries such as Bangladesh, the sex of the child is a determinant of health-seeking
behaviour {Bhardwaj & Paul, 1986). In a cross-sectional study in Kerala, India, the gender of the
child was not related to the decision o seek care but to the type of care scught (traditional or
allopathic), with boys being taken to an alternative provider significantly more than girls (Pillai et
al., 2003). The status of women compared to men is much higher in Kerala compared with other
Indian states, therefore children are likely to be treated equally (Pillai et al, 2003). In another study
in India, Ganatra & Hirve {1924, as cited in Pillai et al., 2003) found that more boys were taken to
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private practitioners than gitls. In Guatemala, Carter {2004) found that mothers of girls were
relatively less likely to have received advice or assistance from their husbands than mothers of
boys. In contrast to many Asian studies, a study in the Dominican Republic found that the odds of
using health services versus non-use was 82% higher for females than for males (Thind &
Andersen, 2002). When looking at 3 indictors of health-seeking behaviour (vaccination, oral
rehydration therapy and breast feeding) for children in 9 World Fertility Surveys and 51
Demographic Health Surveys in Africa, no sex differences were found (Garenne, 2003).

Characteristics of the child may be a difficult determinant of health-seeking to predict if the
following example is a prevalent viewpoint amongst mothers. Although caregivers started with a
treatment which had been used in the past to treat a similar illness, mothers in the town of Efon
Alaaye, Nigeria, widely believed that “no two children were exactly the same in their patterns of
sickness and the way they responded to treatment.” (Adetunji, 1991:p.1385). From the point of
view of the child's characteristics, there may therefore be great variation in health-seeking, even
between siblings.

2.2.3 lliness characteristics

2.2.3.1 Severity / perceived need

Health problems may be ordered according to importance or severity, also known as ‘structures of
relevance’, which determine what acticn is taken, how long treatment shou'd be given and when
another provider or treatment should be sort {Schutz, 1970, as cited in Kleinman, 1980).

According to Andersen (1995), the most immediate cause of health services utilisation is perceived
need as determined by the individual or family members in relation to the type, number, or severity
of symptoms experienced during a pericd of time. The presence of certain symptoms for example,
may increase the likelihood of treatment by a health care provider. Goldman & Heuveline (2000)
for example found that children with fever and gastro-intestinal symptoms or just fever alone, were
much more likely to be taken for treatment than other presenting symptoms including respiratory
ones. Fever and gastro-intestinal symptoms in a child were perceived to be more serious by
mothers compared with other patterns of iliness, although severity was not one of the main
determinants of frequency of visits to a health care provider {Goldman & Heuveline, 2000). Yoder
and Hornik (19986} identified vorniting, fever and lassitude as the symptoms most frequently cited
as serious in a six site study in Asia and Africa. In Kenya, a child having diarrhoea (especially with
fever) was more likely to be taken for treatment than a child who had a cough (Taffa & Chepngeno,
2005). Using Indonesian DHS data, Thind (2005) found that children with mild respiratory infection
were more likely to be taken to non-formal health care providers than children with severe iliness.
Severity was not found to be a determinant of private versus public sector use however.
Uncomplicated fevers in urban Kenya were relatively common occurrences and therefore had well-
established household responses (Molyneux et al,, 2002). In Sri Lanka, phlegm and wheezing
were seen as important signs that the child required ‘indigenous’ treatment (Amarasiri de Silva et
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al., 2001). In urban Kenya a higher proportion of mothers used traditional medicine to treat
convulsions than fever as it often had an interpersonal cause (Molyneux et al,, 2002)..

In a rural Sri Lankan study, younger children whose symptoms were perceived to be severe and of
high risk, were brought to a provider more frequently than those with low-risk symptoms (Amarasiri
de Silva et al., 2001). It should be noted however that a large percentage of those with low-risk
symptoms also took their child to the health care provider. Carter (2004) reports that in the case of
persistent or sericus problems, mothers in Guatemala were more likely to get advice from the lay
sector. Other studies have also found that the perceived severity of an illness is one of the most
important determinants of treatment choice (Yoder & Hornik, 1996, Andersen & Newman, 1973,
Young, 1980; Pillai et al., 2003; Bush & lannotti, 1990; Weller, Ruebush I, & Klein, 1997; Amarasiri
de Silva et al, 2001; Goldman & Heuveline, 2000). In the case of Young’s (1980) study in Mexico,
for more serious illnesses a family tended to choose the health care provider who they trusted the
most, regardless of the cost, whilst for less serious illnesses home treatment was more frequent. In
a study in Mali, patients were more likely to go to a hospital rather than other types of biomedical
facilities if they perceived their illness to be severe (Mariko, 2003}. Molyneux and colleagues
{2002) found that in serious or dramatic illness episodes, rare illnesses or ilinesses in which large
costs were involved, conflict and disputes about the appropriate form of treatment were more likely
to oceur within Kenyan households.

Using BHS data, Fosu {1994) found that children who had fewer reported morbidity episodes were
less likely to be taken to a medical facility in all countries examined {Uganda, Kenya, Ghana, Togo,
Zimbabwe and Botswana). These need factors were most pronounced in Uganda, Kenya, Ghana
and Togo, suggesting more equitable services than those in Zimbabwe and Botswana according to
Andersen’s (1995) framework. Paradoxically the latter 2 had the most developed health services
and also the most equitable, although Fosu (1994) was not able to take into account the severity of
the illnesses studied, service-related or socio-cultura! factors.

According to Chrisman and Kleinman (1983), unremarkable symptoms may be interpreted as more
severe particularly amongst individuals who are under a lot of stress, who lack social support,
whose personality types predispose them to hypochondriacal fears, as well as culturally informed
labels of llness. Although maternal reports of childhcod morbidity measured against bicchemical
markers of health status in rural Bangladesh were found to be very reliable (Rousham, Northrop-
Clewes, & Lunn, 1998), the perceived severity of an illness may sometimes contrast with the actual
severity. In West Java for example, 10% of caregivers whose children had died had not recognised
the severity of the illness (Sutrisna et al,, 1993). In a study in Mexico, 40% of caregivers had not
recognised the severity of their child's illness (Bojalil, 2002) and in Bolivia only 39% of caregivers
recognised that their child’s illness was severe (Aguilar, Alvarado, Cordero, Kelly, Zamora, &
Salgado, 1998). Recognising the severity of the illness does not necessarily imply that care will be
sought, as was found in 44% of cases in Bolivia (Aguilar et al,, 1998). Similarly, a caregiver's
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inability to recognise severe illnesses does not always result in poor health-seeking behaviour
(Amarasiri de Silva et al., 2001; Aguilar, 1998).

2.2.3.2 Stage of the illness

The stage of the illness has also been found to determine the type of health care provider which is
sought (Uyanga, 1979; Mwabu, 1986; Ctsete, 1993; Goldman & Heuveline, 2000; Develay et al.,
1996). In Rwanda for example, Csete (1993} found that children whose diarrhoea or fever had
lasted longer than 5 days were more likely to be taken to a health centre than to receive no formal
medical care. In Goldman and Heuveline's (2000) study in Guaternala, health care providers were
mostly visited in the first few days of an illness and this varied by the type of health care provider.
On the first or second day of the illness, children were more likely to be taken to biomedical
providers but as the illness progressed they were more likely to consult a curer. In the city of
Ouagadougou, Burkina Faso, Develay ef al. (1996) found that whereas acute illnesses (lasting O-
14 days) were mostly treated at home, more lengthy illnesses were treated in biomedical facilities.
Reported use of traditional health care was very low (2.4%) in this setting and probably
underestimated. Studies have found that traditional healers tend to treat more chronic conditions
(Uyanga, 1979; Rhi, 1973; Frankenberg & Leeson, 1976; Goldman & Heuveling, 2000), whilst
children's’ ilinesses tend to be labelled as acute, therefore warranting Western health care
(Kleinman, 1980; Kleinman & Sung, 1979). In Good's (1987a) utilisation-based survey, only a
minority of medically acute cases were seen by TMPs and the main childhood illnesses seen were
gastroenteritis and worms. Over two-thirds of the TMP patients had first been to a clinic which
Good (1887a) attributes to the ability of Western medicine to cure the somatic symptoms of an
illness. In Sri Lanka, Wolffers (1988) found that patients with acute health problems tended to
choose a Western doctor, patients with chronic non-incapacitating complaints or psychological
problems tended to choose a traditional healer whilst patients with chronic incapacitating health
problems used both traditional and Western health care concurrently or consecutively. Similar
patterns were found by Sussman (1988) in Mauritius, with self-treatment using OTCs mostly for
acute short-lived ilinesses such as colds, fever and headaches and self-treatment with herbal
remedies and treatment from traditional and biomedical practitioners used for more serious or
chronic longer-lasting illnesses such as rheumatism, hypertensicn and diabetes. Herbal remedies
are usually preferred for long-term ilinesses because they are not perceived to be as strong and
therefore as harsh on the body as pharmaceuticals. Herbal remedies are also preferred for this
reason when a child has been vomiting and for gastro-intestinal disorders (both adults and
children) which are common and therefore need regular treatment {Sussman, 1988).

2.2.4 Provider characteristics
Although limited by enabling factors, provider characteristics are an important factor in the health-
seeking process. Shorly after the introduction of free primary health care in South Africa, an

household survey found that health care had become more accessible to the poorer sections of
African society {(e.g. those living in traditional dwellings, informal settlements in urban areas and on
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white-owned farms) (Hirschowitz, 1995b}. Whilst free primary health care is now available in South
Africa, the quality of care and availability of staff and medical supplies is not always adequate, as
in many other countries. In the same health inequalities survey in 1995, Africans living in formal
housing in metropalitan areas were more likely to report that since the introduction of free health
care for children under 6, services had worsened (Hirschowitz, 1995b). Hirschowitz (1995b) states
that this is probably due to the overcrowding at public health facilities. Measuring quality of health
care is either the subjective quality as perceived by the health-seeker, or a more common cbjective
approach is used based on standards in the facilities themselves {Mariko, 2003). The latter, tend to
focus on structure (characteristics of the setting such as material and human resources), the
medical process itself (e.g. the physical examination, diagnostic tests, and continuity of care) and
outcome, including patient satisfaction as set out by Donabedian {1980).

The perceived quality of care has been found to be a strong determinant of utilisation (Mwabu,
1986; Haddad & Fournier, 1995; Gilson, Alilio & Heggenhougen, 1994; Waddington, & Enyimayew,
1989} and when looking at the demand for health care, simply focusing on one aspect of quality is
not sufficient to explain demand (Mariko, 2003). Haddad, Fournier, Machouf and Yatara {1998)
developed a taxonomy of perceived quality in Guinea but found that it varied according to the
respondent’s age, sex and ability to access health services. Perceived quality may also vary
according to socio-economic group (Calnan, 1988a, as cited in Haddad et al,, 1998). When judging
quality of primary health care in Guinea, the technical competence of the health staff, interpersonal
relations between the patient and provider, the availability and adequacy of services and
resources, accessibility and the effectiveness of treatment or care were found to be the main
criteria patients used (Haddad et al., 1998). The process of care had twice as many criteria as
structural or outcome categories. In Tanzania, the interpersonal behaviour of health staff, technical
care including outcome, accessibility of the facility, organisation of health care, drug availability and
prescribing and structural aspects including staffing issues were important dimensions of quality of
care for women who had used public, private facilities and traditional healers (Atkinson & Ngenda,
1996). In Zambia, qualitative interviews revealed that quality of health care entailed the interaction
between the patient and provider (attitude, proper diagneosis, communication of information), the
availability of drugs, the condition of the c¢linic, the accessibility of services and the perceived
outcome of the treatment (van der Geest, Macwan'gi, Kamwanga, Mulikelela, Mazimba &
Mwangelwa, 2000). The following section gives an overview of how some of these characteristics
will affect the health-seeking process.

2.2.4.1 Structural determinants

2.2.4.1a Organisational dimensions

The organisational dimension includes any policies and goals e.g. health being a “social objective”
versus a “market commodity” as well as management or staff-related issues that affect the day-to-
day ru'nning of a health care facility (Gechman, 1997a:p.29). Any shortages, including staff or
medication are organisational features.
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User fees

In the 1980s many countries in sub-Saharan Africa faced difficulties financing health care which
negatively affected their quality, availability and accessibility (Uzochukwu, Onwujekwe & Akpala,
2004). With a continent expected o account for 40% of infant and child deaths worldwide by the
turn of the century despite having only 14% of the world's population (UNICEF, 1987), in 1987 the
World Health Organisation (WHO) and the United Nations Internationat Children’s Fund (UNICEF)
met with African Ministers of Health to discuss an initiative to help provide the necessary resources
and improve health care delivery (WHO, 1987; UNICEF, 1988). The Bamako Initiative Program as
it became known, sought to strengthen and revitalise primary health care, particularly that of
maternal and child health through the introduction of cost recovery mechanisms at the community
level and ensuring that basic health care was affordable (Uzochukwu et al., 2004).

The economic cost of health care, particularly with reference to the Bamako Initiative, and its
impact on utilisation rates is an ongoing debate, with some countries showing increases (Soucat,
Gandaho, Levy-Bruhl, de Bethune, Alihcnou, Ortiz, Gbedonou, Adovohekpe, Camara, Ndiaye,
Dieng, & Knippenberg, 1997; Uzochukwu et al,, 2004) and others decreases in health care
utilisation (Yoder, 1989; de Bethune, Alfani & Lahaye, 1989; Kanji, 1989, Haddad & Fourmnier,
1995; Mbugua, Bloom & Segall, 1995; Makinen, Waters, Rauch, Almagambetova, Bitran, Gilson,
Mclntyre, Pannarunothai, Prieto, Ubilla & Ram, 2000). When asking users themselves about costs
it is sometimes difficult to assess whether their answers relate to affordability or a preference not to
pay, particularly in contexts such as Kenya and Uganda which have traditionally offered free
services (McPake, Hanson & Mills, 1993). With reference to the Bamako Initiative, it should be
noted that “the implementation of fees serves the primary goal of improving the quality of health
care delivery and raising additional revenues or deterring excessive use.” {Litvack & Bodan,
1993:p.369). According to Litvack and Bodart (1993), studies considering user fees under the
Bamako Initiative should therefore include both user fees and improvements in quality of care in
their assessments and this has not always been done.

Several studies report user fees to be one of the biggest barriers in health care utilisation with a
significant decline in utilisation following the introduction of fees (Yoder, 1989; de Bethune et al,
1989; Kanji, 1989, Haddad & Fournier, 1995; Mbugua et af,, 1995; Makinen et al., 2000). Studies
have provided conflicting evidence with regards to the effect of user fees on utilisation rates
(Mwabu, 1995). Some studies show that the demand for health care is price inelastic and that
utilisation rates would therefore not be affected by introducing user fees (Kirigia, Fleuret, Renzi, &
Byrne, 1989; World Bank, 1987; Akin, Griffin, Guilkey, & Popkin, 1986; Mwabu, 1986; Heller,
1982). Improvements in quality would compensate for any fall in demand which did occur {Kirigia
et al., 1989; Resources for Child Health, 1988; Mwabu & Mwangi, 1986). According to McPake
(1993), many of the earlier studies such as Heller's (1982) and Akin and colleagues {1986) which
found low elasticities in the price of health care strongly influenced the support for the introduction
of user fees, despite their inadequate consideration of quality amongst other methodological
issues.
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More sophisticated econometric models such as that of Gertler & van der Gaag (1890) have
subsequently found income to have a stronger effect on price elasticity and demand. Other studies
have shown that amongst low-income groups demand for health care is price elastic, therefore the
poor would have lower utilisation rates (Gertler, Locay & Sanderson, 1987; Gertler & van der
Gaag, 1990; Wang'ombe, 1984). Variation is also seen in the effects of cost-recovery schemes
because of the different strategies involved. In Niger, both a fee-for-service model and a risk-
sharing strategy combining both an annual district tax and a small fee-for-service were tested
(Diop, Yazbeck, & Bitran, 1995). Whilst the tax-small fee resulted in significant increases in the use
of services, the fee-for-service model did not bring about such an increase in utilisation. This was
because poorer people found it more difficult to find available resources for each illness episode.
Mbugua et al.’s (1995) study in rural Kenya shows that although utilisation at government hospitals
increased by 52% and that of private and mission clinics fell by 36% following the removal of
outpatient registration fees at government hospitals, the use of government dispensaries which
had always been free remained the same.

In some cases the free supply of medicines may foster over-utilisation of non-essential drugs
(Ugalde & Homedes, 1988) or as in the case of Bledsoe and Goubaud's (1988) study in Sierra
Leone, cost may affect medical compliance. If a patient felt better before a prescription was
completed, continuing with the medication was believed to be a waste of money. A contrasting
problem may be over-prescribing, particularly in cost recovery systems which rely on the sale of
drugs (McPake et al,, 1993). The purpose of any user fees should be to prevent health services
from being used unnecessarily whilst at the same time ensuring accessibility (Phillips, 1990).
However, trying to find a fee low enough not to discourage poorer users is difficult as direct cost
recovery systems mostly affect the poor (Yoder, 1989).

In a South African national household survey of health inequalities (Community Agency for Social
Enquiry, 1994 as cited in Lund & Patel, 1995), 54% of unemployed Africans cited inability to pay as
the main reason for not seeking health services when needed. Similar results have been found
elsewhere (Creese, 1991; Stanton & Clemens, 1989). In 1998, the Second Kaiser Family Survey
of Health Care in South Africa found that 66% of South Africans cited cost as the main reason for
not seeking care when needed {Smith et al,, 1999). However, other studies report that even poor
people are willing to pay and even travel further for better quality services (Mariko, 2003; Stock,
1983; Litvack & Bodart, 1993; Thind & Andersen, 2002; Amarasiri de Silva ef al., 2001). In Litvack
and Bodart's (1993) unique pretest-posttest controlled experiment in Cameroon, the authors were
able to take into account improvements in quality as well as the introduction of user fees. The
poorest quintile were found to be sensitive to price changes as other studies have found (Mariko,
2003, Geriler et al,, 1987), however in contrast they were more likely to seek care at the fee-based
and improved quality facilities than the rest of the population. The reason put forward for this
discrepancy by the authors is that time and travel costs previously incurred by the poorest quintile
in seeking alternative sources of care when no drugs were available had been higher, Using
multinomrfal probit estimation to assess the guality of services and demand for health care in Ogun
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State Nigeria, Akin and colleagues (1995) found that higher prices tended to reduce utilisation,
although if quality was increased so did utilisation. In contrast to Gertler and colleagues (1987), no
difference was found between income groups in their response to price increases and quality at
various facilities. In Tanzania, Abel-Smith and Rawal (1992) found that respondents in the lowest
income group indicated the highest willingness to pay if waiting times were reduced or if drug
supplies were always available. In a later study in Tanzania, Bonu, Rani and Bishai {2003) also
found that a large propoertion of respondents were willing to pay for better quality health services,
however these rates were lower amongst the poor, the elderly and the female population.
Simulation results from Mali show that an increase in user fees would only have a minor effect on
reducing the utilisation of health facilities, however lowering the price of drugs would increase
utilisation at dispensaries by 9.7% and at hospitals by 17.7% {Mariko, 2003). Facility-based
longitudinal studies in Zaire (de Bethune et al.,, 1989), Swaziland (Yoder, 1989) and Ghana
(Waddington & Enyimayew, 1989, 1930) which have taken intc account both the introduction of
fees and quality have found that reduced utilisation occurred if there were few improvements in
quality. In Benin, Sierra Lecne and Guinea, utilisation increased when fees were accompanied by
improvements in the quality of care (Knippenberg, Levy-Bruhl, Csseni, Drame, Soucat &
Debeugny, 1990). In Haddad and Fournier's (1995) longitudinal study in rural Zaire, a regular
supply of drugs and improvements in the technica! quality of services did not compen\sate for the
increased cost of services, although good nurse interpersonal skills sometimes did, and in some
cases increased levels of utilisation. The authors suggest that because patients and health care
authorities may not necessarily have congruent ideas of what denotes quality in health care,
increasing the quality of services may not always compensate for user fees. In an urban study in
Durban, South Africa, although the cost of visiting a clinic was cheaper than a traditional healer,
this did not deter people from using this source of health care (Mander, 1998). In some cases,
buying traditional medicine from street vendors may be a cheaper source of health care, given that
consultations with traditional healers were found to be 18 times more expensive in 1298 than self-
medication 'with traditicnal medicines (Mander, 1998).

In the Dominican Republic, 47.4% of non-insured children had been taken to a private provider
despite free health care in the public sector (Thind & Andersen, 2002). In a rural Sri Lankan study,
63.8% of children with ARI and 68.8% of children with diarrhoea had been taken to a private
provider mostly because of their availability, shorter waiting times, longer consultation time and
respect shown towards the mother (Amarasiri de Silva et al,, 2001). The 1993 South African Living
Standards and Development Survey (South Africa Labour Development Research Unit, 1994, as
cited in Palmer, 1999) reported that 64.9% of urban South Africans, including 30% of the lowest
income group had sought care in the private sector. Comparing findings from the 1995 and 1999
October Househeld Surveys (Statistics South Africa, 1995; 1999) Wadee and colleagues (2003)
found that urban use of private services increased from 44.4% to 55.3%, and that those without
medical aid using private services had also increased from 26.5% to 33.1%. The use of private
services amongst the lowest income quintile in the Black population was 14.1% in 1995 (Wadee &t
al., 2003). The 2002 South African General Household Survey (Statistics South Africa, 2002)
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reported that 36.5% of Africans had consulted in the private sector, although only 8% of the
Africans surveyed had access to a medical aid scheme. Regardless of whether these results are
overestimates, the fact remains that in some cases poorer people do pay for health care. In a
qualitative study in the Eastern and Western Cape, Palmer (1999) found that paying for a service
ensured quality and more choice through better medicines, a more thorcugh examination and
better respect for the patient. Similar focus group results were found in another study in South
Africa, in which private providers were reported to show more respect to the patient, be more
patient, have better opening hours, be more fair and efficient in their service provision (no
favouritism shown), have adequate staff numbers and the necessary equipment (Gilson, Palmer &
Schneider, 2005). In Nigeria, a survey found that the poorest quartile were the least likely to use
the PHC centres (Onwujekwe, 2005). Overall, fees at the primary health care level were not found
to be the main reason for the non-use of PHCs. Instead, these were the unavailability of a medical
doctor and drugs and Onwujekwe (2005) hypothesises that improving the quality of the services as
well as physical access to them could increase equity of their use.

According to Phillips {(1990), patients may forgo the extra costs of travelling if the service, including
outcome, is of high quality. Similarly, other studies have found that the perceived quality of the
service is one of the most important determinants of a patient's willingness to pay {Annis, 1981;
Unger, Mbaye & Diao, 1990, as cited in McPake ef al,, 1993). In a longitudinal study in Zaire,
Haddad and Fournier (1995) found that the interpersonal characteristics of nurses at some health
centres minimised the cost barriers to utilisation. In an urban Mexican population, Logan (1988)
found that pharmacists were popular sources of health care because their advice was free, they
were willing to discuss the cost-effectiveness of the medicines with the patient and the patients
believed in the efficacy of the OTCs. In an anthropological study in a rural area in South Africa,
Segar (1997) found that key themes in response to illness included uncertainty and lack of control,
jealousy and the importance of money and getting value for money. Biomedicine has long been
characterised by health care professionals lacking interaction with their patients and viewing them
as “passive objects of care” (Sanders, 1985, p.123). Many patients in the Segar (1997) study
reported using private doctors despite the higher fees and transportation costs because of lengthy
waiting times and rude staff in public facilities. Doctors often made no effort to speak to the patient,
simply handing over the medicine. Despite these problems, only one person spoke of lodging a
complaint. Reasons for not complaining included a fear of reprisals as well as a lack of knowledge
about patient rights. An ethnographic study in Kenya revealed that despite the higher financial cost
incurred, patients expected to get better much sooner if they went to a private clinic because the
medicine was stronger {(Nyamongo, 2002). They were also more likely to receive treatment than if
they went to a government clinic. For this reason, many patients prefer to ‘'shop around’, paying
mgere to go to a private doctor where there are less queues and the doctors may be more generous
with their prescriptions and the patients therefore feel they get their money's worth. The demand
for polypharmacy” explains why many will avoid a facility if they know it is short of medicines, a

2 The unwanted duplication of drugs, usually as a result of patients going to multiple physicians or
pharmacies.
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phenomenon not confined to South Africa {(Alubo, 1990; van der Geest & Reynolds Whyte, 19885;
Wolffers, 1988; Akin, Griffin, Guilkey, & Popkin, 1985).

When buying a product that is difficult to evaluate, economic theory suggests that “the manner in
which the seller is paid has important consequences on the quality of the product provided.”
{Leonard, 2003:p.2). Studies throughout Africa confirm that traditional healers are usually paid
more if a patient is healed than if they are not healed {Leonard, 2003; Conco, 1972; Edwards,
1983; Oyenye & Orubuloye, 1985; Lasker, 1981). This cutcome-contingent fee does not exist in
allopathic health care where patients may not be cured despite the expert care that they receive.
The difficulty in enforcing such a scheme in allopathic health care is that patients can easily lie
about the outcome of the treatment. In traditional health care on the other hand, in many cases it is
believed that healers will know if a patient has been healed and non-payment might result in the
healer revoking the cure or putting a curse on the patient. Leonard (2001) suggests that this type
of ‘payment if cured’ contract may lead to higher quality of care as the healer is also concerned
with the amount of effort that patients put into aiding their recovery. Focus group data from the
Second Kaiser Family Survey on Health Care in South Africa elaborates on this issue by
comparing private and public sector treatment: “They [private doctors] are fast and they are
efficient. They do nct cheat because the community controls them. With the hospitals it is very
difficult. The government pays the staff. Whether you are cured or not cured they do not care
because they receive their salaries from the government.” (Smith et 2., 1999: p.10). Although
traditional healer fees in Nairobi, as in many other countries, are usually governed by the severity
and type of iliness treated, despite some patients taking advantage of them, leniency is usually
shown to those who are poor, particularly the elderly and children {(Good, 1987a). In Mozambiqgue,
Pteiffer (2002) found that poorer women with sick children preferred to use the prophets in the
African Independent Churches instead of traditional healers as they didn't have to pay at the
prophets. In addition, Waddington & Enyimayew's (1989, 1890) focus group discussions in Ghana
also emphasise the method of payment as an influence on the use of health services. Full payment
in cash may be an obstacle to health care for low-income families (Cosminsky, 1987; Weller et al.,
1997). Willingness to pay for traditional health care may be interpreted as a willingness to pay for
public health care. However as Hausmann-Mueula, Mushi and Mueia Ribera (2000} point out,
payment for traditional care usually involves cash payment alternatives or credit and there is
usually a large amount of social pressure from the extended kin-group to comply.

it should be remembered that health care costs not only involve user fees but also the ‘opportunity
cost' of using such health care (Phillips, 1990). This includes out-of-pocket expenses for treatment
or drugs, transport and non-pecuniary cost in terms of the time spent travelling to the facility or
queuing. Money may be saved by walking to a facility, however this may involve the loss of
earnings through time spent travelling (Phillips, 1990). Travel costs were a strong determinant in
the choice of a provider in a study in Southern Cameroon, with patients preferring to travel shorter
distances (Leonard, 2001; 2003). Although mission clinics reduced the fees for the poor, this was
overturned by high travel costs. A survey in South Africa (Smith et al., 1993) found that travelling to
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hospitals usually incurred higher costs than travelling to a primary care facility. In the same survey,
35% of respondents waited more than one hour to be seen at a PHC facility and at a hospital 53%
also waited more than an hour. The degree to which cost is a barrier has to be viewed within the
context of the particular country, area, health care provider, as well as individual.

Availability, cost and use of medicines

In the words of van der Geest and Reynolds Whyte (1989:p.348), “A clinic without medicines is,
one could say, like a bar without beer.” The availability of curative medicines is a strong incentive
for using primary health care services and the lack thereof is one of the main reasons why people
cease to use or bypass such facilities (Mamdani & Walker, 1985; van der Geest & Reynolds
Whyte, 1989; van der Geest, 1982). In South Africa, a shortage of medicines at public health
facilities is often cited by patients {(Mashego & Peltzer, 2005; McCray, 2004; Modiba, Gilson &
Schneider, 2001). In a South African survey in 1998, (Smith et al., 1999), 41% of urban Africans
thought that the avaitability of medicines had worsened since 1994, 31% thought it had improved
and 29% noted no change. Focus group participants in ancther South African study reported that
the lack of drugs in clinics forced caregivers to go elsewhere for treatment (Gilson ef al., 2005).
According to Alland {1970, as cited in van der Geest & Reynolds Whyte, 1989), who was one of
the first researchers to demonstrate how medicines could be used independently of experts,
people want medicines more than the advice from doctors and nurses.

The availability of drugs was found to affect the utilisation of public and non-profit facilities in Mali
(Mariko, 2003). In a simulation model, doubling the number of essential drugs would increase
public dispensary utilisation by 35.4% and public hospital utilisation by 13.6%. Mander (1997) also
found that women In rural areas of Mali were reluctant to go to the clinic a few kilometres away
because they knew that all they would get was aspirin or quinine and effective alternatives could
be found more locally in the surrounding bush. Other studies have also found the availability of
drugs to significantly affect the utilisation of health facilities (Waddington & Enyimayew, 1990;
Litvack, & Bodart, 1993; Unger et al,, 1990; Gilson et al., 1994). In Haddad and Fournier's {1995)
study in a rural area of Zaire, patients from neighbouring areas were attracted by the study area's
availability of drugs. In a later qualitative study in Guinea, Haddad and colleagues (1998) found
that the availability of drugs — and effective drugs in particular, to be a key element in the care-
seeking process which may sometimes take precedence over other components of quality. Ina
poor urban neighbourhood of Managua, Nicaragua, Hudelson (1893) found that doctors were
considered ‘bad’ if they did not prescribe any medication for diarrhoea.

Several studies in Central and Latin America in the 1970s (e.g. Fergusocn, 1988 cites Cosminsky &
Scrimshaw, 1980; Ledogar, 1975 among others) found that pharmacies were an important source
of treatment for both the urban and rural poor. In an E! Salvador study, despite the government
health post offering free treatment, pharmacies were used more often due to the long waits, rude
staff, in particular nurses, as well as the lack of explanation for their illness at the Health Posts
{Ferguson, 1988). The quality of care was believed to be better at the pharmacy and the medicines
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available were perceived to be more effective and fresher than the free unlabelled medicines from
the government Health Post. In Managua, Nicaragua, mothers reported having a lot of confidence
in the advice given to them by pharmacists and nearly a third thought that pharmacists knew as
much as doctors (Hudelson, 1993).

Many patients spend large proportions of their income on treating illnesses which will reoccur so
long as socio-economic conditions and the underlying causes of diarrhoea, respiratory infections
and malnutrition remain unchanged. In terms of out-of-pocket health expenditure, Ugalde and
Homedes (1988) found that the largest proportion in the Dominican Republic (58%) went on
medicines. In a rural study in 1984, Ugalde found that peaks in attendance at the clinic coincided
with when people knew the monthly supply of medicines would be arriving. When the clinic had run
out of medicines people would self-medicate or go to private or public clinics in the town where
fees had to be paid. An experimental communal pharmacy with affordable essential medicine was
set up at the clinic to reduce the out-of-pocket expenses of patients due to over-medication, the
unnecessary use of medicines for self-limiting ilinesses, the high cost of medicines in local rural
stores and preference for brand-name drugs. The authors hypothesised that the need for non-
essential drugs would come down if they had to be purchased and would therefore last longer at
the clinic. Furthermore, patients would not have to incur travel and consultation fee expenses by
going to town. Results confirmed that low cost medicines were not a barrier to utilisation and
resources became available which lowered dependence on the Ministry of Health for the upkeep
and running of the pharmacy. One factor which lowered utilisation and was difficult to overcome
was the fact that people believed low-cost medicines to be less effective and of lower quality than
the more expensive ones, therefore a small stock of brand-name drugs were kept in supply.

The Health Systems Trust (2004) found that only 4% of facilities in Gauteng Province, South
Africa had the full complement of the 25 most important and commonly used drugs from the
Essential Drugs List. This was compared to 8% nationally, although not all drugs may be used at
all facilities. In more than 90% of Gauteng facilities, 7 of the 12 essential items of equipment {e.g.
stethoscope, thermometer, BP apparatus) were available in working condition. All Gauteng
facilities had a drug register which showed that the percentage of patients who received drugs in
Gauteng (99%) was higher than the national average (72%). More drugs per patient {2.6) were
also dispensed than nationally (2.0).

Availability of beds

Hospital-based research in Cape Town found that whereas a teaching hospital is likely to
emphasise the poor prognosis of a patient who is likely to die, a private hospital on the other hand
will do all it can to help the patient survive as long as possible (Gibson, 2004}. This is in part due to
the difficult decisions that public sector hospital staff are faced with when beds are at a premium.
Patients may find themselves being shifted from one ward to another in the attempt to free-up
beds, admissions may be delayed entry whilst in-patients are treated and discharged as quickly as
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possible (Gibson, 2004). Despite the higher cost, it is not surprising that some patients may
therefore opt for private treatment.

2.2.4.1b Environmental dimensions

The environmental dimension of a facility includes its physical characteristics such as location,
size, convenience, cleanliness, food, space and decoration. (Gochman, 1997a; Scarpaci & Kearns,
1997). Although size, space and decoration may not affect health-seeking directly, these features
may have an indirect effect on the patient’s perception of the quality of care provided and how
considerate the organisation is (Hiss, 1987a,b as cited in Gochman, 1997a; Ornstein, 1992).

Physical characteristics

Smaller institutional size has been found to have a positive effect in terms of how patients feel they
are treated (Mishler, 1981). Larger, crowded facilities which have more hurried consultations are
less aftractive o patients than a smaller “aesthetically pleasing” setting where a patient has more
time to spend with the provider (Scarpaci & Kearns, 1997:p.83). Conversely, hospitals “are the
modern shrines of the medical-care system, with their wondrous collection of diagnostic and
imaging technology. As well-defined points in the landscape, they symbolize power, expenrtise...”
{Scarpaci & Kearns, 1997:p.89; Feinsilver, 1993). People may therefore attach meanings or a
‘sense of place’ to health care facilities which give them “an added value above and beyond places
of health care per se.” (Scarpaci & Kearns, 1997:p.24). As private health care takes on a more
consumeristic approach to health, the ambiance or place-centred perceptions of the clinic or
hospital may become more important than the function (Scarpaci & Kearns, 1997).

A survey of fixed primary health care facilities in the Gauteng Province (Health Systems Trust,
2004) found that 83% of facilities had adequate consultation rooms (with examination couch,
working examination light, washbasin with running water and soap, privacy). This was higher than
the national figure of 59%. However only 48% of waiting areas in Gauteng and 50% nationally
had sufficient seating. Only 50% of facilities had adequate toilet facilities for staff and patients
(nationally this figure was 48%). Seventy-seven percent of facilities in Gauteng also required
structural repair, slightly above the national figure of 70%. All Gauteng facilities had water and
electricity, most had a telephone available but few had access to a fax or the internet.

Distance

Distance to a health care facility is an important determinant of utilisation of health services,
particularly in rural areas (Lasker, 1981; Stock, 1980) although it has been found to be just as
important as socio-economic status, even in urban areas in the U.S.A {Bohland, 1984). ‘Distance-
decay' means that the more difficult a facility is to access, the more likely a patient is to delay
seeking treatment, try an alternative therapy or fail to comply with a prescription (Stock, 1980).
This effect has been found in most studies looking at the effects of distance on utilisation {Phillips,
1986a; Stock, 1987; Fosu, 1986; Habib & Vaughan, 1986; Gesler, 1979b). The effect that distance
will have on utilisation will also depend however on other factors such as the type of iliness, the
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quality of local providers if they are available, road networks, the cost and availability of transport,
as well as the type of transport which will determine journey times (Phillips, 1980; Stock, 1987). In
Nigeria, Stock (1987, as cited in Phillips, 1990} found that although utilisation rates will decrease
exponentially with distance, illness perceptions will affect the value of the exponent. The steepness
of the decline was therefore steeper for health problems which could be treated at home such as
rashes and fever and there was no distance decay for illnesses which could only be treated at a
health care facility such as tuberculosis. In urban areas, distance may not be one of the main
barriers that patients face (Mariko, 2003), although they may still need to travel further if they
decide to bypass their local health facility. A health care survey in South Africa found that 11% of
urban Africans took an hour or more to travel to a primary health care facility compared to 31% of
rural Africans (Smith et al., 1999).

A study in Addis Ababa found that most health facilities used were located in a 3km radius of the
study population’s homes (Kloos, Getahun, Teferi, Gebre Tsadik & Belay, 1988). Longer trips were
made if more specialised services were needed. In Kano State, Nigeria, utilisation fell to one third
of the Okm rate at 5km from the dispensary, although this varied from village to village and the
effect of distance was muted by the quality of care of the provider and the expectation of cure
(Stock, 1987). Many patients of urban TMPs interviewed in Nairobi for example, had travelled
considerable distance, usually from rural areas and paid more for the service than they would have
done in the rural areas (Good, 19872a). Patients in Malaysia also travelled long distances to see a
traditional healer or bomoh, with distance-decay only setting in after about 2 hours of travel
(Heggenhougen, 1980).

2.2.4.2 Process determinants

The process compenents of health care involve the aspects of the medical process itself, such as
waiting times, examination and length of consultation, as well as communication between the
patient and the provider. In Mali, a simulation model has shown that utilisation of public
dispensaries could be increased by 136% if the ‘process’ quality components of health care in
public sector staff were as efficient as those in for-profit facilities (Marike, 2003},

2.2.4 2a Qpening hours and waiting time

The accessibility of a provider through their opening hours cr the length of time a patient has to
walit to be seen can be system barriers to utilising certain facilities (Rundall & Wheeler, 1979,
Kasteler, Kane, Olsen & Thetford, 1976). They are also known to affect a patient's perception of
the quality of the provider (Atkinson & Ngenda, 1996; Kloos, Etea, Degefa, Aga, Solomon, Abera,
Abegaz & Belemo, 1987; Pepperall, Garner, Foxrushby, Moji & Harpham, 1995). In South Africa,
Palmer (1999) for example found that some patients may turn to the private sector as a result of
the inaccessibility of public sector services at night and at the weekend. Excessive waiting times
were also a barrier to health-seeking. Gilson and colleagues (2005) also found that private
providers were perceived as being more accessible in terms of their opening hours.
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In the Second Kaiser Family Health Care Survey in South Africa (Smith et af., 1999), the
unavailability or inaccessibility of services was the second reason cited (23%) after cost for
reasons for not having sought care when needed. The third reason cited was the time involved in
seeking care (21%). In the same survey 30% of respondents visiting a public primary care facility
and 33% visiting a private primary care facility said that it was open every day. For those visiting
hospitals however, 97% at public and 92% at private facilities reported that they were open every
day with over 80% open for 24 hours a day. After hospitals, private primary care facilities were the
most accessible in terms of days of opening with 51% of respondents attending such providers
reporting them to be open every day except Sundays. The highest proportion (49%) of
respondents at public primary care facilities reported that they were only open weekdays. Despite
this, a higher proportion (27%) of respondents at these facilities reported that the site they visited
was open 24 hours a day compared to 15% of respondents who had visited a private primary care
facility. Thirty three percent of private care facilities visited were reparted to have extended
opening hours however. A survey of fixed primary health care facilities in the Gauteng Province
{Health Systems Trust, 2004} found that 86% of facilities were open for 5 or more days per week
for a median of 8 hours, however this was below the national figure of 96% for a median of 9
hours. Gauteng also had the lowest percentage (5%) of facilities offering 24 hour emergency
services in the country. This figure had dropped from 7% in 2000.

Logan’s (1988:p.116} urban Mexican study found that pharmacies were a convenient source of
health care due to the longer hours of opening than other health care providers with “no lengthy
waits and no troublesome forms to fill out.” The same was found in South Cameroon in relation to
vendors in the informal sector who were available day and night to sell antibiotics, anti-malarials,
cough and cold remedies, analgesics amongst other medicines (van der Geest, 1988).
Traditional healers are also more likely to work longer and more flexible hours, given it is their
source of income. Most of the TMPs (2 out of 10) interviewed in a study in Nairobi for example,
worked for 7 days a week, with two-thirds willing to see a patient any time of day or night (Good,
1987a).

2.2.4.2b Ability to deal with the health problem

A lack of medicines, a doctor or equipment may lead patients to consider the services of a primary
health care provider as unhelpful and unable to treat all ilinesses (Palmer, 1999). In the same way,
health-seeking will also depend on the degree to which the type of illness requires provider effort,
patient effort or skill of the provider (Lecnard, 2003; Mwabu, 1986). In Southern Cameroon for
example, patients seek skill in the case of appendicitis, (e.g. government and mission facilities with
special equipment). When comparing mission facilities with government facilities in Southern
Cameroon, Leonard (2001; 2003) found that patients requiring large amounts of medical effort for
their condition were more likely to choose the mission facility. If a patient required both medical
and patient effort {e.g. following a treatment) however, the traditional healers were usually chosen
since Western medical practitioners had little or no incentives to provide effort or worry about the
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effort of their patients {Lecnard, 2003). Mission-run facilities demonstrated higher levels of medical
effort than government facilities because of their ability to hire, fire, promote or give bonuses to
their staff, a power which superviscrs of government facilities did not have. Because facility
differences in the amount of skill, medical effort and patient effort are usually known to patients,
according to Leonard (2003:p.14), this “should lead to distinct patterns in the choice of
practitioner’, particularly if the availability of drugs is not the main force driving patients’ choices.

In terms of services provided, a survey of fixed primary health care facilities in the Gauteng
Province (Health Systems Trust, 2004) found that only 38% of Gauteng facilities provided
immunisation services for at least 5 days per week. This had dropped from 69% in 2000 and was
also lower than the national figure of 67%. Only 22% of facilities, a drop from 32% in 2000,
offered antenatal care, with 11% able to supervise deliveries. Nationally 55% offer antenatal care
and 46% are able o deliver babies. One professional nurse's knowledge was assessed from
each facility (mostly in relation to HIV and its most common opportunistic infections). Akhough
93% were able to give the correct instructions for making salt and sugar solutions and 99% were
able to explain the correct treatment for TB, 84% lacked knowledge on the appropriate use of the
BCG vaccination for HIV positive children.

2.,2.4,2¢ Examination and length of consultation

An important part of the medical encounter is the physical examination which, depending on how
thorough it is, may influence the patient's confidence in the doctor's diagnosis (Scarpaci, 1988;
Haddad et al,, 1998). The length of the consultation may alsa contribute. A survey in South Africa
{Smith et al., 1999) found that visits to private providers were reported to be longer than those at
public primary care providers. Whilst 40% of respondents who had used a public primary care
facility reported that the consultation lasted 5 minutes or less, this figure was 18% for respondents
who had been to a private facility. The proportion of respondents who reported that the
consultation was about 15 minutes was 40% for public and 47% for private facilities. For
consultations lasting 30 minutes or more these figures are 20% and 35% respectively, Focus
group participants in another South African study alse highlighted the fact that examinations at the
public ¢clinics did not appear to be thorough enough (Gilson et al,, 2005). In some cases the patient
receives no examination at all which makes them feel like the doctor can’t be bothered.

Although Wilson and Childs (2002) found that slower consultations were more likely to involve
more aspects of care, length of consultation as a marker for the quality of care will also depend on
the type of case (e.g. new patient, severity of illness) as well as cultural expectations of how long
the consultation should be (Druss & Mechanic, 2003). In a study in the United Kingdom, Ogden,
Bavalia, Bull, Frankum, Goldie, Gosslau, Jones, Kumar and Vasant (2004) found that patients
usually underestimated how long the consultation actually lasted. Those patients who perceived
the consultation to be shorter than it was were more likely to be dissatisfied with emotional aspects
of the consultation. The authors conclude that instead of just increasing the length of the
consultation, increased listening and understanding on the part of the doctor could improve the
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patient's satisfaction with their consultation and motivate them to comply with their doctor's
recommendations.

2.2 .4.2d Communication

According to Roter and Hall (1997:p.206), “Communication is both the most basic and the most
powerful vehicle of health care.” Although the doctor-patient relationship continues to evolve and it
is acknowledged that not all patients are inarticulate passive recipients of health care,
communication and information-sharing between doctor and patient is stilt problematic, even in
developed countries (Armstrong, 1884; Gochman, 1997a), despite being the institutional factor
most likely to impact on health behaviour (Gochman, 1997b). In the United States for example,
research found that only half of patients left the surgery having understood what their doctor had
told them (DiMatteo, 1991). In the Second Kaiser Family Foundation Survey of Health Care in
South Africa (Smith et al., 1999) patients rated 85% of nurses and 97% of doctors in terms of how
well they listened to the patient as excellent or gocd. In terms of how well the patient understood
the diagnosis, 64% of nurses’ patients and 88% of doctors’ patients stated that they had
understood. Public clinics in particular in South Africa have been criticised for giving patients poor
explanations about their health problem (Gilson et al., 2005}). In Lusaka, Zamnbia, a study by
Atkinsan et al. (1999) at a hospital outpatients department revealed that for many users who had
been referred, few had been given information about their diagnosis. Similarly in Kenya, caregivers
attending government facilities were rarely told what was wrong with their child or explained what
medicines had been prescribed or dispensed (Zurovac, Midia, Ochola, Barake & Snow, 2002).
One reason for the great demand for medicines and the popularity of self-medication has been
attributed to the poor quality of social relations between doctor and patient, particularly amongst
lower income groups (van der Geest & Whyte, 1989). In fact it has been suggested that medical
prescriptions may be a substitute for effective communication with a patient (Wartman, Morlock,
Malitz & Palm, 1981).

One reason for ineffective communication can be attributed to the knowledge perspective - the fact
that doctors and patients obtain their knowledge from very different sources (Hayes-Bautista,
1978). According to Helman (19835, as cited in Gochman, 1997a:p.1), the doctor “is more likely to
have a ‘disease’ view, focusing on specific ‘objective’ pathology; the patient is more likely to have
an 'iliness’ view, reflecting ‘subjective’ feelings and experiences.” Although the physician’s
knowledge of the explanatory beliefs of the patient is generally limited, this is moreso the case for
less well-educated patients (Helman, 1985). In some cases communication between a doctor and
a physician may be hampered by linguistic differences {(Ngubane, 1977) in which case a lingua
franca or an interpreter is used. However as DiMatteo (1997:p.7) peints out “It is important to
remember that physician and patient may share a language and culture, but still fail to understand
each other well.” This is due to the subjectivity of the illness experience (Kleinman, 1988) and the
patient’s potential anxiety as well as the medical jargon used, consultation time limits and
differences in physician-patient knowledge and power (DiMatteo, 1997).
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The patient may perceive the amount of inforrnation that a doctor provides as a reflection of his
concern (Roter & Hall, 1997). Although the majority of patients want to find out as much
information as they can from their provider (Hall, Roter & Katz, 1988; Roter & Hall, 1892; Ley,
1989), typically they do not ask many questions or seek clarification when they do not understand
{DiMatteo, 1997; Roter & Hall, 1992; Barnlund, 1976). This may be as a result of lacking skills in
articulation or not wanting to take up too much of the doctor’s valuable time (DiMatteo, 1993;
Roter, 1984}. Socio-demographic characteristics of the patients which are known to hamper
effective communication include low income and education (Barnlund, 1976) as well as older age
{Putnam, Stiles, Jacob & James, 1985). Even in cases where patients are more assertive, the
amount of time available for the consultation is usually imited and the physician may therefore
control the amount of information that is exchanged through close-ended gquestions (DiMatteo,
1897; Kleinman, 1988; Beisecker & Beisecker, 1990; Fisher, 1983). Furthermore, in the United
States, Putnam et al. (1985) found that diagnosis was technology-driven rather than using detailed

medical histories which required more communication skills.

According to Ngubane (1981:p.381), in terms of the doctor-patient relationship, traditional and
Western providers differ in the way the case history is prepared, how the patient is diagnosed,
communication between the provider and the patient as well as the attitudes of the providers to
different types of health care. Further differences arise in terms of what the patient expects of the
doctor and vice versa. Western doctors usually ask the patient their reason for attendance and
about their symptoms. This is usually followed by a brief examination, with very little explanation
about what is wrong with the patient or the cause of the illness (Ngubane, 1977; Good, 1987a;
Lasker, 1981). Furthermore, a patient might be reprimanded or treated condescendingly if it is
discovered that they have been to a traditional healer, particularly if the patient is attending late in
the health-seeking process. This usually deters the patient from telling the doctor or nurse about all
forms of treatment that they might have taken leading to inaccurate case histories (Ngubane,
1977). The sangoma (diviner) on the other hand usually knows why the patient has come to see
them and what the cause of the illness is (Ngubane, 1981). The inyanga (TMP / herbalist) may not
have the divination powers of the sangoma, however they spend a long time finding out about their
patient's physical, mental and social well-being (Ngubane, 1981).

2.2.4 2e Staff attitudes and affective behaviour

As well as giving the patient information in a format that they can understand, the doctor's
emotional support and understanding is a major element of effective communication (DiMatteo,
1997). “When lay people cannot judge the contribution of the medical or technical intervention to
their well-being” (Phillips, 1990:p.208), the bedside manner or the affective behaviour of the health
professional and the “perceived degree of helper commitment” (Chrisman & Kleinman, 1983:p.584)
becomes crucial to gain the patient’s confidence and trust (Ben-Sira, 1976, 1980, 1988;
Donabedian, 1985). Ben-Sira (1988:p.94 as cited in Ben-Sira, 1997:p.39) defines affective
behaviour as: “(1) attributing therapeutic importtance to and (2) engaging in (a) warm, open
relations with the patient, (b) attentiveness to problems even if unrelated to disease, (¢} gathering
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information about personal and family problems, (d) gathering information about social relations,
and (e) explaining the rationale of diagnosis and treatment.”

Patients tend to be more satisfied with the physician encounter when their opinions are taken into
account and when they are free to express negative emotions (Stewart, 1984). Patients can also
recall instructions much better if the doctor is friendlier and when they are involved more in the
consultation, rather than placing them in a passive, compliant role (Heszen-Klemens & Lapinska,
1984). By using a more patient-centred approach (Byrne & Long, 1976, as cited in Ogden, 2004)
involving the patient more in decision-making and considering their needs and preferences,
inappropriate and unnecessary medical care may be avoided as patients are less likely than
physicians to choose expensive or invasive treatments (Wennberg, 1990; DiMatteo, 1997; Brody,
1992), They are also more likely to give a complete history of the iliness, symptoms and the
treatments taken (Waitzkin & Stoeckle, 1972; Hackett, Cassem & Raker, 1973). Choosing a
treatment that the patient themself is happy with also means that they will be more likely to comply
{DiMatteo, 1294; DiMatteo, 1997; Speedling & Rose, 1985).

In Jamaica, MacCormack and Draper (1988:p.287) observed that nurses “enjoyed the power of
‘gatekeepers’ to the therapy, sometimes berating the guardians in a verbal show of power.” As well
as telling caregivers never to use traditional treatments, complicated words such as ‘electrolytes’
were used when explaining oral rehydration therapy thereby “validating their professional status.”
In South Africa itself, a common theme running through focus groups in the Eastern and Western
Cape was the negative aftitude of staff in the public sector which created an unpleasant
atmosphere for the patient (Palmer, 1999). Nurses in particular were criticised for criticising
patients, insulting them and showing favouritism. Public clinics in which nurses were friendly,
understanding and helpful however, were more accessible to the respondents, even if the
medicines were perceived to be weaker.

Other studies in South Africa, notably in public sector obstetric settings have highlighted the
barriers created by the negative attitudes of some nurses, including verbal, physical abuse and
neglect (Jewkes et al,, 1998; Abraham, Jewkes & Mva, 2001). Nurses have been found to be
particularly abusive towards pregnant teenagers, teenage mothers, lower SES patients and those
with HIV/AIDS (Modiba et al,, 2001). Patients rarely complain however, for fear of victimisation
(Jewkes et al., 1998).

Ethnographic fieldwork from a hospital in Ghana describes how patients often (although not from
all health workers) receive differentia! treatment according to their social status and who they know
(Andersen, 2004). Patients were seen as problematic if they did not follow instructions, answered
questions incorrectly, complained, caused trouble or if they thought they knew more than the nurse
or doctor. Complaints about patients mostly referred to patients from rural areas or those who
lacked education, Logan (1988:p.116) found that pharmacists in an urban Mexican study were
viewed more as “social equals than social superiors”, thereby facilitating communication. Logan
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observed that in order to maintain business, pharmacists accepted their client's health care beliefs
and were more willing to please their customers than other health care practitioners. As many of
the pharmacists lived locally, they were probably more aware of their clients’ health and social
problems. In South Cameroon, van der Geest (1988) found that the local informal traders who sold
medicines were even more approachable than the pharmacists, as people could ask for particular
medicines or ask what particular medicines were gocd for, without having te disclose their health
problem. They were also more patient and friendlier towards clients.

The level or ranking of a provider may also indicate the quality of care. In the Philippines for
example, Wong, Popkin, Guilkey and Akin (1987) found that midwives at public facilities in urban
areas were thought to provide lower quality care than doctors or nurses. Other studies suggest
that the presence of qualified health workers attracts patients (Heller, 1982; Sauerborn et al,,
1989). In a South African survey (Smith et al.,, 1999), private facilities (45% primary and 53%
hospital) were more likely to be rated as excellent by their attendees than public facilities (19%
primary and 14% hospital). In a different study in South Africa, Palmer (1999) found that private
doctors were usually favoured because of the polite manner in which they treated patients, spent
time talking to them and giving them a thorough examination. Gilson and colleagues (2005) found
similar results in their focus groups in South Africa {2005). In Israel, Ben-Sira (1988, as cited in
Ben-Sira, 1997) also found that private fee-for-service providers were perceived to display more
affective behaviour than primary care practitioners whose services were universally free. This
was explained by the private providers’ need to attract customers to their service and the primary
care providers' need to demonstrate their authority given their perceived lower status by the
professional community and patients. A survey of fixed primary health care facilities in the
Gauteng Province {Health Systems Trust, 2004} found that 94% were managed by a professional
nurse. Compared to other provinces, Gauteng had the highest number of doctors although the
number of professional nurses (22.6 per 100,000 population) was below the national figure of
33.2 per 100,000 population. In the Second Kaiser Family Foundation Survey of Health Care in
South Africa (Smith et al., 1999), 64% of patients treated at a primary health care facility were
treated by a nurse whereas only 8% of patients who visited a private facility and 27% of patients
at a public hospital were treated by a nurse. In the same survey, doctors were rated much higher
than nurses in terms of the care that they provided. In terms cf how well they treated patients,
76% of nurses and 92% of doctors were rated as excellent or good.

2.2.4.3 Outcome and patient satisfaction

Ineffective traditional or biomedical treatment or dissatisfaction with the treatment has been found
to be a major determinant of non-cornpliance (Hayes-Bautista, 1976), switching therapies or using
different therapies conjointly (Janzen, 1978; Mburu, 1973; Acuda, 1983). Past successful
experiences with a treatment on the other hand are more likely to promote adherence to it
{Chrisman & Kleinman, 1983). In the case of childhood convulsions in Kenya for example,
Molyneux and colleagues (2002) highlight the importance of previous experience as well as trial
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and error when initially choosing a therapy. Recovery, the speed of recovery and therefore the
efficacy of the treatment are important criteria when judging the quality of a health care provider or
treatment (Haddad et al., 1998) and usually govern whether these will be used again in the future.
Measuring the outcome of health care is problematic however, since many illnesses are seli-
limiting and not life-threatening and would disappear regardless of treatment {Haug, 1997).

Although allopathic health care may be the first choice of many, the unfolding of an illness or
failure of a treatment to work within a temporal boundary may change the definition of the iliness
from a natural one to a personalistic one {Chavunduka, 1978; International Development Research
Centre, 1980). It is suggested by Etkin (1988} that one reason for the continued use of traditional
medicines is due in part to their efficacy as defined by the patient. Emic signs of efficacy might
include the disappearance of symptoms, a physical sign that the healing process is underway (e.g.
purging the body, promoting rash eruption) or determining who or what caused the illness and why
(Etkin, 1988). Western bias usually means that such definitions of efficacy are usually not
understood and often ignored by biomedical health care providers. To ensure compliance, “the
clinical reality implied by labelling and treatment must be congruent with the patients’ sociocultural
construction of reality (Berger & Luckman, 1967}, and the symbolic content within which symptoms
are embedded (Geertz, 1966)." (Chrisman & Kleinman, 1983:p.584).

There appears to be a discrepancy between a Western practitioner’s definition of therapeutic
efficacy and that of a patient’s (Kleinman, 1980), Whereas the criteria used by a doctor to evaluate
the success of a treatment is more technical, usually defined by the absence of disease, or
contrelling “disordered biological and psychological processes.” (Klginman, 1980:p.82), a patient's
evaluation also involves behavioural aspects such as how they feel, as well as subjective
evaluations about the doctor's interest in their iliness problems as opposed to disease problems, or
what Kleinman (1280:p.82) refers to as “the provision of personal and social meaning for the life
problems created by sickness.” (Cay, Fhilip, Small, Neilson, & Henderson, 1975; Kane, Olsen,
Leymaster, Woolley, & Fisher, 1974). In Santiago, Chile, in predicting patient satisfaction, 4
variables explained 29.6% of variance in predicting quality of care on a Likert-scale. Most
satisfaction with the medical encounter usually involved being touched by the physician, being
examined well and being listened to, receiving a free prescription drug or being referred to the local
hospital for a diagnostic procedure, such as a blood test or X-ray. Dissatisfaction with the place
and space of the facility involved the long queues, lack of cleanliness and impolite ancillary staff
who booked the appointments. (Scarpaci, 1988). When a patient is not satisfied with the quality of
care, the advice given or the cutcome of treatment, clinical processes may be affected by non-
compliance (Ley, 1981, 1988, as cited in Ogden, 2004}, the misuse of health services or the use of
harmful or ineffective alternative treatments (Kleinman, 1980).

Mkhwanazi (1989) attributes much of the therapeutic success of the sangoma to an empathetic

understanding of the patient’s health problem within the framework of their world-view.
Discrepancies in patient and practitioner Explanatory Models may lead to the patient withholding
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information for fear of ridicule or admonishment as wel! as resulting in the negative health
outcomes outlined above (non-compliance, dissatisfaction, etc.) (Kleinman, 1980). When asked to
rank different Western health care providers in a Yoruba town in Nigeria in terms of their
effectiveness, the main criteria cited by community members included the efficacy of the
medication (including speed of recovery), how well qualified the health workers were (including
their manner) and recommendations from others who had used the services {its ‘fame’} (Adetunji,
1991). In a qualitative study in the Eastern and Western Cape, Palmer (1999} found that the
efficacy of the treatment in the public sector was often doubted due to the lack of a proper
examination, the poor quality of medicines and a poor explanation of the health problem. This led
‘to recurrent visits to the same health care provider to no avail or paying more to see a private
practitioner. Similar to previous study findings in South Africa (Smith et al,, 1999; Couper, Tumbo,
Hugo, Harvey & Malete, 2004), focus group paricipants in another study in Scuth Africa revealed
that medicines at public clinics were generally perceived to be diluted and weaker than the
medicines available at private providers {Gilson et al., 2005). Furthermore, participants often felt
that they were not examined properly, were given poor explanations of what was wrong with them
and were often blamed for their health problem as well as the attitudes of the nurses (Gilson et al.,
2005).

Patient satisfaction with a consultation may therefore be divided up into affective aspects such as
emotional support and understanding, behavioural aspects such as an adequate explanation and
the prescription, as well as competence, including how appropriate the referral is and the
physician’s diagnosis (Ley, 1988). Satisfaction with the provider also means that a patient will be
more likely to perceive their problem as being solved (Ben-Sira, 1988 as cited in Ben-Sira, 1997)
and to use their services in the future should they require them (Ross & Duff, 1982), Ben-Sira
(1988, as cited in Ben-Sira, 1997) found that lower satisfaction with the provider increased the
chances of a patient turning to a private fee-for-service practiticner.

2,2.5 Referral Systems

2.2.5.1 Social networks, support and the lay referral system

Social networks and the support they provide are crucial for finding ocut new contacts and
information, compliance with medical regimens (Levy, 1983) as well as identifying and solving
problems {(Heaney & Israel, 1997), all of which are important for health-seeking behaviour, More
insular groups for example are mere likely to maintain traditional health beliefs and reinterpret
information from allopathic health care according to these beliefs {Chrisman & Kleinman, 1983).
One aspect of social networks is the support they provide. This can be defined or measured in
several ways and is always intended to be a positive interaction (Heaney & Israel, 1997). This may
be emotiona! (e.q. care, empathy, love or trust), instrumental (e.g. service or direct assistance),
informational (e.g. advice, suggestions, information) or appraisal support {e.g. constructive
feedback, affirmation), although it may not always be possible to study them as separate
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constructs (House, 1981, as cited in Heaney & Israel, 1997). It should be noted however that
“social networks might exert a negative impact in circumstances when dangerous health advice is
dispensed, and / or preventive action is discouraged by influential others.” (Adams, Madhavan &
Simon, 2002:p.175)

According to Barnes (1954, as cited in Heaney & Israel, 1997) social networks which are more
close-knit, homogenous and live closer to each other provide each other with better affective and
instrumental support. As outlined previously, Suchman (1365a; 1965b) describes these structural
characteristics on a continuum ranging from parochial to ethnocentric. Child support in the form of
money, sympathy, medicine and advice are invaluable in the health-seeking process, and smaller,
poor households may lack support from kinship networks (Sauerborn, Adams, & Hien, 1996).
Smaller socially homogenous groups may also not receive as much information as members of
larger heterogencus networks which are able io access information much easier (Wheeldon, 1969,
as cited in Chrisman & Kleinman, 1983; Kroeger, 1983). With urbanisation, the extended family
may become maore dispersed, thereby reducing the effect of kin on health-seeking behavicur,
particularly with regards to traditional medicine (Feierman, 1979). Although it is still used, families
are less likely to participate in actual treatment or associated rituals and financial, temporal and
spatial constrictions in urban areas have reduced the length and complexity of such treatments
(International Development Research Centre, 1980; Good, 1987a). The more nuclear family
structure and work commitments in urban areas were reasons posited for the lower frequency of
child health check-ups than in rural areas in South Africa (Hirschowitz, 1995a). In communities or
social groups with person-oriented world-views and more close-knit social networks, there are
likely to be more knowledgeable people such as grandmothers who can be consulted about
treatment {Chrisman & Kleinman, 1983). In Guatemala, the presence of a women’s mother-in-law
or mother in the household lowered the probability of receiving advice or assistance only from a
husband (Carter, 2004). Although mothers are usually the main decision-makers when it comes to
child care, husbands or partners also play an important role, particularly in patrilineal societies or if
they are expected to pay for the treatment or medical care (Adetuniji, 1991). In the case of
childhood fever in urban Kenya, Molyneux and colleagues (2002} found that 74% of mothers had
received advisory or financial assistance and the main source of financial assistance was from
their husbands. Support in visits to shops and health facilities was more likely amongst mothers
whose husbands were resident in the same household, mothers who were married and mothers
living in male-headed households. In Guatemala, Carter (2004) unexpectedly found that a high
proportion of women (63.3%) sought advice and assistance from their husbands when their child
had been unwell. The extent to which the husband was involved in the child's illness was
determined by characteristics of the iliness, the child and the availability of social support and
health care providers. Whilst mothers-in-law were more likely to give or provide medicines and
mothers of the caregiver were more likely to give home treatments, husbands were more Iikely to
provide money. In Tanzania however, Hausmann-Mueula and colleagues (2000) describe how the
onus to pay for the child’s health care usually fell upon the mother and many caregivers
complained of their husband’s and partner's indifferénce towards their child's health care.
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According to Good (1987a), most urban patients are usually referred to a TMP by a relative, friend
or acquaintance who has experience of the TMP's work or knowledge of their reputation. In rura!
Guatemala for example, a caregiver’s proximity to parents and in-laws increased the probability
that a child would be taken to a curer (Goldman et al,, 2002). In Janzen’s (1978) view, this
‘Therapy Managing Group’, or what Mayer (1966} terms an ‘action set’, is key to understanding the
therapeutic choices that patients make across all forms of health care. In certain cases, relatives
may actually be in charge of the decision-making process (Stock, 1987). In Kenya for example
mothers choices regarding fever and convulsions were sometimes based on the insistence of other
family members and if the mother did not conform then disputes could arise {(Molyneux et al,,
2002). Sometimes mothers would risk separation or divorce if they thought that the treatment
would save their child. In some cases mothers sought advice from their mother-in-law who would
then take the child to a traditional healer without the father knowing.

Within the Lay Referral System (Friedson, 1970) evaluations are constantly made in terms of
symptom change, respense to treatment, side effects of the treatment and satisfaction with the folk
or professional care. (Chrisman & Kleinman, 1983). The degree to which the action set will be
involved in the patient’s illness is partly determined by the severity of the illness (Mayer, 1966, as
cited in Chrisman & Kleinman, 1983). For more commonplace illnesses the Therapy Managing
Group is likely to comprise fewer individuals and in some cases only the sick person themself, than
for illnesses which have a personalistic cause (Hausmann-Musula et al.,, 2000).

The degree to which the action set will be involved in the patient’s illness is also determined by the
structure of the social network (loose-knit or close-knit) (Mayer, 1966, as cited in Chrisman &
Kleinman, 1983). ‘Noninsular cosmopolitans’ {low levels of ethnic exclusivity, friendship solidarity
and orientation to family tradition and traditicnal health beliefs) are likely to trust providers outside
their network more than parochials and also base their judgement of the provider and subsequent
adherence to treatment on a wider range of factors (Chrisman & Kleinman, 1983). In an urban
study of health-seeking behaviour in Senegal, the participation of a mother in urban networks (use
of the local language, being a member of local associations and knowledge of the paolitical leader in
the area) was associated with utilisation, whilst time spent living in the area on its own was not
(Fassin, Jeannee, Cébe, Réveillon, 1988). Apartheid's urban policy in South Africa ensured that
townships such as Soweto were fairly homogenous and low incomes encouraged mutual
assistance, thereby creating a strong sense of community (Morris, 1989). More recent research
continues to find this sense of community with strong social networks in Soweto (Gilbert &
Soskolne, 2003), which for the purposes of this study may be contrasted with the heterogenous
community of Johannesburg, particularly the inner city.

Family influence may also foster a notion of reliability in habitual behaviours (Lindbladh & Lyttkens,
2002). “Internal subjectively constructed barriers firmly rocted in prior non-chosen social and
economic conditions can be an equally powerful restricting mechanism.” (Lindbladh & Lyttkens,
2002:p.458). Over 70% of women in the Sowetan study had been told about Dutch medicines by
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their mothers (de Wet, 1998a), and notions of reliability and familiarity would no doubt have
influenced their use. In Addis Ababa it was found that if patients had a new iliness they tended to
seek advice from relatives or friends before going to pharmacies {Kloos et al., 1988). In the
Philippines, Hardon (1887) found that families were the most important source of information on
health care (44%) followed by the rural health centre (20%) then doctors in town (14%).

2.2.5.2 Professional referral system

A patient may find themselves at a provider through the professional referral system. This may
either entail a referral from a clinic or health centre to a higher leve! of care at a hospital, a referral
from a GP to a specialist at a hospital, or a referral from a traditional healer to a biomedical facility.
Good (1997} for example, found that 90% of TMPs interviewed referred patients to a clinic or
hospital for a wide range of ilinesses including fractures and injuries, asthma and tuberculosis.

2.2.5.2a Bypassing

...in poorly funded and overstrelched systems... if any sector within the system

becomes more efficient and of better qualily, gains will soon be lost by the swamping

effects of new users switching fo it. (Phillips, 1990:p.196)
Before the adoption of a primary health care approach to public health services by the ANC
government in South Africa, in 1993 / 4 anyone could attend a teaching hospital (Gibson, 2004).
Following the subsequent downsizing of higher level services in order to achieve a more equitable
health system, unless in an emergency situation, accessing secondary or tertiary care henceforth
requires a referral letter from a recognised health care provider (Gibson, 2004; Scarpaci & Keamns,
1997). Non-emergency routine cases do attend higher levels of care however, without an
appropriate referral. In South Africa, 93% of nurses in a survey agreed that patients abused the
system of primary health care by shopping around between clinics (Walker & Gilson, 2004).
Slikkerveer (1990:p.63) describes ‘healer shopping’ as “different healers treating the same illness
without any process of referral between them.”

‘Doctor shopping’ or bypassing is not just fimited to the case of South Africa. Keop {1993, as cited
in Scarpaci & Kearns, 1997) reports that 37 million seli-referrals without medical insurance often
present with non-serious health problems in haspital emergency rooms in the United States. In the
Philippines, it is estimated that approximately 60% of hospital cases in the mid-1980s could have
been dealt with by PHC services (Phillips, 1986b). According to Phillips {1990}, in many cases
hospitals are used because of patients’ lack of confidence in primary health care. In Sri Lanka,
rural residents often bypassed the local government hospital in favour of the larger general hospital
in Galle, usually because it lacked supplies and had fewer facilities (Wolffers, 1988). In a study by
Akin and Hutchinson (1998) in Sri Lanka, more severely ill patients were more likely to travel
further for better quality care and in general! facilittes (regardless of type) were less likely to be
bypassed if they had sufficient doctors and drugs and were in better condition. In Tanzania, lower-
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level facilities were also bypassed for district hospitals and other tertiary care facilities mainly due
to the difference in quality of services provided (Walraven, 1296).

In Lusaka, Zambia, a study by Atkinson et al. (1999) revealed that patients were not bypassing the
primary care facilities because they would receive better technical care, but because they believed
the outpatient departments at hospitals to be better-supplied with drugs, which in effect made it
cheaper as they did not have to go and purchase their own. Of those patients interviewed at the
hospital outpatient’s department, 60% had come directly, without having been to a health centre,
particularly paediatric patients. Furthermore, 41% of those who had been to a health centre had
self-referred. Despite the preference for hospital treatment, only 48% considered the services to be
good, with the other half complaining of cvercrowding, being around cthers with infectious
diseases, poor staff attitudes, doctors not listening properly, as well as rushing the examination.
When respondents exiting urban health centres were interviewed, the majority were happy with the
staff attitudes and drugs were generally available, although only a few had been explained what
was wrong with them. Respondents who were interviewed in the community reported
dissatisfaction with the urban health centres due to drug shortages and waiting times, although
staff attitudes were generally good and the health facilities were clean. In-depth interviews were
held with a group of respondents who had been referred to the hospital but who did not go. The
main reasons given included not having sufficient money for transport, food at the hospital, or to
buy drugs if there was also a shortage at the hospital. Respondents also assumed that the visit
would only be to make an appointment and they would still have to return on another day. Data
from this study suggest that it is only a small percentage of the health-seeking population who do
bypass the health centres.

Although hospitals were not found to be a source of primary health care as in the previous studies,
a study in the capita! of Burkina Fasg found that patients who lived on the outskirts of
Quagadougou were willing to bypass their local clinic and travel further into the centre where
facilities were better equipped and better staffed (Develay ef al., 1996). In a study in Burkina Faso
where community health workers (CHWs) were supposed to identify and refer serious cases if
necessary, these were bypassed in 96.5% of cases, one reason being because CHWs were only
trained and equipped to treat a small number of mild conditions (Sauerbomn et al., 1989).
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2.2.6 Conclusion

The preceding sections have provided an overview of different predictors and barriers to health-
seeking behaviour and have highlighted the variability in importance of these variables in different
settings. These include characteristics of the caregiver (education, SES, gravida / experience);
characteristics of the child (general health status, age and sex); characteristics of the illness
{perceived severity or need, stage of illness); characteristics of the provider (organisational and
environmental dimensions, process determinants) as well as outcome and patient satisfaction.
One variable which has not yet been explored however is that of health beliefs. The following
section explores the concepts of world-view and illness aetiology and provides insight into health
beliefs and subsequent health-seeking behaviour specific to the context of childhood ilinesses in
South Africa.

2.3 Health beliefs: World-view and iliness aetiology

An ethnomedical approach to understanding health-seeking behaviour places particular emphasis
on the meaning of illness (as opposed to disease), experiences and expectations, collectively
known as Explanatory Models (EMs) of iliness (Kleinman, 1980; Good, 1987a). According to
Kleinman (1980:p.105), these serve to “guide choices among available therapies and therapists
and to cast personal and social meaning on the experience of illness”. Furthermore, Kleinman
(1980: p.105}, suggests that these models seek to explain aetiology, the time and mode of the
onset of symptoms, pathophysiology, the course of sickness including the degree of severity, and
finally treatment and should be distinguished from general health beliefs, as they are formed in
relation to a specific iliness episode and may undergo change fairly frequently. Beliefs about
symptoms might also differ considerably to that of a health professional (Chrisman & Kleinman,
1983).

Within these Explanatory Models are ‘semantic sickness networks’ composed of the patient and
their family whose experiences and beliefs about symptoms and causality, along with any social
problems form a basis for decision-making (Kleinman, 1980; Good, 1987a). Patient and family
EMs may often be in conflict, forming a “dyadic relationship” (Kleinman, 1980:p.111). Examples of
semantic sickness networks include the concepts of folk-related illnesses in some Latin American
countries, such as caida de la mollera (fallen fontanelle), mal aire (evil air), mal ojo (evil eye}, susto
(magical fright), empacho (food stuck in the digestive system) and tirisia (anxiety) (Weiss, 1988;
Rivera & Wanderer, 1986; Kleinman, 19880; Logan, 1988; Weller, Pachter, Trotter & Baer, 1993;
Hudelson, 1893). Although not found in the South African world-view, the concept of the ‘evil eye’
occurs in at least 36% of the world's cultures, including North Africa, Bangladesh, India and
Pakistan (Heelas, 1977). In Bangladesh for example giving the evil eye 1o newborns is referred to
as nazar (Winch, Alam, Akther, Afroz, Ali, Ellis, Baqui, Darmstadt, El Arifeen, Seraji, & the
Bangladesh PROJAHNMO Study Group, 2005), whilst in Kenya the evil eye is referred to as
sihoho or juok wang’ (Geissler, Harris, Prince, Olsen, Achieng’ Odhiambo, Oketch-Rabah,
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Madiega, Andersen & Molgaard, 2002). Further examples of semantic sickness networks include
heart distress in Iran, which was perceived as a side effect of the oral contraceptive and hampered
its uptake (Good, 1977); ching (fright) in Taiwan or Hong Kong; ut siong in Taiwan which is
characterised by symptoms of anxiety or depression but which has several lay definitions
(Kleinman, 1980); white liver (strong resemblance to HIV/AIDS) caused by conjuration, hoodoo
rootwork amongst Black scuthern Americans (Kerr, 1993); rickets, marasmus, weakness and
kwashiorkor in Digo children in Kenya are referred to as chirywa and attributed to the sexual
behaviour of the parents (Daily Nation, January 27, 1978; Gerlach, 1959). In Mozambique a similar
life-threatening childhood illness invoked by adultery on the part of either parent (although usually
the father whilst the child was still breastfeeding} is referred to as piringaniso / phiriganiso /
piringaniswa (Pfeiffer, 2002). These concepts of iliness and associated patterns of behaviour have
evolved from the world-view of the people in these countries (Good, 1987a). Across societies, for
many of the afore-mentioned illnesses, Western medicine may be used to cure the somatic
symptoms of the ‘disease’, whilst traditional or folk treatment is needed to cure the cause of the
illness’ (Kleinman, 1980, Adair & Deuschle, 1970) or tuan-ken which means “to cut down the roct”
in Chinese (Kleinman, 1980: p.87). As routine assessments of symptoms and response to
treatment are made and new information is learnt, the explanatery model of a patient's illness may
change (Blumhagen, 1980; Kleinman, 1980; Good & Good, 1981; AmaraSingham, 1980, as cited
in Chrisman & Kleinman, 1983).

Hammond-Tooke (1989:p.32) defines world-view as a “system of concepts that underlies and
reflects perceptions of the world and of humanity's place in it.” Each person develops their own
world-view through their life course and these explanatory concepts may contain conflicting
beliefs {(Hammond-Tooke, 1989). Therefore concepts of health, illness and healing or healmemes
(Fabrega, 1997) cannot be divorced from the particular world-view of the person being healed
and their cultural group. According to Fabrega {1997:p.23), “The set of healmemes of a specific
society provides the meanings of and guides the actions directed toward health, sickness, and
healing in that society.” Healmemes are passed on from generation to generation and once they
are no longer effective they evolve or are discarded.

According to Good (1987:p.15), “Parallel use of biomedical and traditional medical specialists, as
well as other sources of therapy, is often pronounced where large segments of the saciety
conceptually separate the treatment of overt symptoms of ilinesses from what are perceived as
their underlying root causes.” The biomedical model tends to view health as a commodity
(Taussig, 1980) with scant attention for any social or supernatural causes of illness, In Western
medical science there is a causal organism for every disease and the primary concern is to heal
the body (Gumede, 1990). Reasons for becoming ill usually fall within 1 of 3 groups: statistical
probability, hereditary and lifestyle (Hammond-Tocke, 1989). As well as natural causes of illness
such as old age, injury, exposure to heat or cold (Gumeds, 1990) or illnesses that are just said to
happen (Ngubane, 1977), illnesses in traditional African medicine may also be caused by
psychological or supernatural factors (Ngubane, 1977).
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Hammond-Tocke (1989:p.46) divided the South African world-view (Nguni, Sotho, Venda and
Tsonga) into “four broadly-defined sets of theories purporting to explain illness and misfortune”:
witchcraft, spirits and ancestors, Supreme Being and pollution®. Debates over which cause
predominates in sub-Saharan Africa are ongoing, with some researchers finding the personalistic
(i.e. witcheraft) models of iliness more dominant (Stayt, 1968; Hammond-Tooke, 1989; Caldwel! &
Caldwell, 1994; Azevedo, Prater, & Lantum, 1991; Ajai, 1930), whilst others such as Green
(1999), Good, {(1987) and Feierman (1984) argue that the naturalistic (i.e. pollution) explanations
of ilness are more widespread. Green {19993) argues that the wide use of emetics and purgatives,
which are usually used to rid the body of the pollution are an important indicator of the importance
of illnesses caused by pollution in South Africa.

In determining the cause of the illness, anthropologists have found that healers distinguish
between different levels of cause: immediate (proximate) versus ultimate or instrumental, efficient
and ultimate (Green, 1999). Because many health beliefs are passed on from one generation to
another orally, contradictions and illogicalities may occur (Goody & Watt, 1963}, particularly in
urban areas where more heterogeneous patterns of belief are found {(Kleinman, 1980}. Although
competing theories of causation and treatment may exist, general patterns can usually be found
amongst healers (Green, 1999}, as well as in the popular sector where a ‘public ideclogy’ is made
up of shared beliefs (Kleinman, 1980:p.95).

Patterns of symptoms “produce culture-bound disorders” which Kleinman {1980: p.77) interprets
as “illnesses associated with culturally unique patterns of meaning superimposed on diseases
that are universal.” In many cases where a naturalistic agent is expected to be the cause and the
patient does not respond to the treatments given, then a personalistic cause may be suspected
(Green, 1999}, In other cases, “disorders are of indeterminate aetiology until treatment begins.”
(LeBeau, 1998:p.3). llinesses which are “bound up with African ways of viewing health and
disease” are usually referred to as ukufa kwabanifu (diseases of the African peoples) (Ngubane,
1977). Wessels (1989) lists these as: spirit possession, sorcery, poisoning, pollution,
environmental hazards, ancestral wrath and disregarding cultura! norms. In contrast to Western
medicine, who and not what caused the illness must therefore be ascertained (Gumede, 1980).
According to Felhaber & Mayeng, (1997) diagnosing what caused the illness (immediate cause),
who caused the illness (efficient cause) and why (ultimate cause) may involve observation,
asking the patient about their symptoms as well as divination. Information from family members
may also be obtained.

? Pollution in this context refers to a person or place that is in an impure or ‘polluted’ state which is usually
associated with birth or death. It does not refer to contaminating the environment.
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2.3.1 Supernatural / personalistic causes

Personalistic causes of illness include “the active, purposeful intervention of an agent, who may
be human {a witch or sorcerer), nonhuman (a ghost, an ancestor, an evil spirit} or supernatural (a
deity or other very powerful being).” (Foster, 1976:£.775). Witchcraft in the form of idliso
(poisoning) or ilumbo (spell), spirit possession, ancestral wrath, neglect of cultural rites or
practices and defilement are all supernatural causes of illness (Gumede, 1990; Mgobozi, 1974).

2.3.1.1 Ancestral cause of iliness

A strong bond is maintained between the living and the more recently dead (grandparents or
great-grandparents) through customary rites and rituals to honour the ancestors (Ngubane, 1977,
Gumede, 1990) know as the amadloziin Zulu and badimo in Sotho. If these customs are not
performed, if the family name is sullied or if junior members of the family show disrespect towards
their elders, ill-health or misfortune may occur as a result of the ancestors withdrawing their
protection (Ngubane, 1977}. This serves as a gentle reminder (Hammonde-Tooke, 1989} to their
descendants, although ancestral-related illnesses are probahly not as commoen as other
aetiological causes and usually not as serious (Hammond-Tooke, 1981a; 1989). Within the first
year of a child's life, a sacrifice (usually a goat) known as imbeleko is carried out, a goat-skin
wrist band (isiphandla) is normally made for the child, the ancestors are informed of the child's
birth, thanked and asked to protect the child {Ngubane, 1977).

2.3.1.2 Witchcraft and bad spirits

When considering the existence and power of witchcraft, Kato (1970) draws on an analogy of
God being a powerful force for those who believe, whilst for the atheist God does not exist.
According to Hammond-Tooke (1989), witcheraft (ubuthakathiin Zulu and boldyi in Sotho) is
believed to be one of the commonest causes of illness in South Africa, although this is disputed
by Green (1999). Regardless of its prevalence, it is nevertheless still believed to be a cause of
iliness, even in urban areas. In fact fears of witchcraft and sorcery are said to have increased in
urban areas undergeing rapid economic and social change across the developing world
{Bourdillon, 1991; Geschiere, 1977; Kohnert, 1996; Maxwell, 1995 as cited in Pfeiffer, 2002) as it
provides an idiom “for addressing new social tensions that develop in ‘modern’ contexts of
inequality” {Pfeiffer, 2002:p.192). Witches are believed to inherit their mystical powers and are
able to change shape, become invisible and usually have ‘familiars’ (usually small animals such
as owls, snakes or wildcats or folkloric dwarves such as the fokoloshe) working for them.,
Saorcerers on the other hand do not have mystical powers like the witches but use traditional
medicine for wrong-doing (Hammond-Tooke, 1989) and have given traditional medicine bad
press over the years. There are many forms of sorcery including poisoning people’s food {idfiso)
or putting umbhulefo / ibekelo (semething lain down) or ‘muthi traps’ on paths where people walk
{(Hammond-Tooke, 198%; Ngubane, 1977). Traditional medicine with an anti-social use is usually
referred to as abuthi (destructive medicines) (Hammond-Tooke, 1989) or umuthi wokubulala
{medicine for killing) (Ngubane, 1977). A type of spirit possession known as ufufunyane is said to
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cccur as a result of coming into contact with harmful medicines left by a sorcerer (Ngubane,
1977). If a pregnant mother suffers from ufufunyane her baby will be born with ipleli (plate}, in
which the placenta is perceived to be malformed in the shape of a ‘plate’ rather than a ¢lenched
fist (Ngubane, 1977}. Protective charms and medicines are usually used to protect homes and
individuals against ‘bad spirits’ and witchcraft. Intelezi’, urine, or sea water for example is usually
sprinkled around the home, incense or traditional medicines can be burnt or scarifications made
on the person and traditional powdered medicine rubbed into them (Hammond-Tocke, 1989). If a
baby does not sleep at night or cries a lot this may be a sign that there are evil spirits in the house
{de Wet, 1998a).

An example of a supernatural illness given by Mgobozi (1974) is that of tuberculosis. Interpreting
the iliness to be caused by witchcraft through poisoning (idliso), the patient would consult a
traditional healer. To get rid of the idliso emetics would be given and when these fail to cure the
illness, the patient might end up geing to the clinic or hospital. Even after being successfully
treated for tuberculosis, the patient might still return to the traditional healer to drive out the idfiso
which the hospital would not have been able to treat. Not all illnesses treated with traditional
medicine need necessarily have a supernatural cause however (e.g. minor ailments such as
coughs, colds, flu, headaches, stomach problems (Tyiso & Bhat, 1998) and rashes (Cocks &
Dold, 2000}).

2.3.2 Indigenous contagion theory (ICT)

Green (1999) grouped 3 types of aeticlogic beliefs within an impersonal and naturalistic
framework known as indigenous contagion theory. ‘Naturalistic infection’, ‘pollution’ and
‘environmental dangers’ do not involve a person being singled out by witchcraft or misfortune but
are rather contagions that anyone can come into contact with. According to Foster (1976:p.775),
“...naturalistic systems explain illness in imperscnal, systemic terms. Disease is thought to stem,
not from the machinations of an angry being, but rather from natural forces or conditions such as
cold, heat, winds, dampness, and above all, by an upset in the balance of the basic body
elements.” A balance therefore needs to be maintained with the environment, the ancestors and
other sources of pollution (Ngubane, 1977).

2.3.2.1 Natural causes of illness

There is generally a lack of agreement on what the natural causes of illness are comprised of in
different African societies (Green, 1999). Explanations range from illnesses caused by the natural
environment, illnesses that just happen, particularly when it is not thought that evil spirits or
humans have been involved (e.g. common colds) and in some cases illnesses caused by God
are considered to have a natural cause {(Ngubane, 1977; Janzen & Prins, 1981).

* Medicines to make things slippery (Hammond-Tooke, 1989).
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In the South African world-view, certain illnesses are believed to occur naturally or ‘just happen’
such as colds, flu and simple diarrhcea (Green, 1985; Ngubane, 1977) and are collectively
referred to as ‘umkhuhlane’ (Bryant, 1983; Gumede, 1920). According to Gumede (1990),
umkhuhlane is the general term for coryza’s disease but all infectious fevers such as measles,
mumps and chicken pox may be grouped in this category. Ngubane (1977} also includes
illnesses due to organ malfunction such as inyongo whereby an excessive accumulation of bile
can cause headaches, weakness and nausea and general childhood illnesses such as mumps
(uzagiga), teething and measles. Hereditary illnesses (uzufo®) might also be viewed as having a
natural cause and these include epilepsy (isithuthwane), chest problems {isifuba) and skin
problems (umzimba omubi), More serious illnesses may be included in this group including
dysentery and malaria (Bryant, 1983; Krige & Kriga, 1943), although depending on the healer, the
circumstances and the outcome of treatment, they may also be interpreted as having a
personalistic or supernatural cause (Hammond-Tooke, 1883). Because traditional healing is
individualistic, causations of ilinesses as well as therapy and dosages might vary slightly from
healer to healer (Good, 1987a). For ilinesses which occur ‘naturally’ traditional as well as Western
medicines may be used (Ngubane, 1977). In the case of childhood ilinesses, Ngubane (1977)
also mentions isilonda somkhulane or somoya, meaning the sore of the umkhuhlane or of the air,
which is said to be common amongst babies, particularly those suffering from a cold or fever. The
fever is said to eat away at the tissue of the recta! orifice, leaving a large sore and is perceived to
be very dangerous. Treatment includes umphumpttho, a powdered medicine which is inserted
into the rectum (Ngubane, 1977).

Other natural causes of illness include worms or tiny insects (Green, 1999). Belief in an internal
‘snake’ which dwells in the stomach of everyone since birth is a widespread belief through parts
of Eastern and Southern Africa (Green, 1899; Krige & Krige, 1943). If the body becomes
contaminated (through food or medicine), the invisible snake can cause illnesses in both adults
and children including stomach and digestion problems such as diarrhoea, convulsions, as well
as STls and infecundity in adults (Green, Jurg & Dgedge, 1994). In some cases helminthic
infections have been asscciated with the internal snake, and some see the worms or 'little
snakes’ as necessary for digestion (Juncd, 1962b [1928]). A sunken fontanelle in infants means
that the nyoka (snake) is thirsty (Green & Zokwe, 1993). The internal snake has also been
associated with witchcraft amongst the Tswana in South Africa, where the kokwana'may be sent
to children and cause serious diarrhoea (Booyens, 1989). The internal snake is also closely
associated with pollution beliefs,

2.3.2.2 ‘Pollution’

The anthropological term ‘pollution’ denotes an illness contracted from coming into contact with a
perscn or a place that is in a ‘polluted’ or impure state and is usually associated with birth and
death. Polluted states include being a widow, touching a corpse, being unfaithful, just having had
sexual intercourse and bodily fluids such as menstruation (Green, 1999; Murdock, 1980). Other

® Meaning ‘resemblance’ in Zulu,
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sources of pollution include travelling long distances as well as coming into contact with
foreigners (Murdock, 1980; Green, 1999}, visiting a mother who has just given birth (an
umdlezane), (Schapera, 1940; Ngubane, 1977), abortion, miscarriage and the birth of twins
(Junod, 1962 [1926]; Honwana, 1294). In Scuth Africa these pollution concepts are also referred
to as heat {fia) (Tsonga and Sotha} or darkness (umnyama amongst the Zulu). In Sotho for
example, fisa may refer literally to having a fever or when a baby has a sunken fontanelle
(htégwana in Sotho and inyoni in Zulu) (Hammond-Tooke, 1981a) which is usually accompanied
by fever and the child crying a lot (Hammaond-Tooke, 1989). The symbolic meaning of fisa on the
other hand also represents the states of ‘pollution’ described above.

The pollution concept is sometimes considered to be a personalistic or supernaturalistic cause of
illness (e.g. Murdock, Ford, Hudson, Kennedy, Simmons, & Whiting, 1961) because of “the
unfamiliar, highly symbolic idiom in which it is expressed” (Green, 1999:p.51). Ngubane
(1977:p.78) defines umnyama (pollution) as “a mystical force which diminishes resistance to
disease and creates conditions of poor luck, misfortune {(amashwa), disagreeableness and
repulsiveness (isidina)..." The child may pick up some form of pollution through the mother's
breast milk if she had been promiscuous as the breast milk is then said to be ‘dinty’ or
‘contaminated’. The colostrum itself is also sometimes considered 'dirty’ and not given to the child
(Green, 1999; Edgerton, 1992). Because a newborn is particularly susceptible to pollution, mother
and child usually stay indoors for anything from 1 to 60 days depending on the family
circumstances {Richter, 1934) or until the baby's cord falls off (de Wet, 1998a). Concepts of
poliution and purity have also been incorporated into the beliefs and practices of the Zionist
Churches (Green, 1999),

2.3.2.3 Environmental / ecological dangers

linesses may also be picked up through the environment, in particular the elements such as the
wind (Green, 1999). Ngubane (1977:p.24) writing of Zulu beliefs, describes how going to a
different region can make a person ill, “not being adapted to the new atmospheric and
environmental conditions”, Empirical evidence links this belief to those migrating to malarial areas
from zones which lack resistance to local strains {Green, 1999). Oaks, Mitchell, Pearson and
Carpenter (1991) also suggest that migrants might also find themselves at increased risk of
infection to other diseases through lower living standards. Although many of the beliefs described
in this chapter refer to the Zulu culture, similar concepts are used by other ethnic groups in South
Africa (de Wet, 1998a).

According to Ngubane {1977}, animals and humans leave behind something of themselves in the
atmosphere when they move and these are known as umkhondo (plural: imikhondo) or tracks.
These imikhondo can be absorbed by others who step over them, a process known as umego or
ukwega. Other environmental contagions include the fumes of strong traditional medicines which
can be inhaled or elements of discarded illnesses which can be picked up by those travelling
along roads and in particular crossroads. Tracks such as these which may be inhaled are referred
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to as imimoya, literally meaning spirits, wind or soul, or imimoya emibi (bad spirits) if they are
harmful (Ngubane, 1977; de Wet, 1998a). Gumede (1990:p.48) defines these as “spiteful,
destructive and malevolent spirits who act with unpredictable caprice in a wanton manner with
neither rhyme nor reason...” If a child cries throughout the night, imimoya emibi are thought to be
present (Gumede, 1990). Skin leslons from kwashiorkor are also thought to be burns from these
spirits according to Gumede (1990).

Similar concepts of ecological contagions are found amongst cther ethnic groups, (i.e. the
Tsonga) (Honwana, 1394). Infants, those already in a polluted state and travellers are all
particularly susceptible to these types of environmental contagions which can even cause death.
Strengthening the individual to protect themself is therefore necessary, particularly the most
vulnerable parts of the body such as the joints and the fontanelle (Ngubane, 1977). if a person
who is not strengthened encounters someone who uses traditional medicines they will experience
ukweleka ngesithunzi (“to feel or suffer the weight of someone’s overpowering influence”)
(Ngubane, 1977:p.26). In Swaziland, Green (1985) found umphezulu (also called inyoni, kokwana
or phogwana, hibgwana) and kuhabula to be associated with environmental dangers amongst
children. Umphezulu was contracted in utero as a result of the mother picking up some form of
umkhondo and was characterised by green diarrhoea. Kuhabula could be picked up by inhaling
the fumes of traditional medicines. Any pollution that a mother picks up in the environment can
also be easily passed on to her baby through her breast milk (Ngubane, 1977; Jali, 1950). Infants
are particularly susceptible to imikhondo and imimoya in the environment because they have
weak joints, in particular the fontanelle {(ukhakhayi). According to Ngubane (1977), unlike the
naturally-caused illnesses, the afore-mentioned ecologically-caused ilinesses are mostly
identified by cause rather than symptoms. Certain symptoms in a child however point to an
ecological cause {Ngubane, 1977): crying a lot or debility may indicate that the child has inhaled
inyamazane (wild animal tracks); green diarrhoea and a white-coated tengue may be symptoms
of the child being contaminated by 'lightning fumes’, a condition known as inyoni, literally meaning
‘bird’ in Zulu. According to de Wet, (1998b:p.167) “there are many regional and cultural variations
in the terminology, explanation and treatment of inyon/”, although the condition is also usually
associated with a sunken fontanelle, green stools or diarrhoea and in some cases this is a resutt
of a snake or worm which is said to be eating the child's insides (de Wet, 1998b). In earlier
research Jali (1950:p.18) describes other symptoms as a white patch on the roof of the mouth,
the child usually being frightened without reason and a grumbling or bloated stomach. The illness
usually occurs in the first few years of a child’s life and if left untreated the child may die {Jali,
1950}. In a rural study in KwaZulu-Natal, Kauchali, Rollins and Van den Broeck {2004) found that
inyoni was perceived to be potentially fatal and was characterised by the child being upset with a
high-pitched cry, looking frightened, having green stools, a distended abdomen with green veins
and a sunken fontanelle. Treatment usually included ritual healing, an herbal enema to remove
the green stools and a visit to a traditional healer. Infant gastroenteritis with the agcompanying
sunken fontanelle, green diarrhoea, fever and crying was perceived as a natural disorder and
referred to as nyuniin Kenya (Good, 1987a). Treatment in the latter case usually involved herbal
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medicines, rituals with a chicken, massage and prayer (Good, 1987a). In KwaZulu-Natal,
Kauchali and colleagues (2004) identified 11 types of childhood diarrhoea including 5 with a
‘supernatural’ cause. These included umphezulu / inyoni (fontanelle diarrhoea), amankabeni
(navel diarrhoea), umhlume (diarrhoea with perineal rash), isithakathi / isilonda (diarrhoea with
rectal sores) and ibala (diarrhoea with strawberry naevus).

Although not mentioned as much as inyoni in the literature, another African childhood illness is
ibala, (capillary naevus) which is thought to move up the head and believed to be fatal. In a rural
study in KwaZulu-Natal, Bland and colleagues (2004) found that ibala was one of the main
reasons for taking a child to a traditional healer. Causes included ‘evil tracks’ during pregnancy as
well as the ancestors being displeased. Treatment usually involved scarification, herbs given
orally or as an enema, as well consulting a traditional healer (Kauchali et al., 2004). Signs that the
child had ibala included crying, a red mark on the back of the head and in some cases loose
green stools. According to DermNet NZ (2004), capillary naevus or capillary vascular formations
are malformed dilated blood vessels which usually appear as patches of red or purple skin
discolouration. The most common are ‘salmon patches’ (naevus simplex) which occur in
approximately 40% of all newborns, usually on the nape of the neck (‘stork bite’) or on the
forehead between the eyebrows (‘angel’s kiss') or on the eyelids. These become darker in colour
when a child cries, which may be the reason why some mothers think that the child is in pain.
Most disappear within the first year of life, although in 50% of cases ‘stork bites’ remain on the

neck into adult life.

2.3.3 The role of TMPs and faith healers in the South African health care system

2.3.3.1 Traditional Medical Practitioners

Although traditional healers are generally grouped into the same category, they have many
different roles, fields of expertise and many have their own methods of diagnosis as well as
medicines. Furthermore,
throughout Africa (as well as
other parts of the world), in
order to survive, the role of
the traditional healer has
adapted to the processes of
modernisation and the
changing expectations of their
patients, thereby adopting

aspects of biomedicine such

as the white coat (v. Figure

= ——— 2.6) or pharmaceuticals
Source: N. Spark-du Preez (2004)
(Semali, 1986; de Wet, 1998b;

Landy, 1977), a process

Figure 2.6: TMP standing outside her consultation room
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McMillen {2004:p.896) describes as “from old local knowledge to new imported knowledge.”
Gumede (1990) divides traditional healers into several categories. These include those who are
destructive and evil (e.g. abathakathi and witches), the diagnosticians and diviners {e.g.
izangoma; izanusi - smellers; abalozi— ventriloquists; amandiki, amandawu}, the therapeuticians
(e.g. medicine men — izingedia; herbalists — izinyanga, zamakhambi), the specialists (e.g.
skyherds — izinyanga zezulu, rainmakers — izinyanga zemvula and military doctors — izinyanga
zempi). There are also a wide range of disease specialists. Although today their roles tend to
overlap, and the distinction is not that clear, the two main categories of TMPs are the diviners
(izangoma) and the herbalists (izinyanga).

Izinyanga or herbalists learn the art of medicinal concoctions using roots, barks, leaves and
animal parts as an udibi (apprentice) and are then able to diaghose certain illnesses and to
prescribe medication. Unlike the izinyangas, the izangoma do not choose their vocation, but are
called by the ancestors to act as their messenger or servant (Hammond-Tocke, 1989). The
sangoma will either enter into a trance or use divination objects such as bones and through
mediumistic powers they are able to explain why any illness or misfortune occurs, and in some
cases, they also provide the patient with traditional medicine (Hammond-Tooke, 1981a),

As with their roles and fields of expertise, techniques, methods of diagnosis, medicines and fees
may also vary from one healer to another. Although the fees which some TMPs charge exceed
the average treatment cost at most modern practitioners (Abel-Smith & Rawal, 1992), ‘free’ or
subsidised treatment is often provided if users cannct afford to pay. Many are also paid an
outcome-contingent fee, whereby the remainder of the payment is only received if their patient is
cured (Leonard, 2003). Leonard (2003) argues that it is this economic arrangement which
governs their success as healers, as the healer has strong incentives to provide high quality care
within the boundaries of the illnesses they are able to treat. Within traditional healing itself, an
inyanga might refer a patient to a sangoma to find out the cause of the iliness, and they will only
refer a patient to ancther invanga if the patient is a member of their family (Ngubane, 1981; Good,
1987a).

2.3.3.2 Faith healers

Religion has always been closely associated with health and healing (Hammond-Tooke, 1989).
Of more recent origin are the prophets or faith healers who divine and heal within the framework
of the African Independent Churches (AICs). The Abathandazeli or Abapropheti have not had as
long an history as the traditional healers in Scuth Africa, but the phenomenal growth of the
approximate 4000 African Independent Churches (AlCs), with a total membership of more than
10 million, bears testament to the popularity of faith healing {U.S. Library of Congress, 2004). In
1948 there were 800,000 members of 800 denominations, by 1960 there were 2000
denominations with 2,100,000 members and in 1980 there were just under & million AIC
members in 3,270 denominations {Qosthuizen, 1989). The AICs have their roots in the mission
Churches and in particular the Pentecostal teachings of the American-based Christian Catholic
Apostelic Church of Zion and the Apostolic Faith Mission introduced in 1908 (Hammond-Tooke,
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1989). Today, the AICs are broadly split into the Ethiopian and Zionist Churches {Hammond-
Tocke, 1989}. The Ethiopian Churches are more orthodox in their doctrine, whilst the Zion
Christian Church (ZCC) (the largest group with 11.1%) is more radical (Statistics South Africa,
2001b; Hammond-Tooke, 1989; Sundkler, 1961). Qosthuizen (1989:p.73) splits the African
Independent Churches into the Ethiopian (Amatopi), Zionist (AmaZioni) and Apostolic
{Abapostoli) with the latter 2 emphasizing “healing in a cosmoelogical context”. Healing in the
Zionist Churches may take place either during the church service, during immersion in & river or
stream or by consulting with a prophet from the church (West, 1975), whilst in the Ethiopian
Churches, healing is usually restricted to the church service.

The success of the AICs has been attributed to their emphasis on the healing power of the Holy
Spirit (tMoya) using laying on of the hands (Hammond-Tooke, 1989, Anderson, 1992), however
they are also said to understand why the illness has occurred, particularly the African illnesses
(West, 1975). There are many other forms of treatment including pricking the body, enemas,
emetics, baths, steaming, prayer, candlelight, holy water, sea water, rose water, Epsom salts,
vinegar, Vaseline, special tea and coffee, ashes, isiwasho (a mixture of water and any of the
afore-mentioned ingredients, usually ashes) and protective strings, ropes or copper wires worn
arcund the body (West, 1975; Hammond-Tooke, 1989; Bihrmann, 1989; Dube, 1989; Anderson,
1992). Unlike traditional healers, most of the materia medica of the faith healers is inorganic and
inexpensive (Hammond-Tooke, 1989; Dube, 1889). There are instances however where Zionist
faith healers as well as patients make use of herbal remedies (Cocks & Dold, 2000; du Tuit,
1980). Prophets (or faith healers) are usually women whom God has given the ability to divine
and heal, sometimes with the help of the ancestral spirits (Hammond-Tooke, 1989). As with the
sangomas, they can prophetically diagnose the cause of the illness (Anderson, 1992; Blihrmann,
1989), but unlike the TMPs, they do not use ‘traditional medicines’ as such. The importance of
diagnosing the cause of iliness prophetically is illustrated in this quotation from Anderson (1992):
“He was supposed to tell me what kind of sickness | was suffering from; but to my surprise, the
diviner asked me what was troubling me. | then knew that he was not a true prophet. He did not
help me at all.” Unlike a Western doctor where the patient is asked many questions and unlike the
sangoma's 'vumisa’technique where leading questions are asked and the patient expresses
agreement, the faith healer is not expected to ask the patient many questions (Oosthuizen, 1989).
In some cases the sangoma and faith healer have developed interchangeable roles, particularly
for those in the Zionist Churches who believe in the power of the ancestors (Anderson, 1992).
The Ethiopian Churches on the other hand are said to shun ancestral beliefs (Hammond-Tooke,
1989). As suggested by Singer, Davison and Gerdes (1988:p.381) “indigenous medical systems
are changing and no doubt have always changed in response to the transformations of the social
and experiential works of patients and practitioners.” According to Anderson (1992), as with a
traditional healer, people tend to consult a prophet or faith healer for ‘African’ ilinesses, unseen
problems including sorcery, witchcraft, evil spirits or if they regarded the faith healer as more
powerful. Faith and belief that the healing will work are key factors in the efficacy of faith healing
(Anderson, 1992; Becken, 1989), Wessels (1989) found that overall the umprofeti thought they
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were best able to treat ‘Bantu’ illnesses because they were helped by God. Those who thought
sangomas or inyangas were best qualified to treat the African illnesses reported that this was
because they used muthf® and knew what caused the problem, meaning they would know how to
cure it (Wessels, 1989). The main problems which faith healers encountered tended to be social

ones, such as spouse and work trouble (Wessels, 1989).

In Mozambique, the AICs are also extremely popular, particularly amongst poor mothers with sick
children (Pfeifter, 2002). The popularity of the AICs in this context has been attributed to growing
social inequalities which have resulted in heightened social tensions, violence and individual
competition for jobs and social improvement, declining social cohesion and increased spousal
conflict in poorer families (Pfeiffer, 2002). With traditional healers catering mostly for men wishing
to improve their luck and job prospects, many women have turned to the AICs. As well as finding
traditional healers too expensive, many women worry that they themselves may be accused of
witchcraft. The AICs have offered these women a new healing process which encourages mutual

aid and support and avoidance of conflict.

2.3.3.3 Muthi shops

A visit to a traditional healer is not always necessary to purchase traditional medicine (Cocks &
Dold, 2000). Muthi shops or 'African chemists’ contain a variety of medicines including roots,
bulbs, dried animal parts, prepared traditional remedies, OTCs, Dutch medicines as well as
Eastern remedies (Cocks & Dold, 2000). There are a large number of muthi shops around
Johannesburg which sell traditional medicines ranging from roots, bark and bulbs to dried animal
pieces, feathers, animal skins, amulets, beads and traditional healer attire (v. Figures 2.7 and
2.8).

;_ 125 (1
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Figure 2.7: A muthi shop Figure 2.8: Bottles containing muthi

A study in the Eastern Cape Province of South Africa (Cocks & Dold, 2000) found that customers
using muthi shops were mostly young and middle-aged adults seeking protection from evil spirits
(28%), preparation of mixtures for resale (16%), medicine for rashes and the complexion (14%)
and stomach complaints (12%). The main treatments for children were also for protection from evil

spirits, chest complaints, rashes and stomach aches, although these treatments tended to be OTC

® Traditional medicine
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remedies such as the Dutch Medicines, as herba! remedies are thought to be too strong for infants.
Although most of the customers belonged to a mainstream or African Independent Christian
Church, they did not feel that the use of traditional medicines was in conflict with their religious
beliefs. These types of local pharmacies amongst others, are widely used in developing countries
even when free government health services exist to avoid lengthy waiting times (Hardon, 1994,
Wolffers, 1987; Cocks & Dold, 2000).

2.3.4 Integration of allopathic and traditional health care

During the 1990s, there was a rapid increase in the number of associations and groups of
traditional healers in Africa as a result of WHO promotional policies in the late 1970s and 1980s
(Kasilo, 2000). The effectiveness of TMPs as primary health care providers has been
acknowledged by many NGOs and governments, particularly in HIV / AIDS education and care
(Kabatesi, 1998, as cited in Bodecker, 2000), in delivering child survival messages and in helping
Western health care workers to manage diseases (Kasilo, 2000). For this reason, countries such
as Uganda, Nigeria, Ghana, Tanzania, Zimbabwe, Zambia and more recently South Africa, have
or are developing legislation to define a role for traditiona! medicine in the allopathic health care
system. (Kasilo, 2000; Chavunduka, 1986; Semali, 1986). In the same way, countries such as
Botswana are working towards a system of cooperation rather than integration so as not to upset
the balance of either system (Burnett, Baggaley, Ndove-MacMillan, Sulwe, Hang'omba, &
Bennett, 1999) which some say are incompatible (Freeman, 1991).

The South African Ministry of Health estimates that almost 70% of South Africans consult
traditional healers (Department of Health, 2005a), an industry that is estimated t¢ have an annual
turnover of about R250 million (£25 million: 2004 exchange rate) (Moodley, 2004), During
apartheid, traditional healers were negatively referred to as ‘witchdoctors’, and more recently
traditional medicine’s reputation has suffered negative publicity as a result of ritual killings known
as ‘muthi murders’ to obtain human body parts for medicines (Department of Health, 2003a),
Certain traditional healers have also advocated sexual intercourse with a virgin as a cure for
AIDS leading to the rape of young girls and even babies {Jewkes, Martin, & Penn-Kekana, 2002;
Earl-Taylor, 2002; Richter, 2004). Many healers condemn the above acts however, deeming them
unrepresentative of their trade and since 1994 there has been support for the integration of
traditional medicine into the modern health care system in South Africa, or at least some form of
co-operation between the 2 systems (Pretotius, 1999). There has already been some degree of
co-operation, albeit uni-directional (Gumede, 1990), with traditional healers referring their patients
to the clinic or hospital if necessary. Peltzer and Khoza (1998) found that although nurse attitudes
in the Limpapo Province of South Africa were generally positive to traditional healing, faith healing
and complementary medicine, rates of referrals were low to traditional healers (14%), faith
healers (22%) and complementary therapists (26%). Referrals from a traditional healer were fairly
high (55%] followed by faith healers (33%) and complementary therapists (20%). In general,
traditional healers are much more open to alternative systems of health care, whereas “there is,
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in modern medicine a drive towards epistemological monism” (Hammond-Tooke, 1989:p.40).
Hopa, Simbayi and du Toeit {(1998) conducted focus groups with psychiatrists, medical doctors,
psychologists, traditional healers and patients and most groups revealed a preference for formal
cooperation between traditional and Western health care, the registration of healers with an
independent body and not allowing medical aid to incorporate traditional health care, Traditional
healers felt that they should continue to be paid in cash or in kind as before. No consensus was
achieved over the issuing of sick-leave certificates by traditional healers as only the traditional
healers group felt they needed to be allowed to issue these.

In 1988, South Africa's Parliament proposed that an Interim Traditional Health Practitioners
Council be set up to regulate the inyangas, sangomas, traditional surgeons {ingcibi) who mainly
carry out circumcisions (Baleta, 1998) and traditional birth attendants (TBAs) (ababelithisi)
{Spogter, 1999). Despite the availability of Western health care facilities in urban and semi-urban
areas, TBAs or older female relatives are still used by many mothers, either for advice concerning
prenatal or postnatal matters or for assistance during birth (Troskie, 1997; Sodi, 1996). Under the
Traditional Health Practitioners Act, 2004 all traditional healers will have to register and declare
themselves betore being allowed to practise traditional medicine {Geguld, 2003; Department of
Health, 2003b; Department of Health 2005b). Although much work is yet to be done, it is
proposed that traditional healers may be able to claim fees from certain medical aid societies, but
they will no longer be able to diagnose or treat terminal illnesses such as AIDS and cancer
{Department of Health, 2003b; Department of Health, 2005b).

One of the main reasons for regulating the practice of traditional healing is to ensure the safety
and efficacy of traditional medicines and that only those with adequate rigorous training are
practising. In 1995, it was surmised that only about 10% of Gauteng Province’s estimated 80,000
TMPs were genuine healers (i.e. not charlatans), (Louw & Pretorius, 1985) and cases of
poisoning with umuthi are not uncommon (Venter & Joubert, 1988; Hutchings & Terblanche,
1989; Joubert, 1990; Wood, Mills, Knobel, Hurlow, & Stokol, 1990; Bye & Dutton, 1991; Michie,
Hayhurst, Hayhurst, Knobel, Stokol, & Hensley, 1891; McVann, Havlik, Joubert, & Monteagudo,
1982; Reed, 1995; Kasilo & Nhachi, 1992; Steenkamp, Stewart, Curowska, & Zuckerman, 2002).
Breaking the law may lead to a fine or even imprisonment (Department of Health, 2005b).

Although the Bill has been widely supported, opponents such as the organisation Doctors For Life
International (DFL), representing approximately 1000 professionals, claim that traditional
medicine is unscientific, that traditional medicines are potentially harmful to patients and that the
system may be open to abuse, with traditional healers prescribing time off work for reasons
associated with the ancestors (Doctors for Life, 2004). Several medical aid companies already
recognise compensation claims for traditional healers (Campbell; 1998). Medscheme for example
has introduced limited benefits for alternative health care, while Eskom, the national electric utility
since 1994, has allowed employees to claim a limited number of visits to traditional healers on the
company's medical aid plan (Ndaki, 2004). The Chamber of Mines and the National Union of
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Mineworkers have alsa granted their employees three days’ leave to consult a selected panel of
traditional healers (Ndaki, 2004),

2.3.5 Medicines

So far, beliefs related to the cause of illness have been examined in relation to the choice of health
care providers. It is also necessary however to take a more detailed look at beliefs in the context of
medicines, the use of which does not always require a visit to a health care provider. Medical
anthropologists attribute the popularity of medicines in the treatment of illnesses to their multi-
dimensionality (they can be put in the body or rubbed on it) (de Wet, 1988a) and their power
means they have the ability to prevent and cure as well as kill (Bledsoe & Goubaud, 1988; Michel,
1985). They also have symbolic and magical meanings which are seen in the use of protective
talismans worn around the neck, waist, wrists or ankles (van der Geest, Reynolds White, &
Hardon, 1996). Good (1987a} attributes much of the prestige of biomedicine to the success of the
injection and its perceived efficacy in treating many ilinesses. Side-effects such as pain or the
efficacy of a medicine such as strength are culturally constructed and the way medicines are used
may therefore vary (Melrose, 1982; Etkin, 1988, 1992; van der Geest & Reynolds Whyte, 1989).
One way to explain the power of medicines is to look at what Helman (1996) describes as the ‘total
drug effect, including characteristics of the medicine such as colour, taste, texture, provenance or
packaging, the user, the provider and the context. Medicines also help to diagnose illness (van der
Geest & Reynolds Whyte, 1989), According to Nichter & Vuckovic (1994:p,1514) the severity or
type of illness (natural or supernatural) is “often framed in terms of the type, strength and quantity
of medications consumed”, as well as whether the individual, friends or relatives respond to the
medicine or not (Bledsoe & Goubaud, 1988),

Foreign medicines or medicines that are well-packaged are usually perceived to be more
expensive and thus more effective than generic or local versions (van der Geest & Reynolds
White, 1988). For this reason, medicines at pharmacies in Mauritius were thought to be stronger
than those from government dispensaries (Sussman, 1988). In Sierra Leone, Bledsoe and
Goubaud (1988) found that the Mende also judged the efficacy of Western medicines by their
physical characteristics such as guantity. Larger pills were thought to be more powerful and better
value for money for example, and the pain associated with injections meant that the treatment was
even more powerful than pills. Capsules were thought to be more potent than tablets and were
favoured for treating wounds as the tablets could be broken open and the powder poured over the
wound. Bitter medicines were thought to be good for fever or to kill worms, whilst strong-smelling
or tasting medicines were thought to soothe the throat.

Although medicines were generally used as prescribed by health staff in Sierra Leone, if no
improvements were seen then treatments were sought along the lines of the believed aetiology of
the disorder. Believing the body to be suffering from excess cold for example, treatment for the
chills associated with fever meant the patient should be wrapped up warmly. White medicines were
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also popular for fever because of an analogy with chalk which is traditionally rubbed on the body
tor fever. However rubbing chalk on the body has become a symbol of poverty and backwardness,
hence white medicines are used instead. Traditionally the colour of the medicine was important
amongst the Mende and Western pharmaceuticals have been incorporated into these beliefs. Red
medicines were good for the bloed, whilst yellow tablets were good for malaria which made a
person’s urine more yellow. The fact that capsules are usually made up of two colours led some
people to believe that there were two different types of medicine within the capsule (Bledsoe &
Goubaud, 1888). [n traditional South African health care, medicines which treat the cause of the
illness are also classified according to colour: black, red and white. The meanings of these colours
are discussed further on, however it is not clear whether any of these aspects have spilled over
into the use of Western medicines. Self-medication with Western over-the-counter medicines is an
under-researched area in South Africa (de Wet, 1998a). Western pharmaceuticals that have been
reinterpreted in terms of local culture include the antacid Muthi Wenyoni and the Dutch Medicines.
These are discussed in the following section.

2.3.5.1 Western over-the-counter medicines and home treatment

De Wet (1998a:p.166) categorises the medicines aimed at the South African infant market as
‘soothers’ (e.g. Gripe Water or antacid) or ‘protectors’ (e.g. the Dutch medicines and Muthi
Wenyoni). A large range of over-the-counter medicines (OTCs) are available for children under 6 in
South Africa from pharmacies, supermarkets, traders on street corners and certain medicines such
as Panado analgesic syrup, Gripe water for wind and colic and Dutch medicines have become
poputar with mothers (de Wet, 1998a). Dutch medicines were introcduced into South Africa by early
Dutch settlers in the 19" Century and have been in use ever since, with remedies being handed
down through the generations {de Wet, 1998a). Different Dutch medicines are available to treat a
variety of ailments ranging from minor kidney and bladder comgplaints, constipation, to colds and flu
(v. Table 2.3 for examples). Drops of one or more Dutch Medicines are either added to milk or
water or put into the bath. As with several other ‘Western’ medicines, Stuips, Ditaipi, or Druppels
as they are more commonly known have been indigenised into traditional health care practices so
that they no longer solely fall under the umbrella of ‘umuthi wesilungu” (White people’s medicine)
(de Wet, 1998a). Their application has been modified to incorporate African childhood ilinesses
such as inyoni and ibala, the protection of infants from bad spirits, being 'suppressed’ as a result of
supernatural contagions and witchcraft, particularly when taking the child outside the home,
healing of the umbilical cord and stomach problems (de Wet, 1998a; du Toit, 1298). The key
ingredient however is faith that they will work (de Wet, 1998a).

" In Sotho: Ditlare tsa Sesotho / Sotho (Medicine of African culture) and Ditiare tsa Sekgoa (Medicine of
White culture) {de Wet, 1998a:p.124).
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Table 2.3: Pharmacological action of a selection of Dutch Medicines

Medicine

Pharmacological Action

Balsem-Kopiva*
Balsem Sulphuris*
Balsem vita wit
Behoedmiddel vir kinders
Borsdruppels

Doepa
Duiwelsdrekdruppels
Entressdruppels*
Essens Groen Amara?
Haarlemensis*
Jamaika Gemmer
Krampdruppels*
Pepermentdruppels?
Rooilavental
Staaldruppels?
Stuipdruppels?
Turlington*
Verstekdruppels*
Witdulsies*
Wonderkroonessens*

Kidney / bladder / backache

Constipation

Colic / stomach ache / wind / mild colds

Winds / stomach ache / colic / diarrhoea

Coughs / croup / bronchitis

Wind / Flatulence / Colic / Minor kidney & bladder complaints
Flatulence

Nervousness / restlessness /sleeplessness

Improves appetite

Kidney / bladder

Calic / winds / pain in stomach / indigestion

Nervous conditions / colic / cramps / flatulence

Flatulence

Winds / indigestion / stomach ache

Iron deficiency anaemias / stopping bleeding from minor wounds
Flatulence / gripes / ¢colic

coughs / chronic bronchitis / antiseptic for cuts and wounds
Restores vitality and appetite

Colds / fever / mild asthma attacks and dizziness
Constipation / winds / indigestion

< Should not be used for children

* No indication on leaflet for a child’s use

In a survey (n=211) conducted by de Wet (1998a), 80.1% of Sowetan mothers used between 1

and 10 different types of Dutch medicines for their infant, the most popular ones being

Haarlemensis (82.3%), Stuipdruppels (69.2%), Groen Amara {(47.9%) and Entressdruppels

(46.7%). Although Haarlemensis is intended for urinary problems, it is believed to be very strong

and is also used to protect a baby and keep away evil spirits due to its sticky and oily properties

{du Toit, 1998; de Wet, 1998a). Stuipdruppels are also believed to be strong and are not meant to

be given to children under 2 years of age. Although they are usually rubbed onto the child or used

in the bath, some children are also given Stuipdruppels in their milk (de Wet, 1998a). Over 80% of

mothers combined 2 or more Dutch medicines together, most often Haarlemensis, Stuipdruppels

and Groen Amara or Entressdruppels. However the perceived strength of certain Stuips -

Haarlemensis, Entressdruppels and Stuipdruppels in particular, means that they are sometimes

used on their own. The main reason for using Dutch Medicines amongst Sowetan mothers was to

protect and strengthen the child from inhaling bad spirits, being frightened by evil spirits,

contracting childhood illnesses such as inyoni, and so that they would not be affected by other

people using strong medicines (de Wet, 1998a). The main reason why some maoathers did not use

Dutch Medicines (15.3%) is because they thought the medicine was too strong for a small child.

Although the Dutch medicine Doepa (Benzoin B.P) was mostly burnt in Soweto, in the Eastern
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Cape Cocks and Dold (2000) found that Doepa was rubbed onto the fontanelle and the pungent
smel! was thought to stop evil spirits from entering the child. Other manufactured products which
were used for the same purpose in the Eastern Cape were the synthetic concoctions Amafuta
Enjayowandle (the fat of the sea-dog [seal]), which was rubbed over all body orifices and Vimbela®,
which was rubbed over the infant’s face at night, as its luminous glow in the dark was believed to
ward off evil spirits (Cocks & Dold, 2000). The Dutch medicines Duiwelsdrekdruppels and
Haarlemensis were also believed to ward off evil spirits.

De Wet's study (1998a; 1998b} in Soweto also highlights how local ideas about health and iliness
may be exploited by the pharmaceutical industry. The name of the African childhood iliness inyoni
has been used by several different manufacturers of antacids in their product's name: ‘Muthi
Wenyaoni'. Traditionally, this is the name given to the herbal remedy used by traditional healers to
treat inyoni, although at a higher price de Wet found, than the pharmaceutical product of the
same name. In the Sowetan study, nearly half of the mothers interviewed had used a
pharmaceutical brand of Muthi Wenyoni for their child. In 54% of cases, Muthi Wenyoni was used
as a prophylactic against the child getting inyoni (most mothers had administered it daily in the
first year of the child’s life, with some continuing to use it until the child was 2 to 3 years of age).
Even 6 years after de Wet's study, there are still no instructions on the most popular brand, Muthi
Wenyoni Mixture, about how long the treatment should be given for before a doctor's advice
should be sought. Since the active ingredients in the antacid are only harmful if consumed in
large doses, the prolonged use of the medicine is unlikely to have adverse effects for a healthy
child. More worrying however, are the third of mothers who had used Muthi Wenyoni when they
believed their child had inyoni, to get rid of the green stools, or dirt in the child’s stomach, leaving
the child even more dehydrated (de Wet, 1998b). These mothers were mostly young, unmarried,
had secondary education and were not particularly religious. In 68.3% of cases, the women's
mother or grandmother had told them about Muthi Wenyoni. The reasons medicines become
dangerous are not so much as a result of their properties, but how they are used {van der Geest,
1987). In the case of treatment for childhood fever in rural Kenya for example, only 4% of children
given chloroguine bought from the shop had received an adequate total dose and only 2% were
treated over the recommended 3-day period (Marsh, Mutemi, Mutiri, Haaland, Watkins, Otieno &
Marsh, 1999). Aspirin was widely used for the treatment of childhood fevers and 22% of children
were given potentially toxic doses aver 24 hours,

In looking at the determinants of use of non-prescribed medicine in the first 3 months of life in a
rural district in KwaZulu-Natal, Bland and colleagues (2004) found that more educated women
were more likely to administer oral medications. The influence of marketing strategies of
manufacturers and by their peer group were likely to influence this finding, although non-prescribed
medicines were given universally irrespective of sacio-economic group. The most common oral
OTC given was Gripe Water which was usually given once a day for wind or colic. The authors
warn that this contravenes the WHO (1991) definition of exclusive breastfeeding as the

® Resembles petroleum jelly.
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medications are not prescribed. The popularity of some of the OTC medicines has in part been
attributed to the sleep-inducing properties of those which contain alcohol or antihistamines and
which can therefore mask problem behaviours such as crying, particularly in overcrowded
dwellings {Nichter & Vuckovic, 1294; de Wet, 1998a; Bland et al. 2004). Each 5ml of Panado for
example contains Ethanol 10% v/v and many of the Dutch medicines contain up to 50% v/v alcohol
and in some cases more (e.g. Entressdruppels 74% v/v alcohol; Rooilavental 90% v/v alcchol). De
Wet (1998b:p.16) found that it is common practice in Soweto to “mudrugga’ (drug) the child with
Dutch medicines, Gripe Water or Panado paediatric syrup. In a different Sowetan study, Richter
{1994} found that 66% of mothers had given their child a medicine for crying, such as Panado
Syrup, Muthi Wenyoni, Baby's Own Tummy Tablets, Woodward’s Gripe Water, the Dutch
medicines Haarlemensis and Stuipdruppels, as well as burning Doepa or imphepho’. Silencing a
baby with medicines is not a new phenomenaon, although pharmaceutical preducts are now more
commonly used. Zulu mothers for example used to wash their baby with the uMaftali'® plant “to
make it a quiet child, not given to crying...” (Krige, 1950:p.65, as cited in de Wet, 1998a).

Self-medication and home treatments are the most common first line of treatment for illness
management (Nyamongo, 2002; Ryan, 1995, 1998; Kroeger, 1983; Weller et af,, 1997; Hammond-
Tooke, 1989; Sussman, 1988), but also the least researched (Gooed, 1987a; de Wet, 1998b; van
der Geest, 1987; van der Geest & Reynolds White, 1988). Lam, Catarivas, Munro and Lauder
(1994:p.1641) define self-medication as: “the use of any systemic or topical substance reported by
the user as being used for health-related purposes that is not prescribed by a registered doctor
specifically for the person or condition.” They may be used for the treatment of iliness (medicines),
or the promoticn of health (tonics). The popularity of self-medication stems from its convenience
and availability and although it is thus said to give pocrer people a greater sense of control over
their health, how strong an influence pharmaceutical marketing claims have over this ‘control’ is
unknown (de Wet, 1998a; Nichter & Vuckovic, 1994), Self-medication is usually the first strategy
people employ when they become ill because it requires the least effort. More expensive strategies
requiring more effort are tried if self-medication is not successful (van der Geest, 1988).
Purchasing medicines from vendors in South Cameroon which wers of lower quality, less variety
and of which the vendors had little knowledge can be explained by this ‘hierarchy of resort’
(Schwartz, 1969; Romanucci-Ross, 1977 as cited in van der Geest, 1988). In a household survey
in Burkina Faso, cornmunity health workers (CHW) were not used for children under 1 year of age
(although n=31) and only 2% of 1 to 4 year olds (n=164) used these community health services. In
both cases, mothers or families provided the majority of care (Sauerborn et al., 1983).The authors
posit that the preferential use of mothers for under 55 may be due to the tact that females are the
traditional providers of care whilst the CHWs were mostly male. Another possible reason is age-
specific perceptions of iliness and what kind of care this entails, although the authors do not
elaborate. Difficulty in accessing services as well as the severity of the illness, were other factors
found to influence the use of a professional health care provider. Similarly, Hardon (1987) found

® Helichrysum cymosum.
Translation not known.
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that the majority of mothers in a Filipino village preferred to treat their children with OTC medicines
than consult a doctor. Forty-two percent of children were given no medicines, 38% were treated at
home, 15% were taken to a hospital and 5% to a health centre. Doctors were usually consulted in
the case of severe illnesses. The same author found similar results in urban poor communities in
Metro in the Philippines (Hardon, 1991). Although self-reliance is encouraged in primary health
care (Hardon, Boonmongkon, Streefland, Tan, Hongvivatana, van der Geest, van Staa & Varkevisser,
1994), the use of non-essential Western medications may be ineffective or even harmful. In the
Philippines for example, anti-diarrhoeal combination products which contain antibiotics were more
popular for treating simple childhood diarrhoea than cral rehydration (Harden, 1987). Many cough
syrups contain both cough suppressors as well as expectorants and although popular in the
Philippines, are not suitable for the treatment of coughs and colds in infants.

In some cases the use of home remedies for common childhood illnesses such as coughs, colds,
constipation and diarrhoea, overlap with traditional medicines or OTC medicines, the only
difference being where they are obtained or how they are viewed by the. caregiver. In urban
Mexico, Logan (1988) found that respondents viewed OTC and home remedies as discrete forms
of treatment which were seldom used in combination. According to Logan (1988), OTC medicines
have not replaced home remedies but have become a new type of treatment which can be used at
the household level. In fact OTCs were used more often than household remedies for common
illnesses. In the case of diarrhoea and stomach pain for those who did not choose OTCs as a first
line of treatment, younger women, those with more education and above average family income,
were more likely to consult a physician than use home remedies. Logan (1988) attributes this to
the younger mothers’ lack of knowledge about home treatments. In Mauritius, Sussman (1988)
found a 38% mean loss of knowledge of medicinal plants from mothers to daughters due to the
availability and convenience of biomedicine, the more technical equipment found in biomedical
health care facilities compared to traditional ones, as well as the inability of traditional practitioners
to issue sick notes.

In South Africa spuits (enemas using a syringe) with Sunlight soap are very popular for cleaning
out the child’s system, but other ingredients may also be used (Bland et af., 2004). Bland and
colleagues (2004} observed that 89% of children had been given an enema either with Zulu
medicines or Sunlight soap. A selection of other folk remedies which have been documented by du
Toit (1998) include the use of household products such as Jeye’s Fluid (disinfectant) for an
infected tooth, Dassie (Hyrax capensis) urine for kidney and ‘female problems’, as well as a baby
tonic for jaundice and gripes made up of a nip of brandy and the leaves of 4 different plants
steeped in water,

Although perhaps not generalisable to other countries, studies from the United States and Britain
looking at the correlates of mothers’ use of non-prescription medication, including leftover
prescriptions for their children, produced findings of interest to researchers looking at health-
seeking behaviour (Maiman ef al., 1986; Jefferys, Brotherston & Cartwright, 1960; Maiman,
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Becker, Cummings, Drachman & O'Connor, 1982). Mother-initiated medication behaviour was
found to be higher in smaller families, amongst mathers of a high socio-economic status, older
mothers, mothers with older children, mothers who perceived their child to be more vulnerable to
ill-health and mothers who believed in the efficacy of OTCs. The evaluations of the methers’
management of illnesses by a panel of paediatricians found that as a mother's SES increases, s¢
did the quality of mother-initiated treatment. A study of self-medication in Addis Ababa found that
higher use of OTCs for ilinesses traditionally treated with home remedies was found in groups with
higher education (Kloos et al., 1988). These groups also tended to store medicines in their house
more than lower educated groups, where there was a common belief that drugs lost their strength

after a few weeks or months.

2.3.5.2 Traditional medicines

Traditional medicines (Zulu: umuthi''; plural: imiti;) have been prescribed over many generations.
Imiti are prepared from various natural substances (animal, mineral and vegetable) as well as
synthetic substances (e.g. metals, standard pharmaceuticals, solvents, agri-chemicals)
{Hammond-Tooke, 1989; Stewart, Moar, Steenkamp & Kokot, 1999). The muthi may have
curative, protective or preventive elements, although some drugs are used as placebos (Gumede,
1990}, Forms of treatment include strengthening through the use of charms; cuts and incisions with
medicine rubbed in (ukuzawuia); burning of incense, dried medicines or plants (ukushungisela);
medicine rubbed on the body; steaming (vkugquma) and cleansing through the use of muthifor
washing; emetics and purgatives (generally known as an imbiza) for ukuphalaza (vomiting) and
ukuchatha (enema); ancestral rituals and sacrifices (Felhaber & Mayeng, 1997; Thale, 2003;
Gumede, 1990). Very young children are usually given an enema rather than an emetic as
purposive vomiting is thought to be difficult for young children (Ngubane, 1977; Gumede, 1990).

As well as the herbal medicines used to treat the symptoms of the iliness (amakhambi), there are
medicines known as amakhubalo which are said to treat the cause of the illness. These are
classified according to colour: black medicines (imithi emnyama) and red medicines (imithi
ebomovt) are usually used to discard the illness and protect against reoccurrence, whilst white
medicines {imithi emhlophe) restore health in the body (Ngubane, 1977). Amakhubalo include
insiziwhich is powder made up of dried bark, roots or inyamazane'? (belonging to the black
medicines); red, black or white emetics known as ubulawo and intelezi, a white medicine to guard
against witchcraft. Infeleziis never taken crally, but sprinkled around the home (ukuchela intelezi)
or used to wash with (Ngubane, 1977). Although white medicines can be used on their own, black
or red medicines should always be followed with a white medicine {Ngubane, 1977).

" In Sotho, traditiona! medicine is called dihfare. Both umuthi and diblare mean ‘tree’.
"2 Dried fat, skin or feathers from wild animals compounded into a powder.
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2.3.5.2a Protection and strengthening the child

Although a lot of traditional medicines are aimed at adult use, there is a big market for infant
medicines (de Wet, 1998a; 1998b). Treatment for the most common African childhood illness
inyoniinclude prophylactics to strengthen the child and purgatives to get rid of inyoni from the body
(Jali, 1950). In some cases the child must be taken out of town to be given an enema (Hammond-
Tooke, 1981b}. Prophylactics include medicines which can be burnt (e.g. inyamazane) for the child
to inhale, medicines to rub on the body, scarifications on the anterior fontanelle and joints of the
body, as well as the antacid Muthi Wenyoni (Jali, 1950; de Wet, 19984 ;1998b).

In order to protect the child, particularly the vulnerable newborn from the afore-mentioned causes
of illness, prophylactics include wearing an amulet containing traditional medicines such as
izinyamazane ashes, scarifications with powder rubbed into them, and burning traditicnal
medicines such as imphepho, Doepa or inyamazane to ward off evil spirits (de Wet, 1998z;
Richter, 1994; Ngubane, 1977). Doepa, although a Dutch medicine, has been "incorporated into
the local African healing tradition through a process of reinterpretation in terms of local beliefs”,
and is therefore used interchangeably with imphepho (de Wet, 1938a:p.138). Other Dutch
medicines are rubbed onto vulnerable areas such as the fontanelle, nose, nostrils, anus, genitals,
under the feet or the palms of the hands for protection or put in the child’s bath (de Wet, 1998a).
As well as the ceremonial rituals of slaughtering a sheep or goat for the amadlozito protect the
child, smaller rituals may also be performed. If 2 babies come into contact where one has been
strengthened with traditional or Dutch medicines and another one hasn't, “the two infants are put
back to back and both mothers take turns to pull on both babies’ finger joints” in order to balance
the power between them {de Wet, 1998a:p.124).

2.3.5.2b Cleaning out the body

One of the major categories of traditional medicines is the emetics and purgatives. They are used
for a wide variety of health problems, including diarrhoea and other stomach problems, chest
problems, menstrual problems, STls, childbirth, headaches, influenza and an excessive
accumulation of gall or bile (Green, 1999; Ngubane, 1977, Bryant, 1909). Zionist faith healers
also administer enemas with holy water {Green, 1999).

There are usually several different types of childhood diarrhosa which are identified by colour,
consistency, as well as other symptoms which accompany it. These symptoms include a sunken
fontanelle, sunken eyes, dry skin or blood in the stools (Green, 1999; Hogle & Prins, 1991; Yoder,
1991). The main causes of childhood diarrhcea tend to be naturalistic as a result of teething,
eating the wrong food or water that is contaminated, pollution from the mother’s breast mitk or
picked up in the atmosphere (Green, 1993; Freund, 13889; de Zoysa, Carson, Feachem,
Kirkwood, Lindsay-Smith & Loewenson, 1984; Yoder, 1995; Hogle & Prins, 1981). In the case of
childhood diarrhoea caused by pollution, emetics and purgatives are usually used to get rid of the
dirt inside the child (Green, 1985; Green et al., 1994).
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A study in the Transkei region of the Eastern Cape in the late 1990s recorded over 53 different
plant species used for children between birth and 12 years of age (Tyiso & Bhat, 1998). These
were used in enemas particularly after birth and during the weaning period (e.g. umphompo'?;
intlungunyembe'®; isicakathi / ibutha'®; umsintsi / umsinzi'®), for chasing away evil spirits (e.g.
imphepho"), as well as herbal remedies for minor ailments such as coughs, colds and flu (e.g.
umhonlanye'®), rashes or measles (e.g. isihlungu sehlathi'®; umthombothf®), headaches (e.g.
itshongwe™), diarrhoea (e.g umafumbuka / umavumbuka®®), fever (e.g. ubadlalanga®®), tapeworm
(e.g. uhlunguhlungt?®), and constipation (e.g. umbhurhuza®). Other health problems treated
include infections, toothache, bloody stools, weakness, earache, ringworm and ipleyiti, which the
authors define as a form of malnutrition as a result of pollution passed from the mother to the child
during pregnancy. Symptoms include an old look on the baby's face, a swollen stomach with green
veins, green stools and alot of crying. In a study in the Eastern Cape, the only two herbal
remedies which were bought for children from muthi shops were umthombothf® for rashes and
iYeza lamasf’ for removing the old or sour milk from a weaning child’s stomach (Cocks & Dold,
2000). Depending on where studies are conducted and with whom, results may differ slightly as to
the type or parts of plants used, methads of preparation and the illnesses they are used to treat
(Tyiso & Bhat, 1998).

2.3.5.2c Regimen and pharmacopoeia of muthi: Potentially adverse health effects

Despite the acknowledged psychological and health benefits of many traditional medicines which
have been used for centuries and have preceded modern medicine, there is often only a fine line
between traditional remedies which are helpful, those which are harmful and those which act as
placebos (Joubert, 1982; Veale, Furman & Oliver, 1992). Biomedical and traditional treatments
may also contradict each other in terms of their intended actions (Smyth, Martin, & Cairns, 1995;
Geissler et af,, 2002). In the case of childhood diarrhoea for example, traditionally purgatives are
generally used in the belief that it is essential to clean out the cause of diarrhoea from the system,
however this may leave the child even more dehydrated (Ngubane, 1977) and resulting
complications are seen regularly at hospitals (Pantanowitz, 1994). According to Pantanowitz
(1994), a Swazi infant may receive about one enema per week and a Zulu child may receive as
many as 3 per week.

'3 Scadoxus puniceus.
'* Acokanthera oblongifolia.
15 Myrsiphyilum asparagoides.
'S Erythrina caffra.
"7 Helichrysum cymosum.
'S Artemisia afra.
'° Acokanthera oppositifolia.
2 gpirostachys Africana.
! Xysmalobium undulatum.
22 garcophyte sanguinea.
8 Senna didymabotrya.
# Brachylaena elliptica.
% plectranthus barbatus.
2 Spirostachys Africana [Euphobiaceaeg].
Senecio coronatus [Asteraceae].
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As well as containing harmful ingredients such as agri-chemicals, metals or solvents, a small
number of plants and their extracts found in enemas and cther remedies, if taken in excess, can
lead to morbidity and even death (Stewart et al,, 1999). Between 1991 and 1995, 206 fatalities of
poisoning with an unknown substance or traditional medicine in the Gauteng Province of South
Africa were forensically analysed and in 43% of cases herbal substances were found to be the
cause of death (Stewart et al,, 1999). Scadoxus puniceus, more commonly known by its Xhosa
name umphompe for example, is given to the child to drink to loosen the stomach and induce
vomiting (Tyiso & Bhat, 1998), although features of peisoning such as dizziness, visual
disturbance and depression or excitation have been documented (Hutchings & Terblanche,
1989). Other studies have also reported the negative health effects of enemas in KwaZulu-Natal
(Moore & Moore, 1998; Wittenberg & Bonnici, 1998; Kibukamuscke & Coovadia, 1984 as cited in
Bland et al., 2004). In a study in rural KwaZulu-Natal for example, Vanneste {2003 as cited in
Bland et al., 2004) found that out of 156 deaths, 4 occurred after the administration of an enema,
with no other evident cause.

The toxicity of the multi-purpose remedy Callilepis laureola or ‘impila’ (Zulu word for ‘health’) has
been known since 1209 (Bryant, 1909; Popat, Shear, Malkiewicz, Stewart, Steenkamp, Thomson,
& Neuman., 2001; Wainwright, Schonland, & Candy, 1977; Candy, Pegel, Brookes, & Rodwell,
1978; Brookes, Candy, & Pegel, 1985), yet despite its toxicity, mostly due to incorrect dosage, it
is still very popular (Steenkamp, Stewart, & Zuckerman, 1999; Bye & Dutton, 1991) and most
commonly used for its magical properties, particularly in young children to offer protection from
evil spirits or pollution and more especially if a sibling has died (Popat et af., 2001; Watson,
Coovadia, & Bhoola, 1979; Steenkamp et al., 1999). Impifa is also administered by TBAs to
pregnant women during labour to ensure the heaith of the mother and the newborn, despite an
association with low birth weight in infants and other maternal-feetal toxic effects (Larsen, Msane,
& Mohnke, 1983a; Mitri, Hofmeyer, & van Gelderen, 1987; Morris & Mdlaloss, 1991; Mabina,
Pitsoe, & Moodley, 1997). Isihlambezo, another pregnancy tonic, is also supposedly implicated in
pregnancy complications such as meconium passage and reduced infant birth weight (Larsen,
Msane, & Monkhe, 1883b; Mitri ef al,, 1987; Morris & Mdlalose, 1991). According to the traditional
rules governing the use of impila, it should never be given to a child under the age of 10, should
never be given as an enema and should only be used in a weak decoction when swallowed
(Bodenstein, 1977; Popat et al. 2001). 1t has been found that one of the major determinants of the
toxicity of impila is the dosage given (Seedat & Hitchcock, 1971; Bodenstein, 1977} and a lack of
knowledge of how impila should be administered has contributed to the high merbidity and
mortality associated with its use (Popat et al., 2001). One of Okwu’s (1979) arguments is that
traditional medicine had no precise measurement, neither do TMPs use identical preparations
(Good, 1987a).

In some cases, cerain traditional practices are viewed as maladaptive if they potentially cause

more harm than good, such as not allowing a newborn to receive colostrum or ingesting harmful
chemical compounds (Edgerton, 1992). Reasons for the continued use of potentially harmful
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traditional medicines relate much to the deep-seated belief that people have in their ability to cure
and prevent illness and misfortune and resulting deaths are readily attributed to the aetiological
cause rather than the medicine (Bye & Dutten, 1991). Care should be taken however when
ascribing morbidity to a traditional remedy as the true cause may be due to a substance which is
not part of a traditional medicine (Stewart et al,, 1999). Furthermore, as Green (1999:p.268)
suggests, “we must be cautious about categorical discouragement of any aspects of indigenous
medicine and healing until we know what we are interfering with.” He elaborates that much of the
negative publicity surrounding the harmful effects of traditional medicine is usually from a skewed
sample. Emetics and purgatives for example are usually discouraged in the case of childhood
diarrhoea although the roots of Mirabifis jalapa, used to treat diarrhoea in South Africa are now
known to have antibacterial agents capable of destroying many pathogens (Chifundera, Kizungu,
& Mbuyi, 1991).

2.3.6 Summary

As well as giving an overview of the main models of health-seeking behaviour in Section 2.1, the
previous sections (2.2) have also attempted to highlight the main predictors and barriers to
health-seeking behaviour that have been found in the literature and which may alsc be applicable
to the study under investigation. In the case of South Africa, these may include characteristics of
the caregiver and the household, characteristics of the child, characteristics of the disorder and
their perception, characteristics of the health service as well as outcome and patient satisfaction.
A significant proportion of this chapter has been devoted to the explanation of health beliefs in
South Africa (2.3) and what is known about health-seeking behaviour for childhood illnesses
beycnd the clinic walls. This includes how some childhood health problems are attributed to non-
biomedical causes as a result of the world-view in which they are defined. In the case of South
Africa, these explanations include witchcraft, spirits and ancestors, God or a Supreme Being and
pollution. Traditional medica! practitioners as well as faith healers continue to remain popular
sources of health care as Western providers are not able to treat these illnesses. Some Western
medicines such as the Dutch medicines and Muthi Wenyoni however, have been indigenised into
the South African world-view and are particutarly popular preventative home treatments. Based
on this background literature, the aim of the present study is to examine differences in
interviewee responses at different types of health care providers. This was done in order to
ascertain if any of the variables found in the literature are important determinants of health-
seeking behaviour for Black children under 6 in Johannesburg and Soweto. Chapter 3 provides
an outline of how this study was carried out.
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3. Methodology

Chapter 3 begins with an overall summary of the methods used, followed by an overview of the
preliminary work, which included training the fieldworker, conducting focus groups, in-depth
interviews and piloting questionnaires. An outline of the quantitative methods discusses the
utilisation-based survey method (including its inherent advantages and disadvantages), how the
data was prepared for analysis and lastly the statistical methods used.

3.1 Introduction

Data collection took place during a 10-week period between March and June 2004 with Black
mothers who had a child under 6 years of age at 2 public hospitals {(Johannesburg / Soweto), 1
public clinic (Soweto), 2 private clinics (Johannesburg) and 2 traditional healers (Johannesburg /
Orange Farm) using a mixed method approach. These health facilities were chosen purposively
and represent a selection of different types of facilities where a caregiver might take their sick
child. Focus groups and in-depth interviews with caregivers as well as health care providers were
used to guide the design of the semi-structured questionnaire and describe the context in which
the utilisation-based survey took place, thus informing quantitative results. An utilisation-based
survey was chosen because it is less costly than a population-based survey (there was only a
small budget available for the fieldwork) and also to allow differences in characteristics, beliefs,
knowledge and actions of caregivers attending different health care providers to be examined.

3.1.2 Funding

Research was conducted under the auspices of Birth to Twenty. Funding was obtained through the
Department of Human Sciences, Loughborough University and the Parkes Foundation.

3.1.3 Ethical permission

Ethical permission was obtained from Loughborough University (including a Criminal Records check
(Disclosure number: 001065412276) to work with minors} and from the University of the
Witwatersrand (03-11-32). Permission was obtained to conduct interviews from Dr M, Mazizi, Chief
Director of the Johannesburg & West Rand Health Region, CEQs, Matrons, and traditional healers at
the various health care facilities.
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3.2 Preliminary work

3.2.1 Introduction

Preliminary work was carried out to identify potential problems in the proposed study. A small-
scale exploratory study was first conducted using focus group discussions with caregivers, in-
depth interviews with key informants and piloting of the questionnaire to determine whether the
data collected would be reliable, relevant, how much time was needed to administer the
questionnaire, whether revisions needed to be made in the wording of questions and whether
there was a need to adjust how the variables were coded. Fieldworker training also took place
during the preliminary work.

3.2.2 Fieldworker training

A fieldworker training manual (v. Appendix A) based on the United Nations University's and
WHO's field guide for the study of health-seeking at the household level (Dawson, Manderson &
Tallo, 1993) was given to the female fieldworker prior to the start of data collection and the
objectives of the project were explained. Due to delays in ¢btaining a fieldworker, fieldworker
training was ‘on-the-spot’ duting pilot interviews. The researcher was also present during all focus
groups and interviews and could therefore oversee questions and responses and follow these up
if necessary. Because the fieldworker was involved in the focus group discussions and in-depth
interviews prior to the start of the survey, this meant that she became very familiar with the
interview schedule, the intent, as well as the meaning of questions. The fieldworker had no prior
experience in the field, however she did possess excellent communication skills (also speaking
Zulu, Xhosa and Sotho) as well as other important interviewer skills including an acceptable level
of literacy and numeracy, clear handwriting and ability to follow instructions (Bowling, 1997).
Positive attitudes included willingness to listen, openness towards other opinions, being non-
judgemental, preparedness to work at irregular times, preparedness to travel and the ability to
create rapport and establish confidence.

3.2.3 Qualitative research

The qualitative element of the research involved the use of focus group discussions (FGD) and
in-depth interviews {IDI). These were used to investigate treatment options in a pluralistic setting
where different health care paradigms co-exist and various factors influence the management of
childhood illnesses. Traditionally research into health, illnesses and health-seeking has been
based on quantitative methodeclogy, based on ‘positivism’ (Ogden, 2004), Some anthropologists
and social scientists argue that behaviour cannot be measured just quantitatively, but the
researcher should rather aim to understand how the individual's experiences, interpretations and
beliefs have been constructed (Bowling, 1997; Foster & Anderson, 1978) and how these might

influence the course of action taken. Anthropological studies on health-seeking behaviour have
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therefore provided clarification for the rationality of decisions made, as well as describing the
context in which people make these decisions (Janzen, 1978; Lane & Millar, 1987; Pelto, Bentley,
& Pelto, 1990; Young, 1981). Where measuring patient satisfaction is involved, quantitative
methods tend to report high levels of patient satisfaction regardless of the target population or the
site they are surveyed (Sitzia & Weod, 1997; Bernhardt, Wiadnaya, Wihardjo, & Pchan, 1999).
Qualitative tools are more successful however in eliciting patient dissatisfaction with a service
(Sitzia & Wood, 1997; Williams, Coyle & Healy, 1998), most likely due to the open nature of the
focus groups and in-depth interviews which allows respondents to express themselves more
freely (Huby, 1997).

3.2.3.1 Aims of qualitative work
The aims of the qualitative work were to:
» Guide the design of the survey questionnaire.
» Describe the socio-cultural context in which the survey took place, thus informing quantitative
results.
* Improve the validity of the results and maximise the quality of the data by using triangulation
{Maxwell, 19986).

3.2.3.2 Objectives of qualitative work
The qualitative findings were therefore expected to:

* Elicit a multiplicity of views within a group context (focus groups} on traditional and Western
medicines and determinants of choice of health care. This would either justify including or
removing certain questions from the questionnaire.

* Provide some explanations for observed associations in the quantitative analysis, e.g. why
some poorer caregivers might use private health care facilities, why more educated
caregivers might take their child to a traditional healer or why the public hospital is perceived
to be better than the public clinic.

3.2.3.3 Focus group discussions

FGDs were used to gauge community perceptions of different paradigms of health care and
treatment (access, cost, quality, appeal, acceptability, communication) as well as concepts of
illness, characteristics of the disorder and their perception (chronic or acute, severe or trivial,
aetiological model (natural or supematural) and expected benefits of treatment (modern vs.
traditicnal}, This was intended to give insight into the determinants of choice of health care
(traditional, allopathic or both, self-treatment or no treatment) and the perceived paositive and
negative aspects of both traditional and Western medicine.
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3.2.3.3a Development of the focus group question lines
The focus group question lines (v. Appendix B) were developed according to the following broad
themes, based on data that the survey questionnaire aimed to capture:

= Childhood illnesses, causes and treatment

= The health care system in South Africa (allopathic and traditional)

» Traditional medicine

» Future health services

These themes were intended to explore variations of experiences and understandings within the
focus groups on health care systems available to children under 6 in South Africa {i.e. caregiver
opinions and ideas on their choice of particular services, as well as experiences which may have
led them to make those choices and beliefs about illnesses). This was also done in order to build
up a vocabulary of locally-identified illnesses and medicines, to gain a preliminary understanding
of the patterns of resort to treatment and to check whether the survey questionnaire needed
amending. A pile sort of medicines was also conducted in the FGDs to learn about caregivers’
use of both allopathic and traditional medicines.

3.2.3.3b Pile sort of medicines

The main part of the focus group was centred around pile sorting both traditional and Western
medicines into groups according to how they were used by mothers for their children under 6.
These were selected based on advice from a pharmacist, an anthropologist and a muthi' shop.
Caregivers were then asked why the medicines had been grouped accordingly and about other
medicines they might use which were not on the table (Hardon et al., 1984). To allow more time
for discussion, the final 2 focus groups did not include medicines which were not well-known in
the first 3 groups or not used for children, such as Bruindulsies, Balsem Vita Wit Dutch
medicines, Umthuthuzeli “Ma Ma”, ENO, intelezi, umathunga, and binneruit. Medicines not
available for the focus groups were also discussed. These medicines are by no means
exhaustive of the wide selection of both traditional and OTC medicines available for childhood
illnesses in Johannesburg and Soweto.

3.2.3.3c Sampling

An ideal sampling strategy for the focus groups would have been theoretical, enabling saturation
of new ideas, concepts and information to occur (Glaser & Strauss, 1967; Hennink & Diamond,
1999). As resources did not permit this however, sampling was purposive with only 5 FGDs held.
Three focus groups were held prior to the survey with Black Birth to Twenty {BT20) caregivers.
Ninety-five Black children who had a sibling under 6 years of age were identified in the Birth to
Twenty cohort. Caregivers were contacted by telephone until there were at least 8 caregivers per
group (11, 8, and 10). The actual numbers who attended each group were 7, 8 and 9.

' Shop where you can buy traditional medicines.
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Two further focus groups were held during the survey with Black caregivers recruited from the
paediatric dispensary queue at a public hospital in Soweto. The main recruitment criterion was
that the mother had a child under 6. These focus groups were limited to 6 participants to make
sure that everyone had a chance to speak and to sort the medicines. This was based on
experience from the first 3 larger focus groups. These 2 focus groups took place after the
commencement of the survey and therefore did not influence the design of the survey instrument.
Background questionnaires were filled iﬁ before the focus groups to get anidea of the
composition of the groups. Informed consent was also obtained prior to the start of each focus

group.

3.2.3.3d Organisation

The focus groups were lead by the researcher and an interpreter {fieldworker), with participants
seated around a table, with the medicines in the centre (Stewart & Shamdasani, 1920). The first 3
focus groups had a note-taker and all focus groups were recorded with informed consent from the
participants. As a result of delays in obtaining a fiel[dworker which minimised the training able to
be given, the researcher acted as the moderator and questions were first asked in English. The
guestion was then asked in Zulu and participants were free to answer in whichever language they
felt most comfortable, given that in this setting most people are multilingual. This limited the
involvement of the researcher in the focus groups but the fieldworker helped to summarise what
was being said. Acknowledging that the caregivers present were either busy or had a sick child
with them, focus groups were limited to one hour.

3.2.3.4 In-depth interviews (IDIs)

Since combined methods are better able to illuminate the complexity of health service utilisation,
particularly at a micro level (Rogers & Nicholaas, 1998), in addition to the focus group
discussions, IDIs were also held with caregivers, traditional healers, nurses, a Western
pharmacist and a traditional pharmacist. IDIs were able to contribute more in-depth information
on specific individuals such as traditional healers and nurses and allowed more discussion with
caregivers who had more information than the survey instrument or the focus groups were able to
capture. Interviewing health workers also enabled the providers’ perspectives to be taken into
account. FGDs also tend to generate group norms and when locking at actual behaviour, in-
depth interviews are more suitable (Hardon ef af., 1994). Participant recruitment was therefore
purposive.

One of the main aims of the qualitative work was to guide the quantitative survey. The qualitative
data therefore needed to be centred around the more structured format of the survey instrument
to help explain the results that this captured. This meant that much of the interview themes were
already framed for the respondents by the researcher, with the exception of the caregivers whose
interviews were based on information they had revealed during the survey.
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IDIs were conducted with the following {v. Appendix C for question guides):

6 representatives of traditional medicine
Representing the beliefs of those who consult them, interviews with traditional healers {TMPs)
focused on their treatment of childhood illnesses and how they interact with the modern health
care system. Key themes investigated included:

» Socio-demographic characteristics of the TMPs

» Characteristics of the clientele (i.e. who is using their services)

* [linesses treated and cost of treatment

» Causes of illnesses and treatment

» Perceptions of the allopathic health service and referrals

* Knowledge of other non-qualified TMPs working in the area and the toxicity of herbal

remedies

Most importantly, interviews with traditional healers also allowed a rapport to develop, thereby
enabling permission to interview caregivers from their facilities to be sought.

5 nurses of Western medicine

In order to obtain a range of nurses’ perspectives, IDIs were held with 3 public hospital, 1 private
clinic and 1 public primary health care clinic nurse at the facilities where the caregivers were
interviewed. Key themes investigated include:

» Socio-demographic characteristics of the nurses

» Characteristics of the clientele (i.e. who is using their services)

» Characteristics of the specific health care provider {e.g. case load, reasons for consultation,

cost of treatment)
* Perceptions of TMPs and the toxicity of herbal / home remedies
= Quality of care in the public and private sectors

2 pharmacists
One traditional pharmacist from a muthi Shop and 1 Western pharmacist were interviewed. Key

themes investigated include:
» Characteristics of the clientele (i.e. who is using their services)
» Characteristics of the specific health care provider (e.g. reasons for consultation, cost of
treatment, popular treatments)
= Perceptions of TMPs and the toxicity of herbal / home remedies

5 caregivers {during the survey)

Three public hospital caregivers, 1 private clinic caregiver, and 1 public primary health care clinic
caregiver from the quantitative survey were interviewed in more depth. The focus was on
personal experiences of childhood iliness and how this is managed within different socio-
economic groups. A private clinic caregiver who used traditional medicine and a public clinic
caregiver who did not use traditional medicine were included in these in-depth interviews to

explore deviant or atypical cases (Maxwell, 1996). Caregivers’ interviews also provided a more
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detailed narrative of how previous experiences with health care providers shaped their social
expectations and present actions.

Informal interviews with key informants

Informal interviews were also held with a toxicologist, a botanist, a sociclogist, and an
anthropologist. These key informants were able to contribute useful information on traditional
medicine and health-seeking behaviour in this setting, which helped in the design of the
questionnaire, as well as making contact with traditional healers. ‘Screening” in Paediatric
Casualty at one public hospital was also cbserved which allowed a brief but useful insight into the
doctor-patient relationship.

3.2.3.5 Analysis of FGDs and IDIs

Within the timescale available, no in-depth analysis of the FGDs and IDIs could take place prior to
the survey, however preliminary results were discussed with the fieldworker. This allowed some
amendments to be made to the questionnaire. A section was included which looked at how 10
common childhood health problems, including inyoni, ibala, crying and teething are managed.
Abantu lllnesses were also included in other codes where illnesses or symptoms were asked
about. Based on the nurse interviews, caregivers were asked what they thought about saline
drips (their use and why are considered important) and whether they thought that their usual
provider of Western medicines explained the instructions clearly to them. Given the importance of
Dutch medicines which was indicated in the FGDs, a section was included which asked the
caregiver which Dutch Medicines she gave to her child and whether she mixed these or not. With
low levels of exclusive breastfeeding in South Africa, instead of asking how long the child was
exclusively breastfed for, the caregiver was asked when the child was first given a bottle. A
section was also included on what traditional medicine the child had been given and the reason
for its use. Some questions which were pre-coded were asked in focus groups (e.g. what
improvements caregivers would like to see in the health service) and this enabled some codes to
be added or removed. A memory aid which was used in the focus groups was also incorperated
into the survey to reduce recall bias.

Transcription and translation into English of the focus groups and in-depth interviews were cross-
checked by another transcriber / translator for errors. ‘Scissor and sort’ (or ‘cut and paste’)
technique and coding schemes (Stewart & Shamdasani, 1990; Ulin, McNeill, & Tolley, 2002) for
the qualitative work were performed manually by the researcher for the FGDs and using QSR
NVivo for the IDIs. Once translated, transcriptions were read several times by the researcher to
identify general themes and issues based on the research questions investigated in the main
survey, as well as the pile-sort results (Hardon et al., 1994; Weller & Kimball Romney, 1988).
After each batch of transcriptions (FGDs, caregiver IDIs, TMP IDIs and Nurse IDIs) had been
read, transcriptions were reread to check for further themes and subthemes. Consistency checks

% Inspection of referral letter and brief assessment of whether the child's condition warrants hospital
treatment or not.
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were performed on a sub-sample (1 transcription from each batch) by a different analyst. As well
as themes being ‘coded up’ from the data, diagrams were developed to enable the researcher to
summarise the findings (Hardon et al,, 1934), Pile sort results were grouped according to use of
the medicines concerned, and cther medicines not present but commonly used by mothers were
also noted.

3.2.4 Piloting the questionnaire

After amendments following the first 3 FGDs, the questionnaire was piloted with 6 caregivers who
had attended the FGDs. QOne of the main aims of the pilot was to time how long it took to
administer the questionnaire, with the maximum time limit being 30 minutes. As a result, certain
sections had to be reduced, in particular the 2 week morbidity section, as well as the section on
the management of 10 childhood illnesses. Delays in the recruitment of a fieldworker reduced the
time available to pilot, change and translate the fina! versions of the lengthy questionnaires into
Zulu, Xhosa and Sotho. They were therefore left in English (v. Appendix D). Because only 1
fieldworker was used however and because she was fluent in Xhosa, Zulu, Sothe and English,
this minimised interviewer bias. The researcher was also present during all interviews and was
able to monitor the answers given and prompt for further information if necessary. Issues which
arose whilst piloting the guestionnaire can be found in the discussion section on methodological
issues and limitations.

3.3 Quantitative research

3.3.1 Survey design

Because population-based studies are costly, an utilisation-based survey was used which
focuses on the population that actually visit a particular health care provider. As well as permitting
a deeper locational analysis of patient characteristics, it also tries to overcome the under-
reporting of the use of traditional medicine by finding out about the behaviour of traditional
healers’ patients (Good, 1987a).

3.3.2 Sampling

The aim of the survey was therefore not to measure levels of health-seeking behaviour, but to
find out why caregivers follow different patterns of resort. For this reason a selection of public,
private and traditional facilities were selected purposively. Once interviews had commenced at
the public hospitals it became apparent that mothers viewed public hospitals and public primary
health care (PHC} clinics differently, therefore they were sampled separately. Black caregivers of
children under the age of 6 years were recruited (n = 206; 66% male and 34% female children)
from 1 public clinic in Soweto {n = 50), 2 private clinics (n = 50) in Johannesburg, 2 public
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hospitals (n = 53} from Johannesburg and Soweto and 2 traditional healers (n = 53) from
Johannesburg and Orange Farm, an informal settlement on the outskirts of Johannesburg.

With the exception of the traditional healers’ patients, participants were selected from queues at
the various health care facilities. Sampling was not random becausé of the difficulties in
interviewing mothers who have a sick child and are concerned that they may lose their place in
the queue, If patient lists are used as a sampling frame, these are often not up-to-date
(Houghton, Bowling, Clarke, Hopkins & Jones, 1996). Exit interviews were not possible because
of the length of time a caregiver had already been waiting with their sick child. Selection was
therefore determined by the caregiver's position in the queue. With this type of convenience
sampling there is potential for selection bias in the unconscious selection of friendlier-looking
participants. However it is unlikely that participant characteristics would vary by their place in the
queue. At the private clinic, all caregivers were usually interviewed as their children were
admitted and there was not a high turnover of patients.

Sampling from the traditional healers could not be undertaken in the same way as for the other
facilities as no queue or in-patients existed at these providers. Participants were therefore
recruited using two key '‘gatekeepers’ to respondents, 1 TMP from a market in inner-city
Johannesburg and 1 TMP from Orange Farm, an informal settlement on the outskirts of
Johannesburg. The main criterion was that the caregivers should recently have taken their child
under 6 to a traditional healer. Given that only 2 TMPs were used however, a flexible approach
was required. For this reason, 4 traditional healer's patients had not been seen by the traditional
healer in the 2 weeks prior to interview, although their child had been given traditional medicine in
the past. There was clearly the increased potential for recruitment bias from the traditional
healers compared to other health care providers as the TMPs may have only chosen to put us
into contact with certain individuals. By using 2 gatekeepers, the study sought to reduce such
biases. It was not possible to recruit in any other way because the budget and timing of thé study
meant that at least 6 respondents had to be interviewed per day.

3.3.3 Sample size

The sample size was not calculated at the design stage of the study because differences in
health-seeking behaviour between groups was not known. The utilisation-based survey can
provide estimates on which sample size calculations can be conducted for a larger-scate survey.
The sample size was also restricted by financial and time constraints. Power calculations at the
5% level with 2-tailed significance were however performed retrospectively in Stata 8.0 to assess
how much chance the study results had of detecting a significant difference for some of the main
variables of interest {v. Table 3.1).

As can be seenin Table 3.1, the risk of type |l (beta) error occurring is increased because of the
small sample size and this needs to be taken into account when interpreting the findings of the
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study. Because non-random methods of sample selection were used, inferences cannot be made
about the population from which the sample came. Furthermore, not everyone who has an iliness
or medical condition ¢censults a doctor, so it is difficult to generalise results from health service-
based surveys.

Table 3.1: Sample size calculations for selected variables

Variable Sample1 p1** Sample 2 p2**  Power* Required
(n1) {n2) sample size
ni n2
PHC (50} Public hospital (53) 0.64  0.0407 2911 3086
Use of traditional
. PHC (50) 0.68 Private (50) 058 0.1276 508 508
medicine
PHC {50} TMP {53} 1.00 0.8925 31 33
PHC (50 Public hospital (53 0.81 0.0603 1163 1233
Use of Dutch (50) ublic hospital (S3)
. PHC (50) 0.86 Private (50) 060 07814 67 &7
medicines
PHC (50} TMP {53) 0.83 0.0345 3036 3219
Treats at home first PHC (50} Public hospital {53) 0.81 0.2621 213 226
for diarrhoea PHC (50) 0.92 Private (50) 072 0.6541 86 86
PHC (50) TMP (53) 0.87 0.0708 805 854
Mother perceives PHC (50) Public hospital {53) 0.30 0.1518 401 426
illness is not serious PHC (80) 0.20 Private (50) 0.70 09995 23 23
on day of interview PHC (50} TMP (53) 0.85 1.0000 13 14
Caregiverisinlowor PHC (50} Public hospital (53) 066  0.1301 503 534
very low SES group PHC (50) 0.56 Private (50) 0.06 09999 20 20
PHC (50} TMP (53) 0.89 09543 41 44

*alpha 0.05 ™ proportion

3.3.4 Survey instrument

An interviewer-administered semi-structured questionnaire was used to capture quantitative
information on childhood morbidity and health-seeking behaviour in the first 6 years of children's
lives. Outcomes investigated in the main survey were based on the conceptual framework from
background literature and qualitative interviews. These outcomes include differences in
characteristics, beliefs, knowledge and actions of caregivers attending different health care
providers, Existing scales of measurement were used from the surveys identified below, as these
have been previously tested for reliability and validity.

*  The South African DHS survey (Department of Health et al, 1998)

»  The Consumer Assessment of Health Plans (CAHPS) 2.0 Child Core questionnaire
{(Agency for Health Care Policy and Research, 1998)

* Demand for Medicinal Plants in KwaZulu-Natal questionnaires (Mander, 1998)

» A National Household Survey of Health Inequalities in South Africa (Community Agency for
Social Enquiry (CASE) for the Henry J. Kaiser Family Foundation)

* The Scuth African Census {2001) Metadata (Statistics South Africa, 2001a)
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* United Nations University’s and WHO's “Field Guide for the Study of Health-Seeking at the
Household Level” {(Scrimshaw & Hurtado, 1984)

» The 2-week morbidity section was adapted from the calendar design implemented in the
1995 Guatemala Survey of Family Health (Heuveline & Goldman, 2000; Galdman et al,,
2002)

3.3.4.1 Sequence and sensitivity of questions

A funnelling technique was used which ordered questions from broad to more specific (Bowling,
1997), with more sensitive questions asked as late as possible {e.g. income). Caregivers were
shown several bands of incomes and asked which corresponded to their household income. In
this way caregivers did not have to think of an exact figure and say it out aloud, but simply had to
point or say the category number. The section on the use of traditional medicine was also left as
late as possible in the questicnnaire. Because several general aspects of traditional medicine had
already been mentioned indirectly (e.q. what caregivers did for specific ‘African’ illnesses), this
topic was introduced gradually.

3.3.4.2 Content of questionnaire
The questionnaire (v. Appendix D} was composed of the following sections:

A. Socig-demographic data of primary carer In this section data were collected on: main
language; age; sex; weight; height; religion; marital status; education; place of birth; area of
residence; length of residency in Johannesburg / Soweto; number of people in household; child
deaths and causes; parity and ages of children alive; support from friends or relatives; household
employment; caregiver employment; head of household employment; frequency of household
hunger; ownership of consumer durables; household income; type of dwelling; rooms in house;
medical aid coverage.

B. Socio-demographic and health data of child < 6 years In this section data were collected on:
reason for attending health care facility; age; sex; current weight; current height; birth weight; birth
length; breastfeeding / bottle-feeding; health status since birth; immunisation.

C. Knowledge of childhood illnesses, treatment and general behaviour In this section data were
collected on: who makes decisions when child is not well; most commeon health problems
experienced by child; symptoms caregiver would consider to be serious for child; when caregiver
thinks the child would need a drip, and why this is important; use cof Dutch medicines for child;
which Dutch medicines are used; mixing of Dutch medicines; where Caregiver normally gets
Western medicine from; understanding of explanation of medicine instructions; what caregiver
normally does first (provider / treatment) and then second for 10 common child health problems.
This survey did not measure causes of illness but ‘type of treatment’ provides an indicator of
natural or supernatural cause of disease.
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D. Personal experience of childhood illnesses in last 2 weeks In this section data were collected

on: when illness began; symptoms; severity today; when caregiver was most worried and why;
advice from others; treatment given; who recommended treatment; reason for choice of health
care provider. Since this was not a morbidity survey, disease misclassification was not a major
issue. Nevertheless, caregivers were asked both why they were at the health care provider as
well as what symptoms the child had. A 2-week recall period was used as this is normally
considered adequate for recalling data (McKinlay, 1972; Ross & Vaughan, 1986, as cited in
Ryan, 1998), although if an illness had started prior to this, this information was also captured.

E. Use of traditional medicine In this section data were collected on: ever-use of traditional

medicine for child; where caregiver normally gets the traditional medicine from; main medicines
used; reason for use of medicines; order of treatment (Western / traditional); mixing of Western /
traditional medicines; caregiver use of traditional medicine; reasons for change in caregiver use
of traditional medicine; reasons for / for not taking a child to a traditional healer. A small section
on pregnancy-related questions was then asked: antenatal clinic attendance; help from traditional
birth attendant (TBA) or clder relative; herbal remedies / medicine taken during pregnancy.

F. Perceptions of health service (opinions / feelings / personal experience) In this section data

were collected on: where the caregiver would take their child for treatment if money was not a
problem {i.e. if they won the lottery) and why; where the best place to take their child is in terms of
affordability and why; distance to providers (closest and furthest); mode of transpont; why some
caregivers bypass the primary health care clinic in favour of the public hospital; the most
important factor when deciding where to take their sick child; cost of traditional medicing; how a
caregiver might find a good traditional healer; what caregivers think about faith healing and if they
have ever taken their child to a faith healer; what the doctors and nurses are like at their usual
health care facility; what the antenatal care nurses are like; whether caregiver would complain if
she was not satisfied with service or treatment; who the caregiver would complain to and whether
they thought this made a difference; and lastly, how health care could be improved for children
under & in Johannesburg and Soweto.

3.3.5 Measures

In order to obtain a general picture of the health of the caregivers and their children, respondents and
children were weighed using portable scales and height / length was measured with a tape measure
{(v. Figure 3.1). If the clinic had already weighed or taken the height of the child on this visit, this was
used instead. Shoes and heavy items of closing were removed where possible. If the child was under
.3 years, or was too ill to stand they were measured in the recumbent position and weighed in their
mother’s arms.
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Source: N. Spark-du Preez (2004)
Figure 3.1: Practising taking length and weight measurements

At the primary health care clinic, the public hospitals and the traditional healers respondents were
interviewed in a separate room (v. Figure 3.2). The private clinic interviews took place in a ward, with

some mothers in private cubicles and others in the main ward. There was sufficient space between
beds however to ensure privacy.
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Figure 3.2: Examples of interview rooms used at public hospital (1), PHC (2) and TMP (3)

3.3.6 Incentives

Participants were provided with refreshments and a R50 (£5) food voucher was given for taking
part in the study.

116



3.3.7 1-week diary

According to Elliot (1997) and Wiseman, Conteh and Matovu (2005), diaries have been neglected
as a sociological research method, despite their power to capture data that the standard interview
may miss. If filled in everyday, diaries are less subject to recall bias with their proximity to the
present (Whitty & Jones, 1992). In fact, diaries are argued to be one of the best ways of collecting
data on health-seeking (Verbrugge, 1985; Mechanic, 1989), especially as more trivial symptoms
are easily forgotten, particularly if they have not been treated by a health care professional
(Elliott, 1997). In developing countries where literacy rates are lower than developed countries the
use of the diary is obviously problematic (Bowling, 2002). However this can be overcome by
asking a friend or relative to help fill in the diary (Wiseman et al., 2005), particularly if it is not
intimate narrative but simply a log of events with little commentary. Literacy is not always the
problem, but the willingness to record everyday events. According to Sheridan (1993), some
people are more natural diarists than others and take to the task more easily. 'Fatigue’ and less
complete entries may also occur when respondents become tired of keeping the diary
(Verbrugge, 1980).

To overcome issues of recall bias and to test the diary as a data-collection method in this setting,
1-week diaries were given to caregivers to obtain prospective data on patterns of resort for
treatment (v. Figure 3.3). An evaluation of how well these diaries had been filled in was

performed.

Source: N. Spark-du Preez (2004)

Figure 3.3: 1-week diaries on health-seeking

The diaries were structured and guidance was given on how to fill the diary in. These had been
translated into Zulu and Sotho (and back-translated into English to check for accuracy) (v.
Appendix E). Diarists were asked to record any health problems their child had had and any

action they had taken. As well as care from health professionals, diarists were also encouraged to
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comment on any informal care, self care and alternative therapies they had used. lliterate
caregivers were given the diary and asked if somecne else could help them to fill it in. When the
diary was completed, caregivers were asked to return it to the researchers which was logistically
challenging. Caregivers were then given R20 (£2) for transport and a R30 (£3) voucher for
Nandos (fast-food outlet) if the diary had been completed. On returning the diary, the fieldworker
or researcher (if diaries were in English) checked the diary with the respondent for omissions or
inconsistencies.

3.3.8 Preparation of data for analysis

3.3.8.1 Coding, data entry and verification

» A coding frame was created by listing all of the answers in the questionnaires. These were
subsequently collapsed into fewer categories and recoded.

= New codes were written on all of the questionnaires and these were entered into SPSS.

» Most of the data checks took place during coding, recoding and data entry. Age for example,
was re-checked against the date of birth given. In the few cases where there were
discrepancies the date of birth was used to recalculate the age of the child or caregiver. This
led to one traditional healer's patient being excluded from analysis as they were above the
5.99 age-threshold, The child’s weight and height were also much higher than other children
aged 5 years.

= Consistency checks were performed during recoding using cross-tabulations, particularly for
the variables with many categories such as church, symptoms, iliness, treatments and
perceptions of providers. Frequency counts were also compared with manual counts
performed in Excel whilst the coding frame was drawn up.

* 10% of the questionnaires (every 10th questionnaire after questionnaire 1) were also checked
for data entry and coding errors. By the time this verification was done, the questionnaires
had already been checked during the creation of the coding frame and recoding which
minimised the amount of errors found. Only 2 questionnaires contained errors. The first
questionnaire contained 2 coding errors in relation to how fever is treated and the second
questionnaire contained one coding error.

= Data was transferred to Stata 8.0 for analysis and subsequent recoding.

3.3.8.2 Missing data

Missing data was minimised by the researcher checking the questionnaire for any omissions,
errors or discrepancies whilst the interviewer explained to the caregiver how to fill in the diary.
Caregivers could also be cross-questioned when they returned their diary, or if this was not
possible they wers telephoned. Information was collected from the Road to Health Chart (40% of
caregivers had this with them) on immunisation, birth weight and length. Data was not able to be
collected on birth length for 59% of children, on birth weight for 24% of children and on birth head
circumference for 62% of children.
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3.3.8.3 Recoding of variables _
Presented below are the explanations of the categories created for the variables needing the
most restructuring. Tables of the coding process for these variables can be found in Appendix F,

3.3.8.3a Child-related variables

Child’s age group (adjusted for TMP patients)

To adjust for the sampling design at traditional healers {i.e. health-seeking data was based on the
last time that the caregiver had brought their child under 6 to a traditional healer), the child’s age

was adjusted to reflect this, as shown in Table 3.2,

Table 3.2: Recoding of child’'s age

Age Freq. before recoding Freq. after recoding
<= 6 months 50 55
7-12 months 38 36
13-23 months 49 48
24+ months 69 67
Body Mass index (BMI)

For infants {birth to 24 months), sex appropriate length-for-age CDC growth charts were used to
plot the percentiles. At age 24 months and older, BMI (wt / ht?) CDC growth charts were used to
plot percentiles. These percentiles rank the position of the child by indicating what percent of the
reference population the individual would equal or exceed. These growth charts were developed
by the National Centre for Health Statistics (2000) as a clinical tool for health professionals to
determine if the growth of a child is adequate and are used by the World Health Organization for
international use, Children were classified as underweight if their NCHS percentile group was
<P3, normal weight if their NCHS percentile group was P3-P97 and overweight if their NCHS
percentile group was >P37.

Commeon illnesses since birth

Forty-eight unique common ilinesses were first identified and these were then grouped into the
categories found in Appendix F. Gastro-intestinal problems included any stomach pains,
diarrhoea and vomiting. ENT-related problems included any upper-respiratory infections such as
colds, runny nose, blocked nose, tonsillitis and ear infections. Chest-related problems included
any lower respiratory infections such as broncho-pneumonia, breathing problems, coughing and
asthma. African illnesses included inyoni, ibala and problems with the umbilical cord. ‘Other’
included teething, jaundice and injuries.
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3.3.8.3b lliness-related

Reason for attending health care provider

Seventy-one reasons (if caregiver did not know the iliness then the symptom / s were given) were
identified and these were grouped broadly according to the ICD-10 disease classification
(National Center for Health Statistics, 2004), modified to include an ‘African’ health problem
category (v. Figure 3.4). Reasons for which there were not sufficient cases to form a category on
their own were grouped in an ‘other’ category. The intention was not to diagnose the child’s
iliness but to try and group “discomforts roughly in terms of popular cultural perspectives”
(Chrisman & Kleinman, 1983:p.576). Caregivers were not always aware of what illness the child
was suffering from, therefore combinations of symptoms and illness were recorded. It is
acknowledged that trying to group symptoms can lead to disease misclassification, particularly as
some symptoms might fall into several groups (Gesler, 1979a). Fever for example, may be a
symptom of an upper respiratory infection, an ear infection, a gastro-testinal infection or a viral
infection of the central nervous system such as meningitis (Swift, 1998; Madeley & Peiris, 1998;
Shears & Hart, 1998; Amor & Mehta, 1998). As only 7 cases of fever were mentioned as a reason
for being at the provider and a variety of agents may have caused this, fever was grouped with
upper respiratory infections according to clinical profiles of acute respiratory infections (Kibel,
2001).

URTI/ ENT-related:
included any upper-
respiratory infections
such as colds, runny
nose, blocked nose,
tonsillitis and ear
infections, adenoid
problems, foreign
bodies in the nose and
fever.

Chest-related:
lower respiratory
infections such as
broncho-pneumonia,
TB, breathing
problems, coughing
and asthma.

Gastro-intestinal /
digestive system
problems: included
such problems as
stomach pains and
constipation, blood
in stools, diarrhoea
and vomiting.

Rash / skin related:
included measles,
chicken-pox, oral
thrush, and any sores
or rashes found on the
body.

‘Other’: included reasons such
as injuries, heart problems, HIV
test, immunisation and urological
problems for which there weren't
enough cases to form a group on
its own.

‘African’ illnesses: included
inyoni, ibala, night frights,
‘pollution” and problems with
the umbilical cord.

Figure 3.4: Groupings of reasons for attending health care provider
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Symptoms

Given that “what families actually observe and react to is most likely to be children’s symptoms”,

(Goldman et al., 2002:p.1701), caregivers were also asked about symptoms their child had

experienced for that health problem on the day of interview. It is acknowledged that there is

potential recall bias for this question. In total, 141 symptoms were identified, including ‘not

applicable’ for reasons such as immunisation. Several levels of coding were performed for

descriptive analysis. These were broadly grouped according to the same criteria as outlined for

‘reasons for bringing child to health care provider'. African illnesses / problems were however

categorised according to symptoms, e.g. ibala (capillary naevus) was grouped with rashes and

skin problems and inyoni symptoms were grouped with the gastro-intestinal problems for

example. Crying / malaise and unhappiness were grouped

on their own as they may be

applicable to any health problem and are interesting symptoms in their own right (v. Figure 3.5).

URTI/ ENT-related:
includes any upper-
respiratory infections
such as colds, runny
nose, blocked nose,
tonsillitis and ear
infections.

Rash / skin-related:
includes measles,
chicken-pox, oral thrush,
and any sores or rashes
found on the body.

Not themselves / malaise /

LRTI/ chest-
related: includes
lower respiratory
infections such as
broncho-pneumonia,
breathing problems,
coughing and
asthma.

Gastro-intestinal problems
/ digestive system:
includes such problems as
stomach pains, blood in
stools, diarrhoea and
vomiting.

unhappy: weak, crying a lot, not
sleeping, not playing etc.

‘Other’: includes reasons such as
injuries, heart problems, HIV test,
immunisation and urinary problems
for which there weren't enough
cases to form a group on its own.

Figure 3.5: Groupings of symptoms on day of illness

Why caregiver was worried

Another variable captured what day of the iliness the caregiver was most worried. The caregiver

was also asked why she was most worried on that day and 108 reasons were grouped into chest-
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related problems; pain or restlessness; weakness; severity; gastro-intestinal related; fever and
loss of appetite / weight loss. All other small groups were grouped into the ‘other’ category.

3.3.8.3c Belief-related and use of traditional medicine

Religion

There were 55 churches alone recorded in this study and respondents cften did not know how
their church was broadly defined (e.g. African Independent Church). Some names were not given
in full within these 55 churches (e.g. Full Gospel versus Faith Ways Full Gospel Church). There
were therefore 48 different churches. It was difficult to find references after the study to know how
to group these into denominations (Catholic, Protestant, African Independent Church) and
extensive internet searches were performed to find cut more about the churches recorded in the
study. Although The Zion Christian Church (ZCC) is an African Independent Church (AIC), this
were kept separate to reflect more radical attitudes found in the ZCC compared to other AlCs
(Sundkler, 1961).

Traditional medicines given

The maximum number of different traditional treatments a caregiver could remember having
given to their child was 10. Explanations of the Zulu, Sotho or Xhosa terms are given in the
results section. Traditional medicines were grouped according to how they were administered,
with the exception of ‘Church’ medicines which were grouped on their own. Most medicines fell
under the broad label of ‘imbiza’ (a mixture of traditional medicines, usually acting as an emetic or
purgative), Mouth and nose drops were included in this group. Any imbiza or concoction used as
a spuit (enema) was grouped separately. Further grouping included cuts and incisions, medicine
rubbed on the child; ‘Church’ medicine; medicines for burning / inhaling; amulets / beads / ropes
and lastly a group labelled as ‘other’.

Reasons for giving child traditional medicine

The main reasons for using traditional medicine were grouped in the broadest categories as
follows: inyoni and ibala were grouped together as they were the most commonly mentioned and
were scmetimes seen as part of the same illness; any problems associated with the child’s
digestive system or cleaning out the child; any problems associated with bad spirits and poliution
{including restlessness and crying); chest, ear, nose and throat problems were grouped together,
including fever; any rashes or sores were grouped together; teething and lastly an ‘other’
category.

Why caregiver has changed personal use of traditional medicine

Caregivers were asked if their use of traditional medicine had changed in the last 10 years and if
s0 why. Groupings included: not being needed at present; having experienced good outcomes in
the past; having experienced bad outcomes or the medicine not helping in the past; religious
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reasons and lastly an ‘other’ category whose variables had too few responses to create
categories of their own.

Why caregiver has / would take child to a traditional healer

As well as asking about traditional medicine that the child had been given (as this may come frem
any source), caregivers were asked if they had or would take their child to a traditional healer and
reasons for this. In the broadest groupings, all variables relating to protection, the supernatural
and African health problems were grouped together. The second category included the efficacy of
traditional medicine or the inability of Western medicine to help. Family and background-related
variables such as the influence of relatives or culture were grouped together and provider or
access-related variables were grouped. Reasons for not taking a child to a traditional healer were
grouped according to the following: not believing; religious-related variables; background and
family-related variables and finally traditional medicine being dangerous or Western medicine
being better.

Traditional medicines used during pregnancy

Traditional and herbal medicines used during pregnancy were grouped in the same way as
traditional medicines given to the child {i.e. how they are administered). ‘Isihlambezo’ was
grouped separately from the ‘imbiza’ category because it is one of the most popular tonics used
during pregnancy. ‘Isiwasho’ was also kept separate from the imbiza category because of its
assoctations with faith healing. Medicines which were not ingested (medicine to bath in, to rub on
the body and to burn) were grouped together as there were not enough of each to form their own
categories.

Reasons for use of traditional medicine during pregnancy

The main reaseons for using traditional or herbal medicines during pregnancy were divided
according to their use: to aid labour; for protection and strengthening; for reasons related to the
foetus such as positioning and preventing jaundice and lastly mother-related reasons, including
pains and swelling.

3.3.8.3d Provider-related

Reasons why some caregivers might bypass the primary health care clinic

Caregivers were asked if they knew why some caregivers might bypass the PHC clinic in favour
of the public hospital. As respondents could give more than one answer, binary variables were
created for the various groupings of variables. These were broken down into medicine-related
issues including equipment; seeing a doctor or specialist; how the child is examined; issues
surrounding waiting times and opening hours; emergencies or sericus cases; and the service and
help given.
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If caregiver won the lottery where would be the best place to take child if they are sick?
Where is the best place to take your sick child in terms of affordability ?

The caregivers were asked a series of hypothetical questions, the first one being where the best
place would be to take their sick child if they won the lottery (i.e. if money was not a problem).
The caregiver was then asked why that chosen provider would be the best. Binary variables were
created as a caregiver could give more than one response. The broadest groupings of variables
were medicine-related; staff-related; seeing a specialist; the medical process (i.e. examination);
accessibility (i.e. availability of staff and waiting times); facility-related variables; cost-related
variables; outcomes in the past / efficacy and lastly belief and habit-related variables. Cost-
related variables {provider fees) were grouped in with facility variables for the provider chosen if
the caregiver won the lottery as there were only 5 cost-related responses.

Most important factor(s) when deciding where to take child when they are sick

Caregivers were asked what the most important facter would be when considering where to take
their child when they are sick {any illness). Responses (of which more than one could be given)
were grouped into the following categories: cost-related; belief-related; waiting-time (including
urgency); medicine-related; staff attitudes; the medical process (i.e. examination); seeing a
specialist or doctor and lastly distance to the provider.

How could health services be improved in Johannesburg / Soweto?

Caregivers were asked how health care could be improved in Johannesburg and Soweto for
children under 6 in particular. This was another question which aimed to find out indirectly what
was important to a caregiver, and more than one answer could be given. Variables were grouped
into the following categories: improving staff attitudes; improving staff numbers; improving waiting
times; integrating Western and traditional medicine; improving facility characteristics including
resources available; improving services and procedures. The ‘other’ group included patient-staff
relations and user fees.

Why did you choose to come to this health care provider today?

As well as finding out the medical reason for bringing their child to the health care provider, the
caregiver was also asked why they had chosen that particular health care provider. Variables
were grouped into the following categories: staff-related issues; illness-related issues; efficacy,
being recommended; being referred by another provider; cost; check-up or collecting results and
finally enabling factors (access / distance / availability).

3.3.8.3e General health-seeking behaviour
Health-seeking for 10 common child health problems
For 10 common health problems, caregivers were shown a picture grid (v. Figure 3.6) of health

care providers and other places where you might get traditional and Western medicines, to help
mothers remember the options available when their child was not well. This was a very useful
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memory aid during the survey and it also introduced the topic of traditional medicine without the
interviewer having to mention it outright. The options were: public hospital; home; pharmacy;
market; inyanga; friends; sangoma; faith healer; muthi shop; relatives; primary health clinic; GP;
private clinic; the bush; supermarket; and garden. Mothers were simply asked where they would
go or what they would do first if their child had a particular health problem. If they did not know
they were asked who they might seek advice from. If they knew what treatment they would give
this was also noted. Mothers were then asked, if their child did not get better after treatment /

provider 1, then what would they do / where would they go.

[ Abaprofeti ¥
o .

Supermarket i ‘ Gérden

Figure 3.6: Memory aid: Picture grid of sources of health care / treatment

The 10 common health problems include: diarrhoea, cough, fever, vomiting, constipation, cold /
flu, inyoni, ibala, crying / restlessness, teething. Inyoni and ibala were included as examples of
the 2 most common ‘African’ illnesses children experienced. Crying was included for 2 reasons.
Firstly, as well as being a sign of pain, discomfort, hunger or unhappiness, it may also be a sign
that there are bad spirits in the house, that the ancestors are not happy, that the child has picked
up some form of ‘witchcraft' or has come into contact with others who have used traditional

medicine or who are ‘polluted’. This can be seen in the type of treatment or provider a mother
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might choose. Secondly, some studies (de Wet, 1998a; Bland et al., 2004) have reported that
mothers may tend to mask problem behaviours such as crying with alcohol-based medicines
such as Panado, so it was interesting to see how often Panado would be used as a first course of
action. Teething was included to see how many mothers would resort to traditional forms of
treatment such as grey beads for example.

How the different providers and treatment were grouped for each of the 10 health problems can
be found in Appendix F. If the traditicnal healer was a relative, the provider was grouped in the
TMP category to denote the type of treatment which is used. Church / faith healers were also
grouped in the traditional category to denote non-allopathic treatment. For inyoni and ibala,
church was also looked at on its own to be able to differentiate between types of traditional
providers. For certain ilinesses, it was also interesting to look at type of public and type of private
providers used. Examples of how providers were grouped include:

* Relative / self / friend: Home; garden; relative; friend.

= Traditional: Inyanga; muthi shop; sangoma; church; relative who is TMP / Herbalist.

» Public: PHC clinic; public hospital.

» Private: GP; paediatrician.

» Qver-the-counter: Pharmacy; supermarket.

Treatments were grouped according to the following:

* OTC: medicines from a pharmacy or supermarket (includes Dutch medicines)

* Home; diet-related, including food (custard; porridge) or liquid given {ORS; fish oil and
vinegar) as well as care-related (keep child warm; cool child down; comfort child)

= Traditional: any remedy made at home or obtained from a traditional provider. In some cases
it was difficult to decide whether a treatment should be ‘home’ or ‘traditional’, given that some
traditional treatments can easily be made at home (e.q. umhlonyane boiled for cough or
boiled chicken gizzards). Any remedies which were known to be used for ‘African’ health
problems or which involved the use of plants were grouped as traditional.

As in the case of providers, certain types of treatments are also highlighted if they were popular
amongst caregivers {e.g. the spuit for constipation, Panado for crying and grey beads for
teething).

3.3.9 Statistical methods

3.3.9.1 Univariate and bivariate analysis

Univariate and bivariate data analysis was carried out using Intercooled Stata 8.0. The chi-
squared test of independence was used to explore associations between the outcome of interest
{health care provider on day of interview) and the characteristics of the users at the different
health facilities. P-values of less than 0.05 were regarded as significant. The Fisher's exact test
was used if the expected value of a cell was less than 5, however in some cases it was not
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possible to calculate the p-value if tables contained a large number of zeros, therefore no p-value
is reported for these tables.

3.3.9.2 Principal Components Analysis — Socio-economie status

As there were many variables denoting socic-economic status in the dataset, Principal
Components Analysis {Townend, 2004} was used as a method of data reduction to create wealith
indices (Filmer & Pritchett, 2001).

Socio-economic variables available include:
= Caregiver employment: unemployed; employed.

Household employment: no one working; > half unemployed; half working; > half working; all
working.

Income per month: <R400; R400-R800; R80C-R1500; R1500-R2500; R2500-R6000; R6000-
R12000; R12000-R18000; R18000-R30000; R30000+ .

Rooms per household member {density): Less than half a room per person; half to almost 1

room per person; 1 room+ per household member (combination of number of rooms in house
and number of people living in household).

Type of dwelling: Shack; room in shared accommaodation / hostel; bond (4-room township)
house; flat / townhouse; big house.

» Experience of household hunger: often; sometimes; seldom; never.

» Ownership of assets (in working condition): car; TV; cellphong; fridge; electric stove;
microwave; bicycle; CD player; computer; radio; landline telephone (dichotomous: No / Yes).

The first index used all SES information: caregiver empleyment; income; number of rooms per
household member; type of dwelling; experience of househeld hunger and ownership of assets.
These 17 indicator variables measuring the construct of wealth were tested for unidimensionality
using Cronbach'’s alpha. Alpha was equal to 0.8572 demonstrating unidimensionality. Quartiles of
relative poverty were created based on scoring only for the first principal component. As all
eigenvectors were positive, an increase in one of these variables was relevant to an increase in

the cthers. The second index created used just ownership of assets information.
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4. FGDs, iliness management & immunisation

The results have been divided into 2 chapters. Chapter 4 locks at results from the FGDs (4.1),
including background information on the study participants, the pile sort of medicines, health
problems which were discussed during the FGDs, as well as treatments (over-the-counter, home
and traditional) and how these are used. Section 4.2 focuses on the management of 10 childhood
illnesses which caregivers were asked about during the quantitative survey. Section 4.3 considers
child immunisation in this sample. Chapter 5 of the results is devoted to the qualitative and
quantitative results which delineate potential factors influencing patterns of resort in this setting.

4.1 Focus group discussions

The following sections are composed of the results from 5 focus groups with mothers which
aimed to find out more about Black South African caregivers’ current health-seeking behaviour for
their children under 6 years. Background information on the caregivers is firstly presented,
followed by the medicine pile sort results. The pile sort results are broken down into a section on
‘health problems’ which focuses on inyoni and crying and a section on the matrix of medicines
which discusses various aspects of the medicine groupings in the focus groups.

4.1.1 Participants’ background information

Participants filled in background questionnaires which allowed data to be collected on the
composition of the groups (v. Table 4.1 demographics; v. Table 4.2 household information; v.
Table 4.3 social support & SES).

4.1.1.1 Focus Group 1

Seven mothers, all from the Gauteng Province in which Johannesburg is situated came to FG1: 1
in the 30 - 34 age group, 4 in the 35 - 39 age group and 2 in the 40+ age group. Four mothers
categorised themselves as single, 1 was married, 1 was divorced and 1 was living with her long-
term partner. All mothers were educated - 3 with some secondary, 3 with completed secondary
and 1 with higher education. The majority (5) of mothers in this group were the decision-makers
when their children are not well. Four caregivers received support from relatives when it came to
their children under 6 years and 3 received no support. Three of the participants’ households
were headed by themselves, 2 by their partner and 2 by the maternal grandmother of the child.
Five caregivers were employed and 2 were unemployed. The 2 households headed by the
maternal grandmother of the child experienced hunger either sometimes or often, Two caregivers
had medical aid in the household which also covered the child. Four of the caregivers lived in a
Bond house {4-rcomed house in township), 1 lived in a big house and the other in a rented room.
Several churches were found in the group including St John's Apostolic Church, the Catholic
Church, the African Congregational Church and the Bostol Church.
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Table 4.1: Focus group participant demographic characteristics

Variable FG1 | FG2 | FG3 | FG4 | FG5
(n=7) | (n=8) | (n=9) | (n=6) | (n=6) | TOTAL

Caregiver age group
20-24 1
25-29
30-34
35-39
40+
Church
Catholic 1
Protestant (Anglican; IPC; Grace Bible 3 5
Church; Methodist; Nazarene; Church of
Christ; Lutheran; Christian; New reformed;
Born Again)

African Independent (Zion Christian 1 2 1 4 8
Church (ZCC); 12" Apostolic / Old
Apostolic / St Johns Apostolic; AFM )

New Hope 1

Roma 1

ACC 1

None

Marital status

Single

Married

Divorced / Separated

Co-habiting

Education level

None / Complete primary

Some secondary 3

Complete secondary / Grade 12/ Std 10

_Higher

Place of birth

Gauteng 7 7 6 5 2

Limpopo Province 2 1 3

North West Province 1 1
2
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KwaZulu-Natal 1 1
Free State 1
Length of residency
1 -5 years 2 2
10 years +
All my life 7 7 7 5 4 30
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4.1.1.2 Focus Group 2

Eight mothers attended FG2: 1 in the 20 - 24 age group, 1 in the 30 - 34 age group, 2 in the 35 -
39 age group, 4 in the 40+ age group. As in FG1, 4 mothers categorised themselves as single, 3
were married and 1 was separated. One mother had never been to school, 1 had completed
primary school, 2 had some secondary schooling, 3 had completed secondary school and 1 had
higher education. Most (7) were from Gauteng, and 1 was from the North West Province. The
majority of mothers in this group (6) were also the decision-makers when their children under 6
years are not well, and only 1 caregiver did not receive any support from friends or relatives with
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their child’s upbringing. A large proportion of this focus group also headed their households (5)
and were employed full-time (5). Half of the group were either sometimes or often hungry. Half of
the group lived in a Bond house, 2 in shacks, 1 in a big house and 1 in a flat. Half of the group’s
children were covered by medical aid. Zionists, Methodists, Anglicans, Lutherans and Roma
Church faiths were found in this group.

Table 4.2: Focus group participant household and social support characteristics

Variable FG1 |FG2 |FG3 | FG4 | FG5
{n=7) | (n=8) | (n=9) | (n=6) | (n=6) | TOTAL

No. of children < 16 in household

1 2 1 2 2 7
2 4 4 2 2 1 13
3+ 3 2 6 2 3 16
No. of aduits in household
1 1 1 2
2 3 2 4 2 3 14
3 2 2 1 9
4+ 2 3 1 3 2 11
Decision-maker about child health care
Mother of child B 6 4 5 3 23
Father of child 1
Both parents 1 2 4 1 2 10
Aunt 1
Missing 1 1

. 4.1.1.3 Focus Group 3

Nine caregivers attended FG3: 1 in the 25 - 29 age group, 3 in the 30 - 34 age group, 3 in the 35 -
39 age group and 2 in the 40+ age group. A larger proportion of caregivers were married in this
group (5 caregivers), 2 were single, 1 was living with her long-term partner and 1 was separated.
The caregiver's partner was the head of household in 4 cases, the mother of the respondent in 2
cases, the caregiver herself in 2 cases and the caregiver and her husband in 1 case. Three
caregivers had some secondary education and 6 had completed secondary school. Six
caregivers were from the Gauteng Province and 2 were from the Limpopo Province but had lived
in Gauteng for longer than 10 years. More mothers in this group (4) make decisions jointly with
their partner when their child is not well, Three-quarters of the group got some sort of support
from friends or relatives for their children under 6 years. Unlike FG1 and FG2 there was more
unemployment in this focus group’s families, although frequency of hunger did not appear to be
any higher. Most of the group (8) lived in a bond house, apart from 1 whose family lived in a
rented room. A third of the group received some form of medical aid for their children under 6
years. Churches present included the Old Apostolic Church, the Roman Catholic Church, New
Hope Church, a Born again Christian and several non-specified Christian Churches.
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Table 4.3: Focus group participant SES and social support characteristics

Variable FG1 |FG2 | FG3 | FG4 | FG5

(n=7) | {(n=8) | (n=9) | (n=6) | (n=6) | TOTAL
% unemployment in household
None 1 1 2 1 5
33.3% 1 1 1 3
50-57% 2 3 2 3 10
67 - 75% 1 2 1 3 7
92% / All unemployed 2 1 6 2 11
Who is the head of the household
Respondent 3 5 2 10
Partner 2 2 4 2 4 14
Relative of respondent 2 1 2 4 2 11
Respondent & partner 1 1
Caregiver employment
Unemployed 2 2 5 5 5 19
Self-employed 2 2
Employed part-time 1 1 2
Employed full-time 5 5 1 1 12
Missing 1 1
Occupation of person who earns most
Professional 2 1 1 4
Administrative / secretarial 2 4 1 1 8
Retail / services 1 1
Construction / manual labour 1 1
Transport 1 1 1 3
Armed forces / police / security 1 1
Unemployed 1 6 7
Cleaning / domestic work 2 3 5
Retired 1 1 2
Self-employed 1 1
Missing 3 3
Frequency of household hunger
Often 1 2 2 1 6
Sometimes 1 2 1 4 2 10
Seldom 2 2
Never 4 4 4 2 3 17
Missing 1 1
Type of dwelling
Bond house 4 4 8 5 5 26
Flat 1 1
Big house 2 1 1 4
Shack 2 1 3
Rented room 1 1 2
Medical insurance
Caregiver has medical aid 2 2 3 7
Caregiver has no medical aid 5 6 6 6 6 29
Child has medica! aid 2 4 3 9
Child has no medical aid 5 4 6 6 6 27
Any support from friends / relatives
No support 3 1 3 2 8
Support from friends 1 1 1 3
Support from relatives 4 4 4 3 2 17
Support from friends & relatives 2 2 2 1 7
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4.1.1.4 Focus Group 4

Six participants were invited to FG4 at a pubtic hospita! in Sowetol: 1 caregiver fell in the 25 - 28
age group, 3 in the 30 - 34 age group and 2 in the 35 - 39 age group. Five mothers were single
and 1 mother was married. Two mothers had some secondary schooling and 4 mothers had
completed secondary school. Five mothers were from Gauteng and 1 mother was from KwaZulu-
Natal but had lived in Gauteng for longer than 10 years. All mothers received some form of
support from friends or relatives. None of the participants were the head of their household. This
was either their partner or a relative, Most of the mothers (5} were unemployed, but someone
else in the household had a job. Despite this, 4 out of 6 participants reported sometimes being
hungry in their household. Most (5) of the participants lived in a Bond house, 1 lived in a big
house and none of the participants or their children were covered by medical aid. Caregivers
belonged to the Nazarene Church, the Anglican Church, the Interpentecostal Church, the Central
Methodist Church and the Church of Christ.

4.1.1.5 Focus Group 5

Six caregivers were invited to FG5 at a public hospital in Soweto. This was the youngest group of
all 5 focus groups: 3 caregivers were in the 20 - 24 age group, 1 was in the 25 - 29 age group, 1
was in the 30 - 34 age group and 1 was in the 35 - 39 age group. Two methers were single and 4
were married. Four of the 6 mothers were from Gauteng, 1 was from Limpopo Province and 1
was from KwaZulu-Natal. The 2 mothers not from Gauteng had lived in Gauteng for 1 - 5 years.
Half of the mothers made the decisions when their children were not well, 2 did not get any
support from friends or relatives for their children while the rest did. The households of the
married mothers were headed by their husbands whilst the single mothers were living with their
sister and mother. As with FG4, most of the participants (5) were unemployed and lived in a Bond
house. Half of the group also experienced hunger either often or sometimes although somebody
in the household had a job. None of the participants or their children were covered by medical
aid. Caregivers belonged to the Zion Christian Church, the New Reform Church, the Twelfth
Apostolic Church, the Grace Bible Church and the African Faith Mission Church.

4.1.2 Pile sort introduction

A selection of over-the-counter (OTC) and traditional medicines were grouped according to how
mothers used them at home for different ilinesses or health problems (v. Figure 4.1, Tables 4.4 to
4.7). If only one mother mentioned that they used a medicine for a particular illness, the medicine
was still grouped. Mothers were not expected to recognise all the medicines, neither was the
group of medicines exhaustive. It was not possible to say how prevalent the use of various
treatments was, as this was not the aim of the qualitative work. Section 4.1.3 provides an outline
of the health problems mentioned in the focus groups whilst Section 4.1.4 highlights some of the
key features of Tables 4.4. t0 4.7.
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Table 4.4: Matrix of treatments and their use: Dutch medicines

Treatment Indicated use FGS5 FG4 FG3 FG2 FG1
Balsem Kopiva Kidney / bladder / backache inyoni - green stools / stamach Not used / not grouped Opearations / kidneys Not used / not grouped  IStomach cleaning
cramps / heat umbilicus S i ) _— SO I e
Behoedmiddel vir Kinders Winds / stomach ache / colic / Diarrhoea Constipation / cramps Mot Usad 7 ot Grouped ™7 |inyoni/ colds Not used / not grouped ™Y
diarrhoea e e L [ |
Borsdruppels ICoughs / croup / bronchitis ICold/flu / chest problems / cough Breathing / flu / fever / cough Cough Notused / not groupad ™ 1Going out {protection) /
ey e 45 e+ A g e o e e e e o gough e
Duiwelsdrekdruppels Flatulence Not rged /Aot grotped """ " [Restlessnaess / bad spirits Mot lsséd ¥ Mot groliped ™™™ [Not used / not grouped  [Not used 7 fiot grodped ™™
Entressdruppels Nervousness / restlessness / Not used / not grouped Festlessness / bad spirits Colic INot used / not grouped  Not used / not grouped i
leeplessness . ) e o . 1
Essens Amara of Groen Amara  (Improves appetite inyoni - green stools / diarrhoea / Restlessness / bad spirits Colic nyoni Not used / not grouped i
: testhing / heal umbilicus N R . od
Haarlemensis Kidney / bladder Bad spirits / restlessness Constipation / cramps / }Constipation / protection in INot used 7 not grouped ™ [Geing out {protection) /
restlessness / bad spirits / pregnancy / protection from Inyoni
pollution / umiito wamadiozi bad spirits / if child has inhated
bad spirits / pollution / heal
oo b |umbilicus e
Hoffmansdruppels Dizziness / asthma / tight chest / colds|Not used / notgroupad ™~ 77 |Notused / mot grouped ™ ™~ 7 [Cough INot used / not grouped  [Not Used 7 not grouped i
fever / stomach ache e e e U i
Jamaika Gemmer Colic / winds / pain in stomach / Diarrhoea Colds /flu Not used / not groupad” ” INot used / not grouped  [Not used / not grouped i
indigestion e e s P P |
Rooilavental Winds / indigestion / stomach ache  [Constipation / cramps / teething Wind / scratch or minor injury inyoni ! colic rNot used/ not grouped  [Going out {protection)
Staaldruppels iron deficiency anaemias / stopping  [Cold / fiu Not tised / ot groupad ™ 7 [Constipation Inyoni " |Not'used /not grouped” "
bleeding frorn minor wounds S e e |
Stuipdruppels Flatulence / giipes / colic Colic / constipation / cramps Restlessness / bad spirits IColic Not used / not grouped ™ |Not used / not grouped :
Turlington ICoughs / chronic bronchitis / Cold / flu Colds / flu IConstipation Not used / not grouped  [Not used / not grouped 3
ntiseptic for cuts e e . !
Verstekdruppels Restores vitality & appetite Not used /notgroupad ™ " T [Breathing / flu / fever lAppetite Not usad / not grouped  [Stomach cleaning
Witdulsies olds / fever / mild asthma attacks & {Not used / not grouped Restlessness / bad spirits ICough Chest problems ~~ [Not isad 7ot grouped ™~ ™
izziness R o i
Wonderkroonessens onstipation / winds / indigestion Not used / not grouped Notised 7'not grouped” ~ ™ 7 [Constipation Not used 7 not grouped ™ IConstipation
Balsem Sulphuris onstipation Cold/flu / chest problems ~ [Restlessness / bad spirits Not Used / ot grotped ™™ INot used / not grouped  [NGt Used / not grouped ™ ™
Pepermentdruppels Fatulence [Not used /notgrouped” 7 77 " [Colds / flu Not used / not grouped Not used / not grouped  [Not used / not grouped :
Krampdruppels Nervous conditions / colic /cramps / [Stomach cramps  [Constipation / cramps Not used / not grouped Not used / not grouped  [Notused / not grouped
latulence e e e et ek
Doepa ong indicated on tin Restlessness / bad spirits Restlessness f bad spirits / Inyoni{ protection pregnancy / [Not used / not grouped |Protection

pollution

0 child is flexible / protection

ad spirits / if inhaled bad

pirits / pollution / heal
umbilicus
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Table 4.5: Matrix of treatments and their use: Over-the-counter / Western medicines / other products
Treatment Indicated use FGS FG4 FG3 FG2 FG1
Waoodwards Giripe Water iGripes Calic / constipation / cramps  [Constipation / cramps IColic [Colic / constipation ICramps / colic
Chamberlains Traditional Colic [Colic Colic / constipation / cramps  [Constipation / cramps lot Lsed 7 ot grodped ™™™ """ INot ised T not grouped ICramps / colic
I‘F\:im?%enyoni IAntacid Teething / inyoni & ibala Constipation / cramps / inyoni  {Constipation / pollution7heat ~ |ryoni |myoni
Spuit {enema syringe) IConstipation / bowel worms Diarrhoea / fever / environment Constipation / cramps / inyoni Ergr?g;%aiion INot Used / rol grouped ™ [Constipation / diarrhoea /
constipation inyoni
Panado Paediatric Syrup Fever Coldfflu / fever Diarrhoea / fever Cough Cough ‘ " |Pain # tever / erying
Baba Suur Relief of hyperacidity [Teething [Testhing Cohc Chrld hyperactlve / crymg ICramps/ colic
Electrona Oral treatment for dehydration Not used 7 not grouped ™ [Diarrhoea Y \ Y ™ |Not used 7 not grouped ™
Umthuthuzeli "Ma Ma* Baby comforter - hyperacidity / colic/  [Not used / not grouped NGt Gsed / not grolped ™ T Colic © "7 Constipation " [Not used / not grouped {
Kem-o-dene g?é):wzch cramps / nausea / colic Not used / not grouped Diarhoea  folic INot tised 7 not grouped ™ [Not used / not grouped i
Panado tablsts Ncl>_| recommended for under 6 - pain  [Cold/flu/ tever " Icoldslu / taver Cough Not used / not grouped (Mot used / not grouped f
TCP fnlt?;eplic Ll'onsils [Tonsils ICough / tonsils Not used / not grouped  [Not used / not grouped j.
Woodwards Diarrhoea Mixture No Ionger on sale. Diarrhoea Diarrhoea Diarrhoea Diarrhcea Not used / not grouped  [Stop diarrhoea
Chamberains cough remedy (SZUOSUPQ?SSIOTI Cold / flu Colds / fiu ICough / tonsils Cough™ " cough
Milk of Magnesia lAntacid - laxative Diarrhoea / constipation / IConstipation / cramps IConstipation KConstipation Constipation / heart burn
Vaseline Not Used / not grouped ™77 T :E‘raasrzps Restlessness / bad spirits / Rash / massage when pregnant for  [Protection Not used / not grouped ™}
o pollulion protection - makes you break wind :
Strepsils [Throat lozenges Mot used! not grouped " [Tonsils ICough Not used /1 nol grouped Not used / not grouped !
Karvol Decongestant inhalation capsules Cold / flu ) Eraathing / flu / fever Cough Cough " |Blocked nose '
Cepacol IAntibacterial throat lozenges Not used 7 not grouped ™ [Tonsils Cough / tonsils Notused 7 fiot grotped ™ {Not Used 7 not grouped ':
Valoid Prevents nausea & vomiting Tongue cleanet NGt us.ed;r nol grouped " Not used 7 not grouped 7" INot used / not grouped Not used / not grouped |
Imadium Diarrhoea INot used 7 not grouped " Ipiarthoea " |piarrhoea 7 7 Ibianhoea " |Not used / not grouped j
Baby's Own Tummy Tablets f\n:acid & mild laxative Constlpatron b tee:hmg [Teething [Teething Constipation Teething
Disprin Pain relief INot use I not’ group " "~ IBreathing / flu / faver Cough Not Used /ot grouped ™~ [Not iised 7 ndt giouped ™)
Zambuk Herbal treatment for all skin injuries - Cold/flu” 7 18erateh or minor injury Rash / mosguitoes INot used / not grouped  [Not used / not grouped i
rsprams cuts, bruises, scres, bums, {
stings etc ]
Brooklax Laxative IConstipaticn IConstipation / cramps ICenstipation Not used / not grouped Notlueed I _nol g_rol._lﬂ;_)_ed“ B
Pure Sunlight soap (spuif) IN/A IConstipation / fever IConstipation / cramps Constipation Not used / not grouped
Gastrolyte ORS Diarrhoea IDiarrhoea Diarrhoea Diamhoea  [Not used? ot groupsd” 'Y'j
Rehidrat IORS Diarrhoea Diarrhoea Diarrhoea Diarrhoea Diarrhcea f dehydration
Satbutamol inhaler lAsthma Not used 7 not grouped ~ lasthma Cough / asthma Mot Used / not grouped ™~ [Not used / not grouped j
Rooipoeier IConstipation Teethmg [Teething [Teething Not used / not grouped Consupatlon




Table 4.6: Matrix of treatments and their use: Traditional medicines

Treatment Indicated traditional use FGS FG4 FG3 FG2 FG1
Blue stone (copper sulphate) Sprinkle in room / house to protect [Not used / not grouped ~[Tonsils INot used / not grouped Not used / not grouped Not used / not grouped
Ostrich egg Ground for hiccups Pragnancy (protection) 7 |Easy labour / if overdue Colic/ hiccup |fyoniftraditional [Not used / not geouped
Grey beads Teething & diarrhoea Teething [Teething / diarrhoea [Teething Not Used /'not'groiped™ ™ ™ [Not used / not grouped
Amulet (bottle) Protection Tokoloshe (bad spirits) Restlessness / bad spirits Not used Tnot gréuped™™ ~ 7 [Not used / not grouped Not used / not grouped
Amulet (bag) Protection Tokoloshe (bad spirits) Aestlessness / bad spirits Teething " lprotection’ T 7 |Netused/ not grouped
Vimbela Protection from bad spirits Bad spirits Restlessness / bad spirits / poflution  [Not'Used 7 notgrodped ™ "7 |Protection Not used / not grouped
Isitlambezo Protection during pregnancy Pregnancy Protection during pregnancy / easy  [Protection during pregnancy / easy  [Not Used / ot grouped ™ |Not used / not grouped
abour abour
Stan-tanyana [Veins in stomach Ciarrhoea / teething / gives energy  [Notused /notgrouped ™ ™~~~ """ INot used /not grouped ™" 7" 7 [Not used / not grouped Not used / not grouped
Iscimamiilo (Pantanisia variabit)  [To put out fire (fever) Not rsed 7 ot groupad """ """ INot used / not grouped Mot used / not grouped Fever ~ |Notused/not grouped |
- [RE— P e o - PR FERT . - F P P S |
Urmhionyane (Artemisia afra} [Children's appetite ICold/flu / chest problems / after birth  [Colds / flu INot used / not grouped Asthma Enema
inGceina / letshwetlane Protection from inyoni & ibala. Keeps baby [Nof Used 7 not groupsd ™ ™ ™™™ |Not Used 7 ol gréuped ™™~ """ ™" |Constipation / traditional  [Constipation / colic / Not used / not grovped 1
(Afbuca selosa / Scilla nervosa) healthy & fat. Spuit or drink for diarrhoea. traditional
iMphepho incense to bum (umkhondo ! hatelletswe) - [Restiessness /bad spiits ~ |Restlessness / bad spirits / poflution (NGt Used / not grouped ™™™ """ INot uised / ot grouped "~ |Not used / not grouped
(Helichrysum cymosurm) ncestors / bad spirits / restlessness e . . S ) . . \
inDawulothi / Kalmoes / iKalamuzi  [Chest / cough. Use with ground ostrich egg. [Notused /not grouped ™" "7 " " Not'used / fiot gfouped ™ ™" "™ " INot used / not grouped [Traditional Not used / not grouped
(Acorus calamus) Mix with breast milk L e e . S [ S B 1
iQhuma [Teething [Teething (also in pharmacy pink box) Constipation {red one from pharmacy) ([Teething / inyoni INot used / not grouped ~ ™ [Not used / not grouped |
(actually infuma - Solanum species) e ) e T IS :
Ugobo Protect in pregnancy / pant of isihlambezo  [NotUsed / not grotped ™~ Clean stomach after birth / also child  [Not used / not grouped ™™~ ™™ " |Pregnant women Not used / not grouped
(Gunnera sp.} e e e :
Lesoko / ikhatazo Cough INot used / not grouped Not used / not grouped T IConstipation / traditional IAsthma / traditional Not used / not grouped |
{Alepidea amatymbica) I e P !
Isiphepheto / serokolo (SiphonochilusiChest / coughing / colds / ward off evil Bad spirits / petlution Restlessness / bad spirits / pollution fryoni / traditional [Traditional Not used / not grouped :
aethiopicus) e . L o ) ) ) ;
umThombothi Rashes / stomach NGt 0sed /not grouped ™™ "7 77T Not'sed fnot groupad T T T T INotused 7 nof grouped” 7T T Newbom rash Not used / not grouped
{Spirostachys africana) e e e T, e e ;
Inyamazane Ground dried animal parts {(burn) Bad spirits Restlessness / bad spirits / poliution Not used / not grouped /not grouped " [Not used / not groupad :
tzinyo lehashe (horse' tooth) Teething (hang around neck) Teething Teething / diarrhoea Not used / not grouped Testhing  |Notused/not grouped !
intelezi (taken out for FG4 & 5) Sprinkle in room / house or in bath to protect /&A™ ™ =N T R T T NGt used / not grouped N6t GEsd /st grouped ™ Icough T
Sansevieria aethiopica {root) lagainst witcheraft.
uMathunga (taken out for FG4 & 5)  [Operations / caesareans / broken bones N/A N/A Broken b-éﬁéi'f‘éﬁélrét_idﬁ (él'sélkid's} " INot used / not grouped IAdults - oparations
{Eucomis autumnalis)
isiNwazi (taken out for FG4 & 5) Prevents caesareans / keeps baby healthy. [N/A IN/A Blood purifier Not used / not grouped Not used / not grouped 1
{Rhoicissus tridentata /cuneifolia or |Also used to feed child when mother is not i
digitata) |at homea 1
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Table 4.7: Matrix of treatments and their use: Treatment not present but mentioned during specific focus groups

Treatment Indicated use FG5 FG4 FG3 FG2 FG1
Baby powder or aqueous cream Rash Heat rash
Telament Paediatric Drops Flatulence & caolic¢ in infants Dewormer / constipation
Boiled record N/A Pregnancy (easy labour)
Pure Glycerine & Borax MNon-toxic cleansing agent Tongue cleaner
Mint N/A Blocked nose
Halls Cough syrup or drops ICold / flu {blocked nose)
Ashton & Parsons Infants Powders  [Teething powders Teething
Honey / Borstol mixture / Turlington  [N/A Flu 7 asthma
Prayer IN/A inyoni
Black velvet Protection / teething Teething / diarrhoea
Spuit with warm water Enema Constipation
Children’s heads touch Protection Pollution
Stretch babies joints Protection Pollution Pollution

Spuit with imbiza
Imbiza to drink
Jeyes Fluid
Mohiabelo

Prophet rope (waist)
Umuthi wo bisi

Home made solution (ORS)
Painamol
Castor oil

Binneruit (taken out for FG4 & 5)
Teejel

Criginal white Colgate

Bedbug {squashed)

Small dog to lick mouth of child
Goats faeces

Enema with traditional medicine
Linknown traditional medicine
Household cleaning product
Black umuthi - rub on head & in
fncisions

Protection

If child’s stomach is bloated from
breast milk
Dehydration

Analgesic

Ease constipation & induce
vomiting

Not known

Teething get

iToothpaste

N/A

N/A

N/A

isifonda (+Sunlight soap)

Isilonda (sore on bottom)
Inyoni

Strengthen baby / pollution

Protection when pregnant
Constipation {with spuit)
inyoni

[Constipation

Cough / tonsils / traditional
Teething
Isifonda on bottom & restless

Inyoni

Strengthen
Milk which bloats stomach

Diarrhoea / dehydration

T raditional

Teething
Teething

Newborn rash

Diarrhoea / dehydration
Painkiller




4.1.3 Pile sort: Health problems

Respondents were asked as a group (not individually) to group the medicines shown in Figure 4.1
according to the health problem they were used for. A summary of the main illnesses according to

which different medicines were grouped is presented in Table 4.8.

Source: N. Spark-du Preez (2004)

Figure 4.1: Medicines used for pile sort in focus groups

Health problems which were mentioned in all five groups include colds / flu and chest problems;
colic / cramps; constipation; cough; diarrhoea; fever; inyoni and teething. Problems which were
mentioned in 4 out of 5 groups include bad spirits / restlessness; pregnancy; protection

(strengthening); protection (pollution); cleansing the stomach and tonsillitis.

The most common health problems which can be treated at home include respiratory infections
(colds / flu, chest problems, coughs, tonsillitis); gastro-intestinal problems (diarrhoea,
constipation, stomach cramps and colic); fever and teething. Less commonly mentioned uses for
the medicines included umlilo wamadlodzi'; worms; scratches / wounds; isilonda’; sores in the
mouth; operations / broken bones; hyperactivity; hiccups; energy-booster; blood purification;
increasing appetite and tongue cleaning. Classification of illnesses or health problems needing
traditional or home remedies included inyoni®; ibala®; umlilo wamadlozi isilonda; purging the
stomach; protection from imimoya emib® and ‘pollution’; teething and healing the umbilicus.

! ‘Burns from the Ancestors’ — Kwashiorkor.

“ Sore around the anus.

“ African childhood illness characterised by sunken fontanelle, green diarrhoea amongst other symptoms.
* Capillary naevus (red mark on back of neck).

° Bad / evil spirits.
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Table 4.8: Health problems according to which medicines were grouped

FG1 FG2 FG3 FG4 FG5
_ _ Appetite - i
Asthma IAsthma Asthma o j
i o . 21?[985;:58’; LElaad spirits / restlessnessBad spirits / restlessness ii?l:g é:tessg
Breathing / blocked |’ T T | . Breathing / blocked
nose _E_#,mm_,.,,,m, e e !?tgﬁlhlnglbloclfeq npse nose :
| Blood purifier ‘ i
boldslflu/chest Colds / ftu / chest Colds / flu / chest Colds / flu/chest ~ [Colds /flu/ chest
Colic / cramps Colic Colic IColic f cramps Colic / cramps
Constipation Constipation Constipation IConstipation Constipation
Cough Cough Cough Cough Cough
Dehydration Dehydration e 17 T CT T "
Diarrhoea Diarrhoea Diarrhoea Diarrhoea Diarrhoea
..;,,,..,, WWTMFW., .“,.,_,_ n‘ - S - Mmmmf““menergy
Fever Fever Fever Fever Fever
Healing umbilicus T T Healing umbilicus o Healing umbilicus
e S ~ Hiceups - ' 5
b Hyperactivity S IR I
Inyoni inyoni inyoni inyoni inyoni & ibala
pmmmmmmmmmm——— T Operations £ broken [ I '*}
S bones ‘
Pain J S e e
F Pf’i"fft. ‘ﬁ'om_en Pregnant women glzg!g:t?;:;omen (F;'ggggt?;r\gomen
ST T T Pregnancy (easy labour Pregnancy {easy
b N ‘ .. ftoverdue} abour if overdue)
Protection Protection Protection (strengthener) [Protection (strengthener) '

Protection (Pollution)
il s

Stomach cleaning
Teething

P T A A T

strengthener)

Rash
Sores / sores in mouth

Stomach bloated

Teething

B AL 1 AT R T

Tonsils
[Traditional

" |Protection (Pollution)

Rash / Mo_squitoes

feé.t'h'ing B

T

[Tonsils

[Traditional

Protection (Pollution)

F;rbtegtidn (F;é)iil:lfioﬁ)‘

TRash

Isilonda Isilonda
Scratches / minorinjury | ]
IStomach cleaning after [Stomach cleaning
_birth {mother and child) @fter birth {mother)
[Teething Teething

T T ongue cleaner
Tonsils Tonsils

Umiifo wamadlozi o }
pibbishiidebliia = s

Shaded areas indicate that a health problem was not mentioned in that particular group

Due to the time limit on the focus groups not all ilinesses were discussed in detail. The main

illness and its treatments which will be discussed in this section, the African childhood iliness

inyoni, is one whose interpretation does not exist in the Westermn world-view and which the

participants elaborated on in sufficient detail to present a taxonomy (although by no means

exhaustive). Crying, although a symptom and not a health problem per se, was also of interest

because of the different ways in which caregivers interpret this sign. Other illnesses and their

treatments are discussed in the following section.
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4.1.3.1 Inyoni

Of all the African childhood illnesses mentioned, inyoni was the illness that most mothers had
either experienced or heard of. Table 4.9 presents a taxonomy of inyoni (Zulu}, phogwana /
hiégwana (Sotho) (also referred to / associated with ipleyiti (plate)® in Xhosa). The main
symptoms include diarrhcea (usually green} and a sunken fontanelle, but the child may present
with other symptoms.

Table 4.9: Taxonomy of inyoni

Cause Dirt inside child ‘
Things on mothers vagina - transferred through breastfeeding
Born with it

Something to be cleansed out of stomach

Something eating inside (cramps). Starts at fontanelle
Food eaten whilst in womb

Walking over area where muthi has been poured
Don't know

Main symptoms Fentanelle sinks in

Green stools

Diarrhoea

Grey things in stomach

Stomach cramps in older children

Cther symptoms Coughing

Ishashaza'

Opens mouth but doesn't want to suck bottle

Runny eyes

Vomiting

Treatment Cut things from vagina, burn them, mix with muthi, rub on child
Balsem Kopiva (Dutch medicine)

Behoedmiddel vir Kinders (Dutch medicine)

Doepa (Dutch medicine)

Essens Amara of Groen Amara (Dutch medicine)
Haarlemensis {Dutch medicine)

Imbiza® to drink

iQhuma {both a traditional medicine® and OTC antacid)
Isihepheto [ Serokolo™

Mohiabelo" rubbed on head & cuts

Muthi Wenyoni (OTC antacid)

Qstrich egg

Prayer

Roocilavental (Dutch medicine)

Spuit'?

Staaldruppels (Dutch medicine)

® In the literature (Ngubane, 1977; Ellis, 2004) and by TMP4 in this study, iplate / ipletiis referred to as a
?erceived malformed placenta.
Mouth rash.
8 General term for purgative medicines (Varga & Veale, 1997).
° Actually Intuma - Solanum species.
10 Siphonochitus aethiopicus (root).
"' Black umuthi with shoe polish-like texture.
2 Enema.
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Sometimes ibala (capillary naevus) (v. Figure 4.2) and inyoni were seen as part of the same

condition:

Source: N. Spark-aiPreez (2004) R1: You will recognise it with the
green faeces and the red mark at the
back of the neck. (FG5)

R2: /t shows that the child has got
inyoni.

R3: It must be red.

R4: It's either it comes out from here
[forehead] or here [back of neck] so

you must check your baby.

Figure 4.2: Ibala (capillary naevus)

Focus group caregivers were not clear on what causes inyoni, but it was acknowledged that ‘dirt’
in the child's system needs to be cleaned out. For this reason, a spuit (v. Figure 4.3) is usually
used to clean out the child's system. Treatment for inyoni can also be done at home with OTCs
such as the antacid Muthi Wenyoni (v. Figure 4.4), or Stuips (Dutch medicines) can also be used
in the child's bath, rubbed on various parts of the body or put in milk or water to drink.

| Source: N. Spark-ﬁwm)
| ?v'—'—‘ | pm—

De. DU TOIT'S
Muti we inyoni
wabantwana
mixture

ANTACID

Figure 4.3: Spuit (syringe bulb) Figure 4.4: Muthi Wenyoni

Not every child will get inyoni however and some children may have it worse than others:

“The first one had inyoni but these 2 no."” (FG5)

“The first one didn't but the second one, yo [was serious]!" (FG5)
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4.1.3.2 Crying
Crying or restlessness is one of the main signs that the child is unhappy or unwell, but is
multifactotial in its interpretation by caregivers:

“..it cries all the time, so when it's happy and healthy it doesn’t cry all the time.” (FG1)
“If he / she cries a lot, it means there is something wrong happening with the child.” (FG2)

“When the child cries from the morning until the evening you can see that the child has
got a problem. It's your chifd, you know him / her.” (FG2)

“The way they cry changes as well, You can hear it if he / she is crying differently.” (FG2)

The perceived cause of the crying or restlessness will govern what treatment is given to the child.

In the South African world-view, one interpretation of crying is that it may indicate that the child is

not of the father’s clan. It was not clear whether this means that the child did not biologically

belong to the father or that no rituals had been performed for the ancestors to welcome the child

into the family:

Moderator: And what happens if your child doesn't belong to your husband’s clan? (FG4)

R1: They say he is getting sick all the time.

The following quotations carry sinister undertones, particularly regarding the Ngubane custom.

Although it is not clearly stated what happens to the child, we are told that it is ‘bad’;

“Traditionally, if the child is not of this family, talk to the child outside. We are mothers, you
go outside, isn't it? These are serious things we do. If the child is not of this family, not the
same surname, take the child outside, Tell him that he is not of this family, stop making
noise here...” (FG3)

“These are customs. There's a Ngubane custfom. The Ngubane custom is bad, they cut
you here [not indicated]. You tell yourself that this child is a Ngubane and I'm married to
the Ngubanes. The child is always crying, they tell you to say the truth about this chifd.

We go to the kraal. If the child is not a Ngubane he doesn’t come back. We go fo the kraal
at dawn to do a ritual. If the child is not of this family he doesn't come back. They cut him
but if he is cut and he is of the Ngubane family he comes back. But if he is not a Ngubane
he doesn’t come back.” (FG3)
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A baby crying may also be a sign that there are evil / bad spirits around or that someone has
been using strong medicines which will ‘suppress’ or ‘weigh heavily’ on the child:

R1: | believe when there is witchcraft around, then the child feels it, she can feel
something, like evil spirits. (FG4)

R2: Evil spirits, yes.

R3: Maybe somebody is using muthi, and you don't use muthi at all. As soon as that

person arrives the baby will just go that way [cry] and then you'll know definitely there's
something wrong. He will sense...

“Hayi, they say it's dangerous [Duiwelsdrekdruppels] when someone has used it and
when you come in with a child, the child cries and gets sick and can even die. But it is
said it is not right for children. If someone uses it the child will cry.” (FG5)

Popular OTC medicines for crying include Panado, Gripe Water, Baba Suur (v. Figure 4.5) and
the Stuips. Although not harmful to the child in small doses, they may not always be addressing
the underlying cause of the problem.

Moderator: So if the baby is crying all the time what would you do? (FG1)
Group: Something's wrong.

Moderator: Is there anything you would give the child or... what would you do?
R1: Give Panado.

|
I
|
|

" Sowce: N. Spark-du Preez (2004)

Figure 4.5: Panado, Gripe Water and Baba Suur

Moderator: So if the baby cries which ones are the good ones - to make the baby not
cry? [Referring to medicines on the table] (FG2)

R1: Baba Suur.

R2: The Stuips.

R3: Ja, the Stuips.

R2: ...Drops drops drops, one drop drop drop. If the child cries continually you use
Stuips in drops, maybe giving it to him in water or in milk bottles.
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If a caregiver and her child come into contact with someone who is using traditional medicine or

strong medicines, rituals may also be performed. This involves stretching the child’s limbs (joints},

or if one child uses medicines and another does not, the backs of their heads should be touched.

In this way the child will not be 'suppressed"”:

R1: When she use muthi ftraditional medicine]..., and I'm carrying the baby, she has to
come and stretch the arms and legs... If | am going to stay close like this, | have to tell her
that let me stretch your child because mine is doing this. (FG4)

R2: Or if you don't stretch the child, you take the child, you just turn him around and take
the head of the other child - that one must touch each other...

R3: So it won't affect the child, ,

R1: Ah, if it’s not crying there's no problem.

R2: Sometimes if it's not crying, when she get at home, the child will start... [Group: Ja]

Although some Dutch medicines are perceived by some caregivers to be ‘strong’, such as
Duiwelsdrekdruppels above, others believe they can help the child:

“Stuipdrupplels for sleeping, when the child, you see the child isn't sleeping very well. You
just put a drop with Haarlemens [Haarlemensis].” (FG4)

Lastly, as well as the Dutch medicines, umuthi ukushungisa'® such as imphepho'®, inyamazane',

isiphepheto™® and Doepa'” are burnt in the room if imimoya emibi'® are thought to be the cause of

the child's restlessness (v. Figure 4.6):

*You use imphepho when the child is restless, and when the child is sleepless, you use
isiphepheto. Inyamazane works like imphepho. If the child is restless, you burn it, undress
the child, and then you make the child inhale the smoke from the burning inyamazane, by
lifting him up and circulating his body around the burning invamazane. Vimbela you just
smear the child” (FG4)

® Medicinal fumes.

" Helichrysum species.

" Powder made up of various dried animal parts (e.g. hedgehogs, baboons).
% Siphonochilus aethiopicus.

7 Benzoin B.P.

'8 Evil / bad spirits.
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Source: N. Spark-du Preez (2004)

Figure 4.6: Umuthi ukushunqisa

4.1.4 Matrix of Medicines:

This section discusses various issues that arose during the pile sort of medicines including

indication and dosage of medicines, terminology, traditional medicines and home remedies.

4.1.4.1 Indication and dosage
The matrix of medicines (Tables 4.4 to 4.7) reveals that medicines are not always used for the

purpose they were pharmacologically intended, which is probably one of the reasons why clinic
staff may not promote their use:

“The druppels are good for children, although the clinic doesn't want us to give them to
children, but they are very good.” (FG1)
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Their use can vary between groups and indeed mothers. Muthi Wenyoni for example is an
antacid, but is also used to treat inyoni, one of the main symptoms of which is diarrhoea. The
intended and actual use of Stuips (Dutch Medicines) also differ. Balsem Kopiva for example is
intended for kidney / bladder complaints or backache (no mention is made of children’s dosage in
the insert), yet it is also used by caregivers to treat inyoni, heal the umbilicus and clean the
stomach. The popular Dutch medicine Haarlemensis, also intended for kidney and bladder
complaints, is used by caregivers for a host of other reasons, including protection from imimoya
emibi "®or tokoloshe™, treatment for inyoni, healing the umbilicus, constipation and cramps. Many
of the Dutch medicines do not mention if the medicine can be used for children. These include
Balsem Kopiva, Entressdruppels, Haarlemensis, Turlington, Verstekdruppels, Witdulsies,
Wonderkroonessens, Balsem Sulphuris and Krampdruppels (v. Figure 4.7). Caregivers in the
focus groups did however use them for childhood illnesses (v. Table 4.4).

Figure 4.7: Stuips with no instructions for children

Other Dutch medicines do contain more detailed instructions for use and those which should not

be used for children include Groen Amara,
Staaldruppels, Stuipdruppels and
Pepermentdruppels (v. Figure 4.8). The
dosage instructions for Staaldruppels for
example indicate that “A dose of as little as
1g should be considered toxic in children.”
Some of the Dutch medicines are simply
rubbed on the child or put in the bath, and
therefore harmless, but others are put in

o e —

S— — milk, breast milk or water and ingested.
Figure 4.8: Stuips not for children

'“ Bad / evil spirits.
0 Water sprite used by witches / folkloric dwarf.
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“For a newborn, | mix the Stuips and apply them. For example when | go out | will also

apply it on the fontanelle...” (FG1)

“On the head and under the nose [Haarlemensis].” (FG1)

“You include all of these [Stuips] when you wash her to get rid of evil spirits.” (FG2)

“You know normally we use it when we bath the baby...you know especially when he
doesn't feel OK, and when you wash him and he doesn'’t look OK, then he just goes to
sleep [Group agree]. OK, but | can give him Haarlemans [Haarlemensis] with milk as
well.” (FG4)

Groen Amara, usually used in adults for improving appetite was used in 4 of the focus groups for,
inyoni (green stools), diarrhoea, teething, healing the umbilicus, restlessness and bad spirits, as
well as colic. Staaldruppels for which the indicted use is iron deficiency anaemias and stopping
bleeding from minor wounds was used in 3 groups for colds and flu, constipation and inyoni.
Stuipdruppels which is used in adults for flatulence, gripes and colic was also reportedly used for
children in 3 groups for colic, constipation, cramps, restlessness and bad spirits.
Pepermentdruppels, indicated for flatulence in adults was only used in 1 focus group for colds

and flu.

Dutch medicines whose instructions indicate that they can be used for children include Balsem
vita wit, Behoedmiddel vir Kinders, Borsdruppels, Bruindulsies, Duiwelsdrekdruppels,
Hoffmansdruppels, Jamaika Gemmer and Rooilavental (v. Figure 4.9). The only Dutch medicines
mothers did not recognise were Bruindulsies and Balsem vita wit. Again, these medicines are not
always used according to the accompanying instructions. Although Borsdruppels was mostly
grouped according to its correct indication (cough and chest problems), it was also used for
protection when going out. Although Behoedmiddel's and Jamaika Gemmer's indicated use is for
stomach problems, they were also grouped with cold remedies. Rooilavental, also for stomach
aches and indigestion was also used for teething, scratches or minor injuries, inyoni and for
protection when going out. Duiwelsdrekdruppels (for flatulence) was grouped in Focus Group 4
for restlessness and bad spirits. Behoedmiddel vir Kinders was mostly used for its indicated use
(stomach complaints) but was also grouped with cold remedies in Focus Group 2. The diverse

uses of these medicines can be found in Table 4.4.

S

Figure 4.9: Stuips which can be used for children
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Another example of a medicine which may be used inappropriately at times, as it is not
recommended for children under 6 years, is the chocolate-flavoured laxative Brooklax. (v. Figure
4.10). The following passages from FG3 and FG5 show how caregivers may have completely

different knowledge and ways of administering medicines and interpreting dosages:

Moderator: So the Brooklax?
[Moderator asking about uses of
different medicines] (FG5)

R1: For stomach....

R2: No, it's not for children under 6 [

years. o
Figure 4.10: Brooklax laxative

Moderator: Do you use this?
R1: Half yes. R1: And Brooklax...(FG3)

R2: For a child?
R1: Brooklax from 3 years.

R2: But it's too dangerous for children.

R3: Just because 12 years old takes

the whole pill, 6 years it's half. R2: Do you know Brooklax today doesn't

R4: In fact there is a child who has work for children? Do you know what it
been admitted for taking Brooklax. does to them? They bleed. The child easily
R1: She has overdosed the child... goes to the toilet, but ends up bleeding.

You use a little bit or a quarter when R3: | prefer castor oil...

the child is constipated. R4: Brooklax chocolate tablets are

dangerous...

Justification for the use of a medicine is usually made by the dosage being given in accordance
with the instructions, as seen in the example of Brooklax and the following example of substituting
Panado paediatric syrup with half a Panado tablet:

“You do if you don't have a syrup [Panado]... by breaking it into 2 halves, put one half in a
teaspoon with water and give it to the child.” (FG5)

If a treatment has no instructions, then only a small amount might be used, however this is based

on what the caregiver's definition of a small dose is:

“When using Stuips you shouldn’t mix a lot of the medicines. You must use it in drops.” (FG1)

R2: Even the Colgate [toothpaste] is not OK [harmful]... With the Colgate, they say the
child’s bottom is being eaten [rash around anus after diarrhoea] you see, they say they
put Colgate in the child’s bottom. (FG3)

R3: The original one, the white one [Colgate].

R2: Don't put too much, a little bit...
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The use of a spuit or enema syringe bulb is also controversial, given the ingredients that are used
for the enema (Sunlight soap or Jeyes household detergent for example) and the reasons for its
use. Feelings were therefore mixed amongst caregivers in the focus groups with regards to the
way in which spuits are used for children:

“This is for constipation, but you see some African people we believe that when a child
has a running tummy they think they must clean the stomach of the child, by using this,
and then that makes a child dehydrated. This is, | don't really... we do use it, but you must

be very careful. It's only for constipation but some people they use it wrong.” (FG3)

“Some of us we do use Jeye's Fluid [household detergent] [Group whistle]. But you use
a pinch.” [Background: They do use that] (FG3)

“Like let’s say the spuit, like me | can't use that one. If you overuse the Sunlight or

whatever then it's not good. So you have to know the dosages you use.” (FG1)

Despite the inherent dangers involved in giving children enemas containing irritants (some highly
toxic), paediatric enemata are seen to be very effective, even for treating diarrhoea:

“Sometimes with diarrhoea, because like my daughter had diarrhoea, and we took her to
the clinic and it wouldn't stop, and we took her to the doctor - it wouldn't stop and we took
her to this auntie and she used only that [spuit with Sunlight soap]. She used that and
then she puts everything and after that there was no diarrhoea at all.” (FG1)

Treatments for constipation and diarrhoea are therefore used
interchangeably by some caregivers. This may be because
diarrhoea is perceived by some caregivers as something which
should be cleaned from inside the child and constipation
remedies such as Milk of Magnesia (v. Figure 4.11) prove

effective as purgatives.

R1: No it's wrong for diarrhoea [Milk of Magnesia]. (FG5)
R2: But this one it stops diarrhoea, this one stops it.

R3: People, Milk of Magnesia it's not for diarrhoea.

R1: It's for constipation this one. This one is for constipation.

Figure 4.11: Milk of Magnesia

The appropriate use of medicines is an important issue, not just in the home, but also in the

medical environment, as is illustrated in the following quotation:

“This thing happened to me last year, | lost my baby after 3 months. So | took her to the
clinic and the clinic just give me just cough mixture. After 2 days medicine she doesn't
come well and | take her to Bara [hospital]. And the doctor said they were not supposed to
give me this medicine - she’s too young.” (FG1)
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4.1.4.2 Terminology

Differences in classification of medicines between groups, particularly the traditional ones, may

be due to different labels being used in different languages:

“You see we will use different names. As in Xhosa you will find that we know about the

muthi you're talking about but it is not the same name in Xhosa you understand...” (FG2)

The medicine (traditional) may therefore have been used by the respondent but under a different

name. There was also some confusion over the Zulu and Sotho terms for inyoni:

R1: Isn't igbgwana and inyoni the same thing? (FG2)

starts at the fontanelle. lgégwana is one side.

R2: Ho, ho, ho, sister, the difference is that when the child is young they develop inyoni
and when they are older they develop igégwana. When the child is older, they get

stomach cramps. It’s as if there is something eating the inside of their stomach. This first

R3: But they are not different because in seSotho when the child has a problem on his
head we call it with the same name. Even if he has a problem in his behind we still say it

is igogwana. | thought in Zulu it is different unlike in Sotho but it seems its the same...

Some traditional and Western medicines may also have the same name. For example ighuma®’

for teething bought at the muthi shop and Quma antacid which mothers also use for teething (v.

Figure 4.12). As ‘quma’ means to come out or grow (teeth or breasts) in Zulu, it is easy to see

why caregivers might use it for teething.

“Ja, iquma, ja, iquma, you know on TV. There is
some... you don't have it here - there is a medicine,
called iquma, it is red, it is similar, like you see this
one [Rooipoier]... It stays like this in the bottle, you
will see that red colour being concentrated at the
bottom end of the bottle... When the child is
constipated and you give him this to drink, he is

better within ten minutes.” (FG4)

R1: For teething, and this one ighuma? (FG5)

R2: Not for childrens.

R1: What is it for then?

R2: There is that other one, ighuma, for teething, it's

in a pink box. That one it's a raw one it seems...

Figure 4.12:
Quma antacid
and what the
muthi shop
labelled
‘iqguma /
ighuma’

i

=

o) \

E-' W Source: Nﬁmrﬁi'é&

#' Actually Intuma - Solanum species.
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4.1.4.3 Traditional medicines

This section describes the traditional medicine discussed during the focus groups.

4.1.4.3a Prophylactics for protection and strengthening

Many of the medicines used for ‘traditional’ problems were prophylactics:

“So the use of all these muthis [medicines] make our children not to fall sick at all..." (FG2)

Examples include the grey beads, a horses tooth (izinyo lehashe) and black velvet worn around
the neck for teething (v. Figure 4.13). As well as aiding dentition, they also help to prevent

teething-related illnesses:

R1: It [izinyo lehashe] works for the pains. (FG4)
R2: But it eases the pains.
R3: It makes the teeth come very fast.

R4: Very very very fast.
R1: And the child will not have diarrhoea, nothing.

Another example of a prophylactic is the ncweba, a small bag containing medicines or charms
and worn around the neck for protection from bad spirits and to strengthen the child (v. Figure
4.13).

! | 4 4 - B Source: N. Spark-du Preez (2004)

Figure 4.13: Ncweba (1), izinyo lehashe (1), grey beads (1&2) and ‘black velvet’ (3&4)

‘Prophet’ ropes are also used as prophylactics, particularly amongst caregivers belonging to

African Independent Churches. These strengthen the child against traditional health problems.

“... then you go and tie his waist with a prophet rope so that he become strong.” (FG2)

Source: N, Spark-du Preez (2004)

&

. &
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Figure 4.14: Prophet ropes and grey beads
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Prophet ropes may be
worn around various
parts of the child’s
body as shown in
Figure 4.14.

Vimbela (v. Figure ].

Figure 4.15: Vimbela

4.15), a Vaseline-

based traditional

Source: N. Spark-du Preez (2004)

medicine which is also used as a prophylactic
and can be smeared on the child's body for Figure 4.16: Dutch medicines in a pharmacy
protection from bad spirits and pollution. As seen in previous sections, the Dutch medicines (v.
Figure 4.16), although mostly perceived as Western medicines by caregivers, are also used to

protect the child and prevent them from getting traditional African childhood illnesses.

4.1.4.3b Traditional medicines for pregnancy

Medicines in the pile sort were also grouped for use during
pregnancy for protection against bad spirits, witchcraft and to
facilitate labour. These included isihlambezo® (v. Figure 4.17),
ugobo™ (v. Figure 4.18) and ostrich egg ground into powder, as
well as Dutch medicines such as Haarlemensis and Doepa. Plants
which were not recognised by the caregivers but which a muthi
shop had recommended for use during pregnancy included

umathunga™ and isiNwaz> (v. Figure 4.18).

“When somebody is pregnant and she doesn't give birth until

over 9 months or 10 months, then she uses an ostrich egg. If

Figursa.17: faihiambeza she exceeded her months of giving birth."” (FG4)

Source: N. Spark-du Preez (2004)

UGoBHO |l

R e

Figure 4.18: Ugobo, uMathunga and isiNwazi

* Herbal decoction used as preventative health tonic during pregnancy (Varga & Veale, 1997).

%3 Gunnera species.

2% Eucomis autumnalis. Species of pineapple-like lily with many little green flowers, with poisonous bulbs.
* Rhoicissus tridentata.
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4.1.4.3c Traditional medicines for chest problems

Although isiphepheto, indawulothi, and ikhatazo (v. Figure 4.19) were identified as being used for
coughs by the muthi shop, these were not as well-known to caregivers as umhlonyane in Figure
4.20.

| ISIPHEPHETO

VSOKO ,
 IKATAZOS

“You boil it. You know umhlonyane, it heals asthma and
everything. It is so good...You know it is hot like chilli, it's
so hot. You must mix it with marijuana and... you know
the traditional medicine called khathazo, you cook it and
then you take marijuana and mix, cook it as well in the
same pot... You know my child had asthma and | took
her to a certain doctor, you know the doctor healed this
child. You need to treat asthma with a traditional

medicine not Western medicine.” (FG2)

Figure 4.20: Umhlonyane

4.1.4.3d Traditional medicines for stomach problems and rashes

Umthombothf?® and stan-tanyana®’ (v. Figure 4.21) were only recognised by mothers in 2
separate focus groups, umthombothi for rash (Focus Group 2) and stan-tanyana (Focus Group 5)
for diarrhoea / teething. InGeino®® (v. Figure 4.21) was recognised in 2 focus groups (2 and 3).
Although the muthi shop recommended it for diarrhoea, both groups thought it might be for
constipation. The Zulu English dictionary (Doke, Malcolm, Sikakana & Vilakazi, 2001) also states
that it can be used as a purgative in children.

L & % STAN-TANYNA | MTOMROTH\

Figure 4.21: inGcino, stan- tanyana and umthombothi

9 > Spirostachys Africana.
” Not known.
* Albuca setosa.
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4.1.4.3e Scarifications

Traditionally, scarifications behind the ears (v. Figure 4.22), on the forehead (v. Figure 4.23),
around the belly button and on joints are usually treated with a traditional medicine known as
mohlabelo™ (v. Figure 4.24) rubbed into them to strengthen the child and small incisions are also
made to treat illnesses such as inyoni and ibala. Not all caregivers in the focus groups knew the
Sotho name mohlabelo and the following passage shows how easy names and therefore

remedies may be confused:

Source: N. Spark-<iu Preez (20088 R1: And some of them we don't know what they give

us the sangomas - it's a black stuff that they put there

[Laughing in the group]. They chuck it on the

head... He or she [traditional healer] calls it

mohlabelo, | don't know the other name... (FG3)

R2: Umhlabelo sounds like the one used for
operations or joining bones.

R3: Mathunga...?

R2: That is umhlabelo [Zulu word].

R4: Most of the time, mohlabelo is used for

accidents.

R2: Not for children.

R3: For inyoni.

Figure 4.22: Scarification
behind ear almost healed

Source: N. Spark-du Preez (2004)

T 1 N_ ) P 4 .

Figure 4.24: Different traditional powders including mohlabelo

* Mohlabelo (Sotho) and umhlabelo (Zulu) is any muthi used for rubbing into incisions, remedy a fracture or
sprain.
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4.1.4.4 Home remedies

This final section presents the home remedies which were not known to the researcher ahead of

the study and which were brought up during discussion in the focus groups. Home remedies such

as the use of pure Sunlight soap in water as an enema, or the original white Colgate toothpaste

on its own or mixed with Sunlight soap for isitonda® were seen as highly etfective by some
caregivers:

R1: Pure Colgate. If ever my child has sores in his bottom, I mix... [ take a bit of the
Colgate and then | put a bit of the Sunlight, and | just put it on a pen, then | round it over
like this, then I put af the back and it helps. (FGS)

R2: Ja, it helps.

R3: Ja, it helps. I took my child to the clinic I think 3 times with the same problem until |
applied this thing and he was healed. Sunlfight, pure Sunlight and Colgate.

R4: FPure Colgate?

R3: Ja, Colgate, Colgate. He had a big wound. You take the Sunlight and mix it with
Colgate, the original Colgate. Yes the original, the white one.

Boiling a vinyl record at home and drinking the water from that was used for protection in
pregnancy and to ensure an easy labour:

*Also an old LP helps. You break a piece from it and boil it and drink that water.” (FG5)

Other ‘old wives’ tales’ include letting a small dog lick a child’s mouth, as well as using squashed

bed bugs for teething:

“Because we in Xhosa, for teething medicine, when the child is maybe 1 year and a
couple of months you take a small dog and then you put it in front of the baby and then it
ficks the baby’s mouth [Agreement in group]. Or you take a bedbug and squash it. (FG2)

Home-made oral rehydration solutions using salt and sugar were also used instead of the ORS

ready-made packet solutions. Caregivers also refered to the latter as ‘Sorol water’ (a make of
ORS) or ‘drip’:

R1: And then | like to do the home made solution. (FG1)

R2: Oh! The sugar and salt ones.

R1: | prefer that one because children like it — [ don’t know why. So you'll get it at the
clinic, they'll give it to you that one [ORS], but children don’t want it at all,

Other home remedies include castor oil for constipation, honey for colds, mint for congestion and

glycerine and borax for ¢cleaning the tongue.

% Sores around anus.
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4.1.4.5 Mixing traditional and Western medicines

Groups 2, 4 and 5 were asked about mixing traditonal and Western medicines. Caregivers had

different views on whether these could be mixed or used at the same time. Respondent 1 in
Focus Group 2 was an older lady and knew a lot about traditional medicines:

R1: You see this one sister? [inGcino] You boil it in water. Then you pour it in the child’s
bottle, measure milk, put some more water and give it to the child. Then you put a little bit
of Gripe Water into this medicine mixture. They work hand in hand. Gripe Water makes
the bowels loose so the child can go to the toifet. (FG2)
Moderator: So you can mix the Gripe Water and...?
Group: Ja....and the traditonal, ja [Chuckling in group].
Moderator: So you can mix traditional and Western together?
Group: Mmm...
R1: Yes, you can mix traditional and Western together. You can mix them together.
Moderator: And what about Panado or Baba Suur? Can you mix it at the same time with
traditional?
Group: - [Talking all at once and difficult to transcribe — this is an idea of what is said]

- No, not really, you can’t mix that one.

- What's this?

- Thisis syrup.

- So this is Panado that we use to bring the child’s temperafure down.

- And you cannot mix them...
Moderator: So when you give your child the Panado syrup, you don't give any other
medicine?
Group: No.
Moderator: Why is that? Is there a reason?
R1: Yes, because you would want to know which one works best isn’t? You have lo use
Western medicine first and check how it works on a child and then and if it doesn’t work
you have to swilch to traditional medicine and give it to a child and see which one works

best. There has to be a difference between medicines.

Seeing which medicine works best was also given as a reason for not mixing medicines in Focus

Group 4:

Moderator: Can you mix, do you know if people can mix the traditional and the Western
medicine? (FG4)
Group: - Ja, they do, some do.

- ldon't like that.
Moderator: You don't like it?
R1: No | want o use the cne at the same time, s0 that [ can see the improvement, where
it's coming from [Background: Ja].

165



In Focus Group 5, following one type of medicine with ancther was also accepted, with Western

medicines usually tried first:

R1: Like umhlonyane, you can use it with Western medicines. It has no harm, you can
use it. (FG5)

Moderator: So you mix the traditional and the Western medicines at the same time?
R1: No we don't mix them. We use the Western medicines first and follow with the
lraditional ones. But these [Dutch medicines] are not traditional medicines.
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4.2 Results: Management of 10 childhood health problems

Caregivers in the quantitative survey were asked hypothetically how they would respond to 10
different child health problems: diarrhcea, coughs, fever, vomiting, constipation, colds / flu, inyoni,
ibafa, crying and teething. Symptoms were mostly used so that the respondent could define the
illness themselves (Logan, 1988). Logan also included a locally defined illness susto which many
symptoms could be used to diagnose. Inyoni and ibala were included in this survey as locally
defined illnesses. The hypothetical method has been used in other health care studies (Young,
1980; Weaver, 1970; Herskovits, 1950 as cited in Logan, 1988). According to Logan {1988:p.113)
an advantage of collecting information on hypothetical questions is that “it allows for the collection
of data that would not be easily observed because the topics under investigation are so
commonplace that they are taken for granted by informants.” Caregivers interviewed at each of
the 4 different health care providers were asked what they would do or where they would go first,
and then if the child did nct get better what they would do.

4.2.1 Diarrhoea

For diarrhoea, the majority of caregivers would give some form of home treatment first (v. Table
4.10). As can be seen in Table 4.13, this is usually a salt and sugar solution. For those caregivers
interviewed at the private clinic, 14% would normally go to a pharmacy or supermarket and 14%
would seek advice from a private provider, Fifteen percent of caregivers interviewed at the public
hospitals would first take their child to a public provider. For caregivers interviewed at the TMP
caregivers, 11.3% would seek help from a traditiona! healer, compared to 0% for those
interviewed at the private clinic and public hospitals and 2% from the PHC.

Table 4.10: First provider that caregiver reports using if child has diarrhoea

First provider or type of treatment if not known where it is obtained

Home' TMP Public Private OTC?® DK Total
Interview setting n (%) n (%) n (%) n (%) n (%) h (%) n (%)
PHC 46 (92) 1(2) 2(4) 0(0) 1(2) 0(0) 50 (100)
Public hospital 43 (81) 0(0) 8(15.1) 0(0) 1(1.8) 1(1.9) 53(100)
Private clinic 36 (72) 0(0) 0 (0) 7(14) 7(14) 0(0) 50 (100)
T™P 46 (86.8) 6(11.3) 1(1.9) 0 (0) 0 (0) 0(0) 53 (100)
Total 171(83) 7(3.4) 11(5.3) 7(34) 9(4.4) 1(0.5 206 (100)

" Home' refers to anything done at home, including using OTC medicines already in the house.
2 The 'OTC’ provider refers to pharmacies or supermarkets where a caregiver might obtain treatment.

If the child’s condition did not improve or worsened, 86% of PHC and 77.4% of public hospital
caregivers would take their child to the clinic (v. Table 4.11). Only 49.1% of TMP caregivers would
go to a PHC, with 47.2% opting for a traditional healer. Sixty percent of private clinic caregivers
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would take their child to a paediatrician if their condition did not improve. Just 2% of caregivers
interviewed at the PHC and TMP and 5.7% of caregivers interviewed at the public hospital would
take their child to a GP. Few caregivers were able to name a second treatment,

Table 4.11: Second provider that caregiver reports using if child’s diarrhoea persists

Second provider or type of treatment if not known where it is obtained

Interview Home TMP PHC Pub hosp  Paed GP oTC Total
setting n (%) n (%) n {%) n (%) n {%) n (%) n {%) n (%)
PHC 2{4) 0O 43 (86) 1(2) 0(0) 1(2) 3(6) 50 (100)
Public hospital 3(5.7) 0(0) 41(77.4) 5(9.4) 0(0) 3{5.7) 1(1.8) 53(100)
Private clinic 3(6) 0(0) 3(8) 1(2) 30(60) 8{16) 5(10) 50 (100)
™P 0(0) 25(47.2) 26{49.1) 0O 0 () 1({1.9) 1(1.9) 53(100)
Total 8 (3.9) 25(12.1}) 113(54.9) 7 (3.4) 30(14.6) 13(6.3) 10(4.9) 206 (100)

As can be seen in Table 4.12, the lowest SES group had the highest proportion of caregivers who
would use home treatment for diarrhoea as a first resort (91.5%). The second lowest SES group
contained the highest proportion of :rMP users (9.1%) and the medium SES group had the
highest proportions of public sector users (9.8%) and OTC users (9.8%). The highest SES group
had the highest proportion of private sector users (16.7%) and the lowest proportion of home
treatment users (71.4%) for diarrhoea.

Table 4,12; First provider that caregiver reports using if child has diarrhoea by SES

First provider or type of treatment if not known where it is obtained

SES group Home TMP Public Private OTC DK Total
Very low 43 1 2 0 o 1 47
91.5% 2.1% 4.2% 0% 0% 21% 100%
Low 57 6 2 0 1 0 66
86.4% 9.1% 3% 0% 1.5% 0% 100%
Medium M 0 5 0 5 0 51
80.4% 0% 9.8% 0% 9.8% 0% 100%
High 30 0 2 7 3 0 42
71.4% 0% 4.8% 18.7% 7.1% 0% 100%
Total 171 7 11 7 9 1 206
83% 3.4% 5.3% 3.4% 4.4% 0.5% 100%

Table 4.13 provides more detailed information on the different types of treatment that the
caregivers could name as either a first or second line of treatment for diarrhoea. Packets of ORS
were the most commonly named OTC, whilst home made salt and sugar solution was the most
popular home treatment, as well as the most popular treatment overall (79.9%). Traditional
treatments were varied and included emetics and enemas which may leave the child even more
dehydrated.
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Table 4.13: Different types of Western, home and traditional treatments administered

by caregivers for diarrhoea

Description No. %
OTC/ Clinic
Behoedmidde! 1 0.5
Immodium 1 0.5
Milk of Magnesia 1 0.5
Oral Rehydration Solution (ORS) (packet) 13 6.5
Total 16 8.0
Home
Black tea 1 0.5
Cock Maltabella porridge 1 0.5
Cook vegetables 1 0.5
Cock custard (stops diarrhoea) 1 0.5
Custard powder (raw) and water to drink 3 1.5
Give fluids 1 0.5
Maize meal and cold water to drink 1 0.5
ORS salt & sugar solution 159 79.9
Stop formula milk 1 0.5
Sugar & salt & carrot & water 1 0.5
Total 170 85.4
Traditional treatments
Imbiza yokuphalaze' 1 0.5
Ingwavuma® boil to drink 1 0.5
Umganu® & umavumbuka® (drink & spuif) 1 0.5
Hlitshe lomgod?® & water to drink 2 1.0
Hlitshe lomgodi and sugar to drink 1 0.5
Inyongo yesibankwa®- burn and mix with boiled water to drink 1 0.5
Umuthi’ for spuit 1 0.5
Spider web in boiled water to drink 1 0.5
Umhlonyane® boiled to drink 1 0.5
Umuthi obomwvi® 1 0.5
Take plain water to Church and pray for it - give to child 1 0.5
Grey beads 1 0.5
Total 13 6.5
Total 199 100%
! , Emetic.

Cassrne papillosa (bark) (Doke et al., 2001) / Cassine transvaalensis (Mander, 1998).
Specaes of large tree, Sclerocarya caffra. (Doke et al.,, 2001) / Sclerocarya birrea (Mander, 1998).

* Sarcophyte sanguinea Sparm. Swollen rootstock used in decoction for diarrhoea (Tyiso & Bhat, 1998) /

Hydnora Africana (Mander, 1998).
® Ground stone.
¢ Lizard entrails.
? Traditional medicine.
8 Afncan wormwood (Artemisia afra) — usually used for enemas,

¥ Red medicine — along with Black medicines are used to expel ‘bad’ from the body and strengthen it.

Usually followed by white medicines to regain health (Ngubane, 1977).
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4.2.2 Cough

For coughs, medicine obtained frorm pharmacies or supermarkets would be the first main source
of treatment for all caregivers (35.4%), closely followed by going to the PHC clinic (25.2%) and
then home treatment (19.9%) (v. Table 4.14). Half of private caregivers would obtain medicine
from a pharmacy or supermarket, 14% would go to a GP and 20% to a paediatrician. A large
proportion (44%) of PHC caregivers also obtain treatment from pharmacies / supermarkets,
followed by the PHC (32%). For public hospital caregivers, the main course of action is to take the
child to the PHC (37.7%), followed by home and over-the-counter treatments (28.3% each). TMP

caregivers mostly use some form of traditional / herbal medicine.

Table 4.14: First provider that caregiver reports using if child has a cough

First provider or type of treatment if not known where it is obtained

GP Paed oTC Pub hosp PHC Home TMP Total
Interview setting n (%) n {%) n (%} n (%) n {%) n (%) n (%) n (%)
PHC 1) 0(0) 22 (44) 0(0) 16 (32) 1 (22) 0(0) 50 (100)
Public hospital 2(3.8) 0(0) 15(28.3) 1(1.9) 20(37.7) 15(28.3) 0O(O) 53 (100)
Private clinic 7 (14) 10 (20) 25 (50) 0 (0} 1{2) 7{14) 0(® 50 (100}
TMP 1{1.9) 0(0) 11 (20.8) 0(0) 15(28.3) B(15.1) 18 (33.9) 53 (100}
Total 11(6.3) 10(49) 73(354) 1(0.49) 52 (25.2) 41(19.9) 18 (8.7) 206 (100)

The second main course of action is the PHC for all caregivers, with the exception of the private
clinic caregivers, 64% of whom would take their child to a paediatrician and 30% to a GP if the
condition worsened or did not improve (v. Table 4.15). A high proportion (24.5%) of public hospital
caregivers would go to the hospital and 35.9% of TMP caregivers would go to a TMP.

Table 4.15: Second provider that caregiver reports using if child’s cough persists

Second provider or type of treatment if not known where it is obtained

GP Paed OTC Pub hosp PHC Home TMP Total
Interview setting n (%) n (%) n (%) n (%) n (%) n (%} n (%) n (%)
FHC 1(2) 0 (0) 3(6) 0 (0) 45 (90) 1(2) 0{0) 50 (100)
Public hospital 3(5.7) 0 (0) 4(7.6)  13(245) 31(58.5) 1(19)  1(1.9) 53 (100)
Private clinic 15 (30) 32 (64) 2(4) 0 (0) 0¢0) 1(2) 0 (0) 50 (100)
TMP 2 (3.8) 0(0) 1(1.8)  4(7.6) 24 (45.3) 3(5.7) 19(35.9) 53(100)
Total 21(10.2) 32(165) 10(4.9) 17 (8.3) 100 (48.5) 6(2.9) 20(9.7) 206 (100)

Table 4.16 provides more detailed information on the different types of treatment that the
caregivers from the 4 different health care providers could name as either a first or second line of
treatment for coughing. OTC medicine is mostly composed of cough mixtures and analgesics
such as Panado. Various home treatments to soothe the cough include oil, vinegar and sugar
solutions. TMP caregivers mostly use some form of traditional / herbal medicine, the most popular
being African wormwood (Arfemisia afra), otherwise known as umhlonyane which is boiled and
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given to the child to drink. Caregivers from other health facilities also reported they would use

umhlonyane from the garden.

Table 4.16: Western, home and traditional treatments administered by caregivers for coughs

Description No. % Description No. %
orc Home treatment
Stopain 1 0.8 Cooking oil & vinegar 2 1.6
Scotts Emulsion 2 1.5 Cooking oil & vinegar & sugar & warm 2 1.5
water
Panado 12 9.2 Fish oil 1 0.8
Panado & cough mixture 2 1.5 Fish oil & vinegar & sugar 2 1.5
Tussi Tot cough mixture 1 08 Fish oil (warm to drink) 1 0.8
Woods Peppermint cough mixture 1 0.8 Honey & lemon in hot water 1 0.8
Unnamed cough mixture 43 32.8 Keep child in warm house 1 0.8
Borstol cough mixture 4 3.1 Warm water o drink 3 23
Calpol cough mixture 1 0.8 Keep warm and give fluids 1 0.8
Cough mixture from clinic 1 08 Total 14 107
previously
Bronchodialator 1 08
Vicks in warm water to drink 4 3.1 Traditional /church trealmentis
Vicks rub chest / child 1 0.8 Cough remedy (herbal) 1 0.8
Borsdruppels 1 0.8 Khathazo'® & Ngcaluchwatha'' & 1 0.8
fsibaha'®
Borsdruppels with breast milk 1 0.8 Khathazo boiled to drink 1 0.8
Honey & lemon & Borsdruppels 1 0.8 Lengala' boiled to drink 1 0.8
Haarlemensis and breast milk 1 0.8 Lesoalo™ boiled in water to drink 1 0.8
Behoedmiddel 1 0.8 Mixes herbs 1 0.8
Sweet oil 1 0.8 Munyana'® to drink 1 0.8
Humidifier i 0.8 Umbhlonyane'® & Peppermint (boil) 1 0.8
Physiotherapy at surgery 4 3.1 Lengana'” { umblonyane boiled to drink 11 8.4
Previous medicine from clinic 3 2.3 Umuthi ubomvu'® 1 0.8
Medicines 4 31 Spuit (intlaba) 1 0.8
Total g2 709 Spuit (Sunlight soap & warm water) 3 2.3
Water with Blue Sea Oil 1 0.8
Total 25 19.1
Total 131 100%

'% An umballiferous plant (Alepidea amaltybica), roots used for colds and influenza,

" Translation not known.
12 Warburgia salutaris {bark).

'3 Translation not known. May be Lengana?

" Translation not known.
'® Translation not known.

African wormwood (Artemisia afra) — usually used for enemas.
'7S0tho or Tsonga word for African wormwood (Artemisia afra).
'® Red medicine — along with Black medicines are used to expel ‘bad’ from the body and strengthen it.
Usually followed by white medicines to regain health (Ngubane, 1977).
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Table 4.17 shows that in terms of SES, the highest SES group cnce again had the lowest proportion
of caregivers who would use home treatment as a first resort for coughs (11.9%), but the highest
proportion who would use OTC treatment (52.4%) and paediatricians (19.1%). The high and medium
SES groups had the highest proportions who would use a GP (9.5% and 7.8% respectively). The 2
lowest SES groups had the highest proportions of caregivers who would use public ¢linics {46.8%
very low; 28.8% low),

Table 4,17: First provider that caregiver reports using if child has a cough by SES

First provider or type of treatment if not known where it is obtained

SES group GP Paed OTC PHC Public hosp Home  TMP Total
Very low 2 0 8 22 0 10 5 47
4.3% 0% 17% 46.8% 0% 21.3% 107% 100%
Low 1 1 23 19 0 12 10 66
1.5% 1.5% 349% 2838% 0% 18.9% 152% 100%
Medium 4 1 20 8 1 14 3 51
7.8% 1.9% 39.2% 157% 1.9% 275% 5.9% 100%
High 4 8 22 3 0 5 0 42
9.5% 191% 524% 7.1% 0% 119% 0% 100%
Total 11 10 73 52 1 41 18 206
5.3% 4.9% 354% 252% 05% 19.9% 87% 100%
4.2.3 Fever

As can be seen in Table 4,18, pharmacy / supermarket treatment (OTC) and home treatment are the
first main options when a child has fever for maost caregivers, although for PHC and TMP caregivers
the first main option is the public secter, where Panado can be obtained for free (38% and 22.6%
respectively). The private clinic caregivers followed by the caregivers interviewed at the public
hospital have the highest proportion who would use OTC providers (64% and 37.7% respectively).

Table 4.18: First provider that caregiver reports using if child has a fever

First provider or type of treatment if not known where it is obtained

Public oTC Private Home TMP DK Total
Interview setting n (%) n (%) n (%) n {%) n {%) n (%) n (%)
PHC 19 (36) 12 (24) 1) 18 (36) 0 (0) 0(0) 50 (100)
Public hospital 12(22.6) 20{(37.7) 0O(0) 20@77 00 1(1.9) 53 (100)
Private clinic 2(4) 32 (64) 5{10) 11 (22) 0(0) 0 (0) 50 (100)
TMP 20(37.7) 15(283) 0(0) 14 (26.4) 4(7.6) 0 {0) 53 (100)
Total 51(257) 79(383) 6(29) 63 (30.6) 4(1.9) 1 (0.49) 206 (100)
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Table 4,19 shows that the second main course of action for most caregivers is the PHC (43.2%).
Forty-six percent of private clinic caregivers however would use a paediatrician and 24% a GP if
their child’s condition did not improve or worsened and a growing number (nearly a third} of TMP
caregivers would go to a TMP. Nine non-private caregivers, mostly at the public hospital stated
that they would use a private provider (mostly GP} in the case of a fever which did not improve.
Overall, a smaller proportion of caregivers (mostly public hospital and TMP) would go to a public
hospital.

Table 4,19: Second provider that caregiver reports using if child’s fever persists

Second provider or type of treatment if not known where it Is cbtained

Interview PHC Pub hosp oTC Paed GP Home T™MP Total
setting n (%} n (%} n (%) n (%) n (%) n (%} n (%) n (%)
PHC 36 (72) 1(2) 0(0) 1(2) 1(2) 11 (22) 0(0) 50 (100)
Public hospital 28 (52.8)  5(9.4) 4(7.6) 0(0) 6(11.3) 10(189) 0(0) 53 (100)
Private clinic 1@ 0(0) 2(4) 23 (46) 12(24) 11(22) 0{0) 50 (100)
TMP 24 (453) 3(5.7} 0(0) 0 (0) 1{1.9) 10(18.9) 15(28.3) 53(100)
Total 89 (43.2) 9 (4.4) 6(2.9) 24(11.7) 20(9.7) 42(204) 15(7.3) 206 (100)

Table 4.20 shows that for fever, the 2 lowest SES groups had the highest proportions who would
use public sector care as a first resort (36.2% very low; 33.3% low). The lowest SES group again
had the highest proporticn of caregivers who would use home treatment (38.3%) and the second
lowest SES group had the highest proportion who would use traditional health care providers
(4.6%}. The highest SES group had the highest proportion who would use OTC treatment
(64.3%) and the lowest proportion of home treatments (26.2%).

Table 4.20: First provider that caregiver reports using if child has a fever by SES

First provider or type of treatment if not known wherae it is obtained

SES group Public oTC Private Home TMP DK Total
Very low 17 9 1 18 1 1 47
36.2% 19.2% 2.1% 38.3% 2.1% 21% 100%
Low 22 24 0 17 3 0 66
33.3% 364% 0% 25.8% 4.6% 0% 100%
Medium 11 19 4 17 0 0 51
21.6% 373% 7.8% 33.3% 0% 0% 100%
High 3 %7 1 1 0 0 42
71% 64.3% 2.4% 262% 0% 0% 100%
Total 53 79 6 63 4 1 206
25.7% 38.4% 2.9% 30.6% 1.9% 0.5% 100%
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The main named OTC medicine for fever and the main treatment overall is Panado Syrup (57% of
all treatments). Simple home treatments include cooling the child down by undressing them (14%
overall) or using a cold towel or sponge (17.8% overall) (v. Table 4.21). The few traditional
treatments named for fever mostly take the form of a spuit (enema) or burning traditional
medicines.

Table 4.21: Western, home and traditional treatments administered by caregivers for fever

Description No. %
orc

Calpol 1 0.4
Disprin 2 0.9
Fevapar Syrup 2 0.9
Panado 134 57
Paracetemol / Stopain 2 0.8
Rub Vicks / Rub Western stuff 2 0.8
Umthuthuzeli 1 0.4
Total 144 61.3
Home treatment

Undress child / Keep child cool 33 14
Bath child in cold water 2 0.9
Bath child with warm water /Bath Child 2 0.8
Wrap / sponge child in cold damp towel 42 17.8
Cold water to drink 1 0.4
Total 80 34
Traditional / church treatment

Burn imphepho’® / Burn imphepho & umzane™ 2 0.8
Burn Stuipdruppels for child to sweat off bad spirits 1 0.4
Mix medicines to steam 1 04
Boil imphepho & spuit child 1 0.4
Spuit with Sunlight soap & warm water 2 0.9
Boil something to drink 1 0.4
Prayer 1 0.4
Spuit - isiwasho™ | Spuit - Water & Blue Sea Oil 2 0.8
Total 11 4.7
Total 235 100%

'° Helichrysum spp.
Translation not known,
2 Ash-based medicine.
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4.2.4 Vomiting

As can be seen in Table 4.22, vomiting would be mostly dealt with at home first of all (40.8% of
cases). For 40% of private caregivers however, advice is usually first sought from a paediatrician,
leaving 24% who would use home treatment and 24% who would consult a GP. Just over half of
PHC caregivers would use a public provider as their first main course of action, 43.4% of TMP
caregivers would use home treatment, followed closely by 32.1% who would go to a TMP.

Table 4.22: First provider that caregiver reports using if child vomits

First provider or type of treatment if not known where it is obtained

Public Paed GP OTC Home T™MP DK Total
Interview setting n (%) n {%) n (%) n (%) n (%) n (%) n (%) n (%)
PHC 26 (52) 0 (0) 1(2) 2(4) 21 {42} 0{0) 0 (0) 50 (100)
Public hospital 18(339) 0{0) 1(1.9) 2(3.8) 28 (52.8) 1{1.9) 3(5.7) 53 (100)
Private clinic 1(2) 20(40) 12(24) 5(10) 12 (24) 0{(0) 0 (0) 50 {100)
TMP 10(18.9) 0(0) 1(1.9) 2(38) 23(43.4) 17(321) 0(0) 53 {100)
Total 55 (26.7) 20{(9.7) 15(7.3) 11(5.3) 84 (40.8) 18(8.7) 3(1.5) 206 (100)

Table 4.23 shows what caregivers would do if the child's vomiting did not improve after their first
course of action. The majority (96%) of private clinic caregivers would take their child to a
paediatrician {72%} if their condition deteriorated or did not improve. More non-private caregivers
would use a private provider (GP) for vomiting than reported doing so with fever as the second
course of action. Three-quarters of PHC caregivers, just over half of public hospital and 39.6% of
TMP caregivers would use a PHC as a second course of action. Caregivers interviewed at the
TMP most commonly reported seeing the TMP as a second course of action for treating vomiting
(45.5%).

Table 4.23: Second provider that caregiver reports using if child’s vomiting persists

Second provider or type of treatment if not known where it is obtained

PHC Pub hosp Paed GP oTC Home ™FP Total
Interview setting n (%) n (%) n (%) n (%) n (%} n (%) n (%) n (%)
PHC 38 (76) 2 (4 0 (0) 6(12) 3 (6) 0(0) 1(2) 50 (100)
Public hospital 28 (52.8) 13 (24.5) ¢ (0) 4 (7.6) 4(78) 4(76) 0O 53 (100)
Private clinic 0(0) 0 (0} 36 (72) 12 (24} 1(2) 1(2) [ (0)} 50 (100}
T™P 21(39.6) 2(3.8) 0(0) 3(5.7) 0 (0) 3(5.7) 24(453) 53 (100
Total 87 (42.2) 17 (8.3) 36 (17.5) 25(121) B(3.9) B(3.9) 25(12.1) 206 (100)

Most home treatments for vomiting take the form of salt and sugar solutions (47.5%) or plain
warm water to drink (11.9%) (v. Table 4.24). Popular named traditional treatments for vomiting
include chicken ingingifa (gizzards), which are usually dried and ground into a powder and drunk
with water. Other ingredients which can be dried and ground include lizard entrails and egg
shells.
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Table 4.24: Western, home and traditional treatments administered by caregivers for

vomiting
Description No. %
orc
Medicine 3 3.0
Medicine to stop vomiting 4 4.0
Muthi Wenyoni 1 1.0
ORS 3 3.0
Panado 3 3.0
Total 14 13.9
Home treatment
Bicarbonate of soda with warm water to drink 1 1.0
Blow in child's face to give air 1 1.0
Change to lactose-free formula / Change formula 2 2.0
Coke + spoon of sugar 1 1.0
Coke to drink 2 2.0
Cold milk to drink 1 1.0
Cooked porridge 1 1.0
Cocked potatoes 1 1.0
ORS - salt & sugar solution 48 47.5
Warm water to drink 12 11.9
Total 70 69.3
Traditional treatment
Boil a leaf (folha delarror™) and drink like tea 1 1.0
Inyongo yes.r'bankwa23 - burn and mix with boiled water to drink 1 1.0
Isinama® to drink 1 1.0
Isiwasho® 1 1.0
Mixes traditional medicines 2 2.0
Ostrich egg / Ostrich egg boiled to drink / Ostrich egg grind to drink 4 4.0
Spider web & cold water to drink 1 1.0
Umhlonyane® 1 1.0
Boil chicken gizzards (ingingila) 1 1.0
Bumn chicken egg shell & gizzards {ingingila). Drink ashes and water 1 1.0
Grind dry gizzards (ingingila) and put in boiled water to drink 1 1.0
Total 15 14.9
Nothing 2 2.0
Total [ 100%

For half of the highest SES group, and 23.5% of the medium SES group, private treatment would

be used as the first option if a child was vomiting (v. Table 4.25). For around half of the very low

and low SES caregivers the first resort would be treatment at home. Once again the highest

proportion of caregivers who would use TMPs as a first choice are found in the low SES category.

22 Translation not known. Caregiver was from Angola.
28 | izard entrails.

* Sp. Of grasses, Setaria verticiliata, whose spiky seeds cling to clothing.
% Ash-based medicine.

® African wormwood (Artemnisia afra) — usually used for enemas.
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Table 4.25: First provider that caregiver reports using if child is vomiting by SES

First provider or type of treatment if not known where it is obtained

SES group Public Private oTC Home TMP DK Total
Very low 15 0 2 25 4 1 47
31.9% 0% 4.3%  53.2% 85% 21% 100%
Low 18 2 2 32 10 2 66
27.3% 3% 3% 48.5% 15.2% 3% 100%
Medium 16 12 3 16 4 0 51
31.4% 23.5% 59% 31.4% 78% 0% 100%
High 6 21 4 i1 0 0] 42
14.3% 50% 9.5% 26.2% 0% 0% 100%
Total 55 35 1 84 18 3 208
26.7% 17% 53% 40.8% 87% 1.5% 100%
4.2.5 Constipation

As can be seen in Table 4.26, over half of the sample of caregivers would first use some form of
home treatment for constipation, followed by obtaining treatment from a pharmacy or
supermarket (25.2%). Just over a quarter of TMP caregivers would use some form of traditional
medicine.

Table 4.26: First provider that caregiver reports using if child has constipation

First provider or type of treatment if not known where it is obtained

Public’ oTC Private Home TMP Total
Interview setting n (%) n (%) n (%) n (%) n (%) n (%)
PHC 7 (14) 15 (30) 1) 27 (54) 0(0) 50 (100)
Public hospital 6 (11.3) 13 (24.5) 0(0) 33 (62.3) 1(1.9) 53 (100)
Private clinic 1(2) 18 (36} 5(10) 25 (50) 1(2) 50 (100)
TMP 3(5.7) 6(11.3) 0{0) 30 (56.6) 14 (26.4) 53 (100)
Total 17 (8.3} 52 (25.2) 6(2.9) 115 (55.8) 16 (7.8) 206 (100)

"Public sector treatment inciudes PHC and public hospital as only 2 public hospital caregivers would go to a public
hospital first of all, -

As can be seen in Table 4.27, the second course of action for constipation for three-gquarters of
PHC caregivers, 58.5% of public hospital and 45.3% of TMP caregivers would be the PHC clinic.
Private clinic caregivers would mainly seek advice from a paediatrician (34%), 24% would consult
a GP and 24% would use home treatment. Just over 35% of TMP caregivers would go to a TMP.
For public hospital caregivers OTC treatment (15.1%) as well as the public hospital (13.2%) also
constitute secondary options if the constipation does not improve or gets worse.
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Table 4.27: Second provider that caregiver reports using if child’s constipation persists

Second provider or type of treatment if not known where it is obtained

Interview PHC Pub hos oTC Paed GP Home TMP DK Total
setting n (%) n (%) n (%) n {%) n (%) n (%) n (%) n (%) n (%)
PHC 38 (76) 0{0) 4(8) 0(0) 0(0) 5 (10) 3 (6) 0(0) 50 (100)
Public hospital 31 (58.5) 7(13.2) 8(15.1) 00 1(1.9) 5(9.4) 0 (0) 1(1.9) 53(100)
Private clinlc 2 (4} (0 7014 17(34) 12(24) 12{(24)  0(0) 0(0) 50 (100)
TMP 24 (453) 4(7.6) 2(3.8) 00 1{(1.89) 3(5.7) 19 (35.9) 0(0) 53 (100)
Total 95 (46.1) 11(5.3) 21 (10.2) 17(8.3) 14(6.8) 25(12.1) 22(10.7) 1{(0.43) 206 (100}

Most of the home treatments are diet-based, usually involving fruit or liquids {v. Table 4.28a). The
spuit could be grouped as either traditional or home treatment depending on the ingredients. This
was the most widely-used first treatment, particularly for TMP caregivers. There are many
different enemas used in a spuit, the most common one being Sunlight soap and warm water
(25.4%).

Table 4.28a: Home and traditional treatments administered by caregivers for constipation

Description No. % Description No. %
Home treatment Home treatment (continued)

Warm water / water to drink 22 10.7 | Spuitwith Sunlight soap & warm 52 254
Warm water & brown sugar /sugar 9 4.4 | water

Sugar & salt solution 2 1.0 | Spuitwith warm water 3 1.5
Orange juice / squeezed orange 12 5.9 | Piece of Sunlight soap in rectum 2 1.0
Fluids to drink 2 1.0 | Spuitwith maize meal & water 1 0.5
Prune juice 1 0.5 | Spuit with Muthi Wenyoni 1 0.5
Warm milk / milk 2 1.0 | Spuit 1 0.5
Water & fruit 1 0.5 | Total 132 644
Boiled / Warm water & Gripe Water 3 1.5

Change diet / change formula 2 1.0 | Traditional treatment

Castor oil 3 1.5 | Spuit with imbiza™ 3 1.5
Pears to eat 1 0.5 | Spuitwith boiled Lengana® 1 0.5
Prune Purity 1 0.5 | Spuitwith intelezf® from garden 1 0.5
Mango to eat 2 1.0 | Spuitwith umuthi & milk 1 0.5
Mashed banana 1 05 | Spuitwith umsuzwane™ 1 05
Cereal / Weetbix 2 1.0 | Imbiza yabantwana® 2 10
Cooked custard 1 0.5 | Mixes traditional medicines 2 1.0
Cooked potatoes 1 0.5 | Letshwetlane™ 1 0.5
‘Cotton’ ® sandwiches 1 05 | Isilambezo™ 1 05
Rub child’s tummy 1 0.5 | llitshe lomgod® 1 05
Rubs child's back 1 0.5 | Total 14 6.8
Yoghurt or water 1 0.5

27 General term for purgative medicines (Varga & Veale, 1997).

2 getho or Tsonga word for African wormwood (Artemisia afra).

2 Sansevieria aethiopica (root). .

0 3p. of shrub, Lippia asperifolia, having a very disagreeable smell.

3 Purgative for children.

% Albuca setosa.

% Inside part of bread (without crust).

% Herbal decoction used as preventative health tonic during pregnancy (Varga & Veale, 1997).
¥ Ground stone.
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The main OTC treatments are Milk of Magnesia, Gripe Water as well as a variety of Dutch

Medicines (v. Table 4.28b).

Table 4.28h: OTC medicines administered by caregivers for constipation

OTC medicines No. % OTC medicines {continued) No. %
Milk of Magnesia 18 8.8 | ENO 1 0.5
Gripe Water 13 6.3 | Liquid Paraffin to drink 1 0.5
Medicine for constipation 3 1.5 | Groen Amara 2 1.0
Laxative (Laxect / Laxon / Brooklax) 5 2.4 | Borsdruppels 1 0.5
Muthi Wenyoni (antacid) 2 1.0 | Wonderkroonessens 1 0.5
Baby's Own / Tummy tablets 2 1.0 | Haarlemenisis & 1 0.5
{(antacid) Entressdruppels mixed with

breast milk
Quma (antacid) 1 0.5 | Haarlemensis / Stuips mixed 1 0.5
Suppository 2 1.0 | Stuipdruppels & Gripe Water 1 0.5
Buscopan 1 0.5 | Stuips (can't remember) 1 0.5
Dalpha leg (Vitamin E?) 1 0.5 | Krampdruppels & Groen 1 0.5

Amara

Total 59 288

With the exception of 16.7% of the low SES group who would use TMPs, Table 4.29 shows that
no significant difference was found between SES groups in terms of their first choice of provider

for constipation (x° P value = 0.125),

Table 4.29: First provider that caregiver reports using if child has constipation by SES

First provider or type of treatment if not known where it is obtained

SES group Public oTC Private Home TMP Total
Very low 5 10 1 28 3 a7
10.6% 21.3% 21% 59.6% 6.4% 100%
Low 5 16 0 34 11 66
7.6% 24.2% 0% 51.5% 16.7% 100%
Medium 3 15 2 29 2 51
5.9% 29.4% 3.9% 56.9% 3.9% 100%
High 4 11 3 24 0 42
9.5% 26.2% 7.1% 57.1% 0% 100%
Total 17 52 6 115 16 206
8.3% 25.2% 2.9% 55.8% 7.8% 100%

¥* P value = 0.125
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4.2.6 Colds / Flu

As can be seen in Table 4.30, the main first course of action for colds or flu for caregivers
interviewed at the PHC, public hospital and TMP would be to take the child to the PHC clinic
(56%, 39.6% and 41.5% respectively). For PHC and public hospital caregivers, another main
option would be to go to a pharmacy or supermarket for treatment {28% and 32.1% respectively).
For TMP caregivers, going to a TMP provider would be another main option (26.4%}. Private
clinic caregivers would mostly use OTC treatment from a pharmacy or supermarket as a first
option (46%j) or go to a private provider (32%).

Table 4.30: First provider that caregiver reports using if child has a cold / flu

First provider or type of treatment if not known where it is obtained

Public’ Private 0oTC Home TMP Nothing DK Total
Interview setting n (%) n {%}) n (%) n (%) n {%) n (%) n (%)
PHC 28 (56) 0(0} 14 (28} 8(16) 0(0) 0(0) 50 (100)
Public hospital 21(39.6) 0(0} 17(32.1)  13(24.5) 0(0) 2(3.8) 53 (100}
Private clinic 2 (4) 16(32) 23 (46) 9(18) ¢ (0} 0(0) 50 (100)
TMP 22(41.5) 3(5.7) 5(9.4) 9(16.9) 14(264) 0(0) 53 (100)
Total 73(354) 19(9.2) 59(286) 39(18.9) 14(6.8) 2(0.97) 206 (100)

'Only 1 public hospital caregiver would go to the hospital, and for this reason they are grouped as ‘public’

As seen in Table 4.31, if the child's cold or flu does not get better or gets worse, most PHC,

public hospital and TMP caregivers would go to a PHC clinic (82%, 60.5% and 39.6%
respectively). The TMP caregivers would be even more likely to use the TMP (39.6%). Private
clinic caregivers (88%) would go to a private provider. The main users of the public hospital would
be the public hospital caregivers and the TMP caregivers. Twelve non-private clinic attendees
would go to a private provider if the child did not get better.

Table 4.31: Second provider that caregiver reports using if child’s cold / flu persists

Second provider or type of treatment if not known where it is obtained

PHC Pub hos Paed GP oTC Home TMP Total
Interview setting n (%) n {%) n (%) n (%) n (%) n (%) n (%) n (%)
PHC 41 (82) 1(2) 010) 4(8) 2(4) 2(4) 0(0) 50 (100)
Public hospital 32(60.4) 9{158.9) 1{(1.9) 4(7.6) 5(34) 2(38 0(0) 53 (100)
Private clinic () 0{0) 31 (62) 13 (26) 4(8) 2(4) 0 (0} 50 (100}
T™MP 21(39.6) 4(7.6) 0(0) 3(5.7) 101.9) 3(57) 21(39.6) 53(100)
Total 94 (45.6) 14 (6.8) 32(15.5) 24(11.7} 12(5.8) 9(44) 21(10.2) 206 (100)

OTC treatments mostly include cough mixtures and analgesics such as Panado, as well as
decongestants such as Vicks to rub on the child (v. Table 4.32). Panado was the most popular
named treatment overall (21.4%). Home treatments are similar to that for coughs, as are the
traditional treatments, in particular the use of umhifonyane.
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Table 4.32: Western, home and traditional treatments administered by caregivers for colds /

flu
Description No. % No. %
oTC Home treatment
Borsdruppels 1 1.0 | Keep child warm 2 1.9
Entressdruppels 1 1.0 | Fish oil & vinegar & sugar 1 1.0
Behoedmiddel 1 1.0 | Honey & lemon 1 1.0
Adco - Sufedrin 1 1.0 | Honey & lemon & Borsdruppels 1 1.0
Bactrium from hospital before 1 1.0 | Honey onits cwn 1 1.0
Borstol 3 2.9 | Humidify room 1 1.0
Calpol 2 1.9 | Lemon juice 1 1.0
Cough syrup / Cough mixture 14  13.6 | Observe 1 1.0
Disprin 1 1.0 | Orange juice squeezed 1 1.0
Flu medicines / flu remedy 1 1.0 | Spuit with Sunlight soap & warm 1 1.0
water
Inhaler 1 1.0 | Water vapour with salt water 1 1.0
Karvol 1 1.0 | Keep warm & give fluids 1 1.0
Panado 22 21.4 | Rub Vaseline 2 1.9
Paracetemol 1 1.0 | Rub Vaseline on chest & nose 1 1.0
Previous medication from GP 2 1.9 | Total 16 155
Previous medication from Paed 1 1.0
Previous medication from PHC 3 2.9 | Traditional treatment
Scott's Emulsion 1 1.0 | Imbiza™ to drink 1 1.0
Stilpain 1 1.0 | Isinlahta™ segumplin® 1 1.0
Rub Vicks on back of head 1 1.0 | Kalmuz® - boil to drink 1 1.0
Vicks 5 4.9 | Leaves from bush boiled and rub 1 1.0
child
Water vapour with Vicks 1 1.0 | Mixes traditional medicines 1 1.0
Undress child & give Panado 1 1.0 | Lenganal umhlonyane® to drink 5 49
Panado & flu remedies 1 1.0 | Lengana / umhlonyane boiled from 4 3.8
Panado & Painamol & Woods 1 1.0 | garden
Rub Western stuff 1 1.0 | Mix medicines to steam 1 1.0
Cough mix & Panado & Stopain 1 1.0 | Total 15 146
Panado & Cough mixture 1 1.0
Total 72  69.9 | Total 103 100%

When a child has a cold or flu, the lowest SES group has the highest proportions who would use
public sector health care (51.1%) and home treatment (25.5%) (v. Table 4.33) whilst the highest
SES group had the highest proportions whe would use OTC treatment (45.2%) and private sector
treatment (21.4%). The low SES group again has the highest proportion who would use TMP
treatment as a first choice.

% General term for purgative medicines (Varga & Veale, 1997).
*7 Bush / shrub.
% Translation not known.
® InDawulfothi | Kalmoes ! iKalamuz (Acorus calamus) (bulb).
“® Sotho or Tsonga word for African wormwood (Artemisia afra).
! African wormwood {Artemisia afra) - usually used for enemas.
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Table 4.33: First provider that caregiver reports using if child has a cold / flu by SES

First provider or type of treatment if not known where it is obtained

SES group Public  Pvt OTC Home TMP Nothing/ DK Total
Very low 24 1 5 12 4 1 47
511% 21% 10.6% 25.5% 8.5% 2.1% 100%
Low 28 3 14 " 9 1 66
42.4%  4.6% 21.2% 16.7% 13.6% 1.5% 100%
Medium 14 6 21 9 1 0 51
275% 118% M4M2% 177% 2% 0% 100%
High 7 ) 19 7 0 0 42
16.7% 214% 452% 16.7% 0% 0% 100%
Total 73 19 59 39 14 2 206
35.4% 9.2% 28.6% 18.9% 6.8% 1% 100%
4.2.7 Inyoni

For inyoni, the first main courses of action would be going to a TMP (36.9%}), followed by OTC
treatment from a pharmacy or supermarket (27.7%) and seeking advice from a relative (14.1%)
{v. Table 4.34). For TMP caregivers, a TMP would be the main provider (81.1%), whereas for
PHC and private clinic caregivers, slightly more would buy OTC treatment from a pharmacy or
supermarket. The public hospital and private clinic caregivers have the largest proportions (22%)
who would seek advice from a relative. A smaller proportion of caregivers (mostly PHC and
private) would go to a Western provider first.

Table 4.34: First provider that caregiver reports using if child has inyoni

First provider or type of freatment if not known where it is obtained

Nothing/ DK/

Interview TMP Church Relative oTC Public Private  Doesn’t believe Total
setting n (%) n (%) n (%) n {%) n (%) n (%) n (%) n {%&}
PHC 14 (28) 3(6) 4 (8) 22 (44) 6{12) 0(0) 1(2) 50 (100)
Public hospital 17 (32.1) 2(3.8) 12(22.6) 16{30.2) 3(5.7) o (0) 3(5.7) 53 (100}
Private clinic 9 (18) 5(10) 11 (22) 13 (26) 2(4) 7 (14) 3(8) 50 (100)
TMP 43(81.1) 2(3.9) 2(3.8) 6{11.3)  0(0) 0 (0) 0 (0) 53 (100)
Total 73(36.9) 12(58) 29(14.1) 57(27.7) 11(53) 734 734 206 (100}

As can be seen in Table 4.35, if the inyoni symptoms persist or get worse, a larger proportion of
the total sample would go on to choose the TMP as the second provider than the first. However,
higher proportions of PHC, public hospital and private clinic caregivers would also go to a
Western provider compared with the first course of action (cf. Tables 4.34 and 4.35),
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Table 4.35: Second provider that caregiver reports using if child’s inyoni persists

Second provider or type of treatment if not known where it is obtained

Pub Nothing/ DK/
interview TMP Church  Relative oTC PHC hos Private Doesn't believe Total
setling n (%) n (%) n (%) n (%) n (%} n (%) n (%) n (%) n (%)
PHC 17 (34) 3(6) 1(2) 1{2) 23 (46) 4(8) 0(0) 1(2) 50 (100)
Public '
hospital 14(26.4) 7(132) 3(5.7) 2(38) 16(302) 8(151) 1(1.9) 2{3.8) 53 (100)
Private
clinic 12 {24) 5{10) 9 (18) 5(10) 00 00 19{38) 0(0) 50 (100)
T™P 48 (90.6) 0(0) 0 (0) 2(38) 2(3.8) 1(1.9) 0(0) 0(0) 53 (100)
Total 91 (44.2) 15(7.3) 13(6.3) 10(4.9) 41 (19.9) 13(6.3) 20(9.7) 3(1.5) 206 (100)

Table 4.36 shows that for inyoni, half of the very low and the low SES group would go to a TMP
as their first choice of provider. The highest proportion who would use OTC treatment is the
highest SES group (33.3%) as are those who would use private treatment (14.3%). As with the
very low and low SES groups, the medium SES group would mostly use TMP providers (37.3%)
and OTC treatment {25.5%) as their first choice.

Table 4.36: First provider that caregiver reports using if child has inyoniby SES

First provider or type of treatment if not known where it is obtained
SES group TMP  Church Relative OTC Public Private Nothing/ DK Total

Very low 23 4 7 1 2 0 0 47
48.9% 8.5% 14.9% 234% 4.3% 0% 0% 100%
Low 33 3 6 19 3 0 2 66
50%  4.6% 9.1% 28.8% 46% 0% 3% 100%
Medium 19 3 9 13 3 1 3 51
37.3% 5.9% 17.7% 255% 59% 2% 5.9% 100%
High 8 2 7 14 3 6 2 42
191% 4.8% 16.7% 333% 71% 143% 4.8% 100%
Total 83 12 29 57 1 7 7 206
40.3% 5.8% 14.1% 27.7% 53% 34% 3.4% 100%

As can be seenin Table 4.37, the antacid ‘Muthi Wenyoni’ is the main OTC treatment used for
inyoni {52.1%}, besides various Dutch medicines. In terms of the traditional and church
treatments that caregivers could name, these included spuits {(enemas) and imbizas (mixtures) to
drink, burning incense such as Doepa, incisions, prophet ropes around the body as well as
prayer.
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Table 4.37: Western, home and traditional treatments administered by caregivers for inyoni

Description No. % Description No. %

Clinic / Hospital Traditional treatment (cont....)

Drip & other medication 1 0.7 | Inungu™ 1 0.7

Drip in head to stop beating 1 0.7 | Rub black stuff 1 0.7

fontanelle

Total 2 1.4 | Something to rub 3 2.2

orc Crushed tomato leaves & original 1 0.7
Colgate (the white one)

Haarlemensis 2 1.5 | Insert ground plantin bottom, ears 1 0.7
etc

Haarlemensis {rub) 2 1.5 | Imbiza - spuit & drink 2 1.5

Mix Stuips with breast milk 1 0.7 | Spuitwith isiwasho® 1 07

Stuips 3 2.2 | Spuit with Sunlight soap & water 1 0.7

Groen Amara 1 0.7 | Spuit 4 3.0

Gripe Water 2 1.5 | Spuitfor 3 days + umuthirubbed in 1 0.7

Mix Gripe Water & Muthi Wenyoni 1 0.7 | Spuitwith bulb like onion (ngcino?} 1 0.7

Muthi Wenyoni 62  46.3 | Spuit with imbiza & milk & other 1 0.7
umuthito bath / rub / burn

Total 74 551 | Spuit with umuthi/ imbiza 3 2.2
Throw bones to find cause thengo 1 0.7
back to inyanga

Home treatment Black tea & water & prayer 1 0.7

Boil water to drink 1 0.7 | Prophet ropes / rope around waist 2 1.5

Salt & sugar solution or ORS 3 22 | Prayer 3 2.2

Glucose 1 0.7 | Total 40 289

Total 5 3.6 ‘
Don't know / nothing 13 8.7

Traditional / Church treatment

Boil herbs from bush 1 0.7 [ Total 134 100%

Ginger & other green leaves from 1 0.7

garden

Imbiza* to drink 3 22

Imbiza yabantwana® 1 07

Burn Doepa 1 0.7

Burn Doepa or imphepho™ 1 07

Burn something 1 0.7

Cuts 2 1.5

Cuts with umuthi* rubbed in 1 07

2 porcupine quills.
“3 Ash-based medicine.

4 General term for purgative medicines (Varga & Veale, 1997).

5 Child's medicine.
48 Helichrysum spp.
7 Medicine.
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4.2.8 Ibala

Table 4.38 shows that the TMP as well as relatives would be consulted more for ibala than for
inyoni in this sample as the first course of action. There were caregivers who did not believe in
ibala however and would just leave it and do neothing (8.3% of sample). Caregivers at the private
clinic had the highest proportion of non-believers (20%), followed by the public hospital (3.4%).

Table 4.38: First provider that caregiver reports using if child has ibala

First provider or type of treatment if not known where it is obtained

Nothing/ DK/

Interview TMP Church Relative oT1C Public  Private Doesn't believe Total
setting n (%) n (%) n (%) n (%) n {%) n (%) n (%) n (%)
PHC 22 (44) 5(10) 7(14) 9(18) 3(6) 2(4) 24 50 (100)
Public hospital 21 (39.6)  5(9.4) 14 (26.4) 2(3.8) 5(9.4) 1(1.9) 5 (9.4) 53 (100)
Private clinic 14 (28) 2 (4) 15 (30) 1(2) 1{2) 7(14) 10 (20) 50 (100)
T™P 52{08.1)  0(0) 1(1.9) 0 (0) 0(0) 0(0) 0{0) 53 (100)
Total 109(52.9) 12(58) 37(17.9) 12(5.8) 9(4.4) 10(49) 17(8.3) 206 (100)

lf the child’s condition gets worse or does not improve, most TMP caregivers (94.3%) would go to
a TMP (v. Table 4.39). Over half of PHC caregivers would seek treatment from a Western public
provider and nearly a third would go to a TMP. A third of public hospital caregivers would go to a
TMP and a third would access a Western public provider. A fifth however, would seek help from
their church, Nearly a third of private caregivers would go to a TMP, a quarter would go to a
private provider and a fifth would do nothing.

Table 4.39: Second provider that caregiver reports using if child’s ibala persists

Second provider or type of treatment if not known where it is obtained

Nothing/ DK

Interview TMP Church Relative oTC Publie Private  Doesn't believe Total
setting n {%) n (%} n (%) n (%) n (%) n (%} n (%) n (%)
PHC 14 (28) 5(10) 1) 0(0) 28(56) 1(2) 1(2) 50 (100)
Public hospital 18(33.9) 11(20.8) 2(3.8) 0(0) 17 (32.1) 2(3.8) 3.7 53 (100)
Private elinic 16 (32) 6(12) 5(10} 1(2) 0{0} 12(24) 10(20) 50 (100)
TMP 50(94.3) 0(0) 0(0) 0 (0) 3(5.7) 0{0) 0 53 (100)
Total 98 (47.6) 22(10.7) B8(3.9) 1(1.9) 48(23.3) 15(7.3] 14(6.8) 206 (100)

The main named traditional treatments that caregivers knew of were cuts and incisions, usually on
the red mark on the back of the neck, imbizas for the child to drink and a spuit (v. Table 4.40). Muthi
Wenyoni is a popular OTC treatment, along with Butch medicines, although they would not used as
much as for inmyoni. In the case of ibala, 15% cof caregivers specifically named Muthi Wenyoni as a
treatment compared to 52.1% for inyoni.
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Table 4.40: Western, home and traditional treatments administered by caregivers for ibala

Description No. %
orc

Haarlemensis (rub) 3 38
Mix Stuips with breast milk 1 13
Stuipdruppels / Duiwelsdruppels / Entressdruppels with water 1 13
Muthi Wenyoni 12 15.0
ORS 1 13
Vicks - Rub 1 13
Total 19 238
Home treatment

Crushed tomato leaves & original Colgate 1 1.3
Garlic & boiled water to drink 1 1.3
Total 2 25
Traditional / Church treatment

Insert ground plant in bottom, ears etc 1 1.3
Bail herbs from bush 1 1.3
Imbiza® to drink 4 50
Umtholo* 1 13
Burn something 1 1.3
Cuts / incisions 6 75
Cuts made at back of head 5 63
Makes cuts and spuit 1 1.3
Something to rub 1 1.3
Spuitfor 3 days + muthi rubbed in 1 13
Spuit with bulb like onion (ngcino?) 1 1.3
Spuit with traditional medicine 1 1.3
Inungu’® 1 1.3
Ritual you do cnce 1 1.3
Black tea & water & prayer 1 1.3
Prayer 4 50
Prayer & oil ointment 1 1.3
Total 32 40.0
Massage and it disappears 1 1.3
Left it - just like a birth mark / just leave it / nothing 26 325
Total 27 338
Total 80 100%

In the case of ibalz, Table 4.41 shows that the highest SES group has the highest proportion of

caregivers who would consult a relative (28.6%), use Western treatment / providers (26.2%) and

not do anything or not know what to do (19.1%). The very low and low SES groups have the
highest proportions of caregivers who would take their child to a TMP (61.7% and 65.2%

respectively).

*® General term for purgative medicines (Varga & Veale, 1997).

* Acacia caffra {root).
%0 porcupine quills.
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Table 4.41: First provider that caregiver reports using if child has ibala by SES

First provider or type of treatment if not known where it is obtained
SES group TMP  Church Relative Western Nothing/ DK/ Doesn't believe  Total

Very low 29 4 8 4 2 47
61.7% 85% 17% 8.5% 4.3% 100%
Low 43 5 7 7 4 66
65.2% 7.6% 10.6% 10.6% 6.1% 100%
Medium 26 3 10 9 3 51
51% 5.9% 20% 17.7% 5.9% 100%
High 11 0 12 " 8 42
26.2% 0% 28.6% 26.2% 19.1% 100%
Total 109 12 37 31 17 206
52.9% 5.8% 18% 15.1% 8.3% 100%

¥ P value = 0.003

4.2.9 Crying

Caregivers were asked how they would respond to their child if they were crying. Nearly half said
that they would treat the child at home first (v. Table 4.42). OTC medicines were mostly given by
private clinic and public hospital caregivers, whilst nearly half of TMP caregivers would use
traditional medicine. A quarter of PHC and public hospital caregivers report that they would take
their child to the PHC clinic as a first course of action.

Table 4.42: First provider that caregiver reports using if child is crying

First provider or type of treatment if not known where it is obtained

Interview PHC Private oTC Home T™P Nothing / DK Total
setting n {%) n (%) n (%) n (%) n (%) n (%) n (%)
PHC 14 (28) 0 (0) 5 (10) 27 (54) 4 (8) 0 (0) 50 {100)
Public hospital 13 (24.5) 0(0) 11(20.8) 25(47.2) 2(3.8) 2(38) 53 (100)
Private clinic 1(2) 2 (4) 17 (34) 27 (54) 2 (4) 1(2) 50 (100)
T™P 2(3.8) 1(1.9) 4(7.6) 22{415) 24 (45.3) 0 {0} 53 (100)
Total 30(14.6) 23(1.4) 37 (17.9) 101{49) 32(155) 3 (1.4) 206 (100)

As can be seen in Table 4.43, if the child continues to cry, two-thirds of PHC and public hospital
caregivers would take their child to a PHC clinic. Only 22.6% of TMP caregivers would go to a
PHC clinic and 67.9% would consult a traditional healer. Most private clinic caregivers (68%)
would go to a private provider.
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Table 4.43: Second provider that caregiver reports using if child continues to cry

Second provider or type of treatment if not known where it is obtained

Nothing
PHC Pubhos  Private oTC Home T™P 10K Total
Interview setting n (%) n (%) n {%) n (%} n (%) n (%) n (%) n (%)
PHC 33 (86} 2{4) 1{2) 3(6) 9{18) 2(4) 0(0) 50 (100)
Public hospital 33 (62.3) 4(7.6) 1(1.9) 0 (0) 9(16.9) 5(9.4) 1(1.9)  53(100)
Private clinic 2 (4) 0(0) 34 (68) 1(2) 11 {22) 24 0(0) 50 (100}
T™MP 12(226) 1(1.9) 0(0) 1(1.9) 3(7) 36(67.9) 0(0) 53 (100}
Total BO (388) 7(34) 36 (17.5) 5(24) 32(155) 45{(21.8) 1(1.9) 206 (100)

For crying, Table 4.44 shows that although caregivers in all 4 SES groups had similar proportions

who would use home treatment, the 2 lowest SES groups have higher proportions who would
consult a TMP (25.4% very low; 22.7% low) and the medium and high SES groups have higher
proportions who would use OTC treatment (23.5% medium; 33.3% high).

Table 4.44: First provider that caregiver reports using if child is crying by SES

First provider or type of treatment if not known where it is obtained

SES group Public Private  OTC Home TMP Nothing/ DK/NS Total
Very low 7 0 3 23 12 2 47
14.9% 0% 6.4% 48.9% 25.5% 4.3% 100%
Low 12 1 8 30 15 0 66
18.2% 1.5% 12.1% 45.5% 22.7% 0% 100%
Medium 7 1 12 26 4 1 51
13.7% 2% 23.5% 51% 7.8% 2% 100%
High 4 1 14 22 1 0 42
9.5% 2.4% 33.3% 52.4% 2.4% 0% 100%
Total 30 3 37 101 32 3 206
14.6% 1.5% 18% 49% 15.5% 1.5% 100%

As can be seen in Table 4.45, non-medical home treatment mostly involves comforting the child,

checking the child’s temperature, changing its nappy or bathing or feeding it. The most common
type of treatment given however would be OTC medicines, the most popular being Panado,

Dutch medicines and colic remedies. Traditional medicines mostly include incenses to burn such

as Doepa, imphepho or inyamazane. Other rituals to appease the ancestors or ward off evil

spirits were also mentioned. Although Doepa is a Dutch medicine and therefore an OTC

medicine, it is viewed in the same way as imphepho and inyamazane and is therefore grouped

with the traditional medicines in this analysis.
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Table 4.45: Western, home and traditional treatments administered by caregivers for crying

Description No. % Description No. %
orc Home treatment
Panado 43  23.4 | Ask child what's wrong 2 1.0
Buscopan / Umthuthuzeli for 4 1.9 | Bath and feed child 1 0.5
colic/cramps
Propain / Stopain / Paracetemol 3 1.4 | Bath child 4 1.9
Previous medicines from Paed 1 0.5 | Change nappy / check nappy 1 0.5
Gripe Water & Stuips 1 0.5 | Check breathing 1 0.5
Entressdruppels 6 2.9 | Check temperature 2 1.0
Stuipdruppels / Haarlemensis / 1 0.5 | Check what the problem is 12 57
Behoedmiddel / Borsdruppelss / (check nappy / feed child etc)
Entressdruppels / Groen Amara / Comfort the child / calm child 30 144
Balsem Kopiva / Rooilvental down

Feed child 9 4.3
Stuips in the bath - Stuipdruppels /1 0.5 | Play with child 1 0.5
Balsem Kopiva / Rooilavental Put child in cold water 1 0.5
Stuips 2 1.0 | Put child on stomach 1 0.5
Haarlemensis 2 1.0 | Ride in the car 1 0.5
Haarlemensis & water / breast milk 2 1.0 | Spuit 1 0.5
Haarlemensis in bath 1 0.5 | Undress child & calm herdown 2 1.0
Cough mixture 1 0.5 | Burn camphor 1 0.5
Karvol decongestant 1 0.5 | Total 70 335
Stuipdruppels / Haarlemensis / 1 0.5
Groen Amara
Total 76  36.4 | Traditional / Church treatment

Umuthi ukushungisa® 19 9.1
Nothing - depending on cry 1 0.5 | Burn Doepa 18 86
Nothing at first 2 1.0 | Bum inyamazane™ 10 438
Total 3 1.5 | Burn Doepa or imphepho™ 5 24

Burn Entressdruppels & 1 0.5

imphepho

Doepa or Vimbela™ 1 0.5

Call family names (ritual) 1 0.5

Get dust from middle of road 1 0.5

and put in child's bath

Intelezf® 0.5

Something to put in porridge like 1 0.5

sticks

Prayer 2 1.0

Total 60 28.7

Total 209 100%

*! Treat with medicinal fumes.

%2 powder made up of various dried animal parts {e.g. hedgehogs, baboons).
58 Helichrysum species.

** Vaseline-based rub used for protection.

Bansevieria aethiopica (root) or mixture of plants - Adenia gummifera, Foeniculum vulgare, Berkheya
spp., Clivia spp., Drimea sp., Urginea sp., Disocorea spp., Eriospermum coopeti, Cephalaria natalensis,

Kalanchoe spp.
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4.2.10 Teething

Nearly three-quarters of all respondents would access some form of OTC provider to obtain
treatment for teething (v. Table 4.46). Nearly a third of TMP caregivers would access some form
of traditional provider for teething treatment. When this is broken down by treatment type, 63.1%
of all respondents would use an OTC medicine and 23.8% would use beads, an amuletora

prophet rope,

Table 4.46: First provider that caregiver reports using if child is teething

First provider or type of treatment if not known where it is obtained

oTC Public Private Home T™MP Nothing / DK Total
Interview setting n (%) n (%) n (%) n (%) n (%) n (%} n (%)
PHC 39 (78) 7(14) (17 (4)] 1{2) 2 {4) 1(2) 50 (100)
Public hospital 42(79.3) 3(5.7) 0{0) 1(1.9) 4(7.6) 3(5.7) 53 (100)
Private clinic 41 (82) 1(2) 2(4) 5(10)  1(2) 0(0) 50 {100)
T™MP 28 (52.8) 3(5.7) 1(1.9) 2(38) 17(32.1) 2(3.8) 53 (100)
Total 150 (72.8) 14(6.8) 3(1.5) 9(44) 24(11.7) 6(2.9) 206 (100)

If the child’s teething problems get worse, more advice is sought from health care providers (v.
Table 4.47). Less than half of all respondents state that they would get medicine from a pharmacy
or supermarket, although this is still the main course of action for PHC, public hospital and private
caregivers. More TMP caregivers (45.3%) would obtain medicine from a traditional provider,
whilst 32% of PHC and 24.5% of public hospital caregivers would go to a PHC clinic. Although
most (66%) caregivers at the private clinic would obtain medicine from a pharmacy or
supermarket, 22% would go to a private provider. More PHC and private clinic caregivers report
that they would use beads or amulets as their second course of action than as the first.

Table 4.47: Second provider that caregiver reports using if teething problems persist

Second provider or type of treatment if not known where it is obtained

oTC Public Private Home TMP Nothing / DK Total
Interview setting n (%) n {%) n (%) n {%) n (%) n (%) n (%)
PHC 25 {50) 16 (32} 4(8) 1(2) 4 (8) 0(0) 50 (100)
Public hospital 25 (47.2) 13(24.5) 2(3.8) 4 (7.6) 3(5.7} 6(11.3) 53 (100)
Private clinic 33 (66) 1(2) 11 (22) 2{4) 24 1(2) 50 (100)
™P 17 (32.1) 3(5.7) 1{1.9) 3(5.7) 24 (45.3) 5 (9.4) 53 (100)
Total 100(48.5) 33 (16) 18 (8.7) 10(4.9) 33(16) 12 (5.8) 206 (100}

¥* P value = 0.000

As can be seen in Table 4.48, treatments for teething mostly comprise teething powders, gels, as
well as pain relievers. Ten caregivers reported that they would use Baby's Own tummy tablets
which are crushed and rubbed on the gums. These tablets actually work as an antacid and mild
laxative. A quarter of all caregivers would put beads or an amulet known as ncweba around the
child’s neck or waist. The distinctive green ‘Prophet’ ropes are also worn arcund the neck, waist,
upper torso, ankles or wrists. This group was mostly composed of public hospital and TMP
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caregivers. These treatments can be obtained from both Western and traditional providers. Most

commonly used are the grey beads or a black velvet / copper wire necklace with a small amulet

sewn into it. An horse’s tooth included with the grey beads was also popular.

Table 4.48: Western, home and traditional treatments used by caregivers for teething

Description No. % Descripticn No. %

orCc Traditional treatment

Teething powders 76 241 | Spuitif child has diarrhoea 1 0.3

Ashton & Parsons Infants Powders 8 2.5 | Grind ingingifa® then rub on 1 0.3
teeth

Vidol (powders) 7 2.2 | Dekgong™ - rubon gums 1 03

Teething tablets 5 1.6 | Rub ashes on forehead if 1 0.3
fontanelle is sunken

Rooipoier (constipation powders) 5 1.6 | Spuit & umuth® 1 0.3

Quma /iQhuma/ighuma (antacid) 9 2.8 | Amulet around body 2 0.6

Baby's Own Tummy tablets (antacid 10 3.2 | Prophet rope around waist to 1 0.3

and mild laxative) stop diarrhoea

Give medicines to stop diarthoea 1 0.3 | Black rope with Doepa around 1 0.3
neck and waist

Baba Suur (for hyperacidity) 2 0.6 | Green rope with Doepa in amulet 1 0.3

Teejel / Bongela / Teething gel 26 8.2 | Imfibinga™ necklace with 2 white 2 0.6
beads inbetween

Teething rubbers 7 2.2 | Imfibinga ncweba™ 1 03

Panado 19 6.0 | Black velvet/ copper wire 30 9.5
necweba

Calpol 2 0.6 | Cut piece of toothbrush handle 1 0.3
for necklace

Zamoflour drops 1 0.3 | Necklace with 5 cent coin 1 0.3

Crush Disprin and rub child's gums 1 0.3 | Brown and black beads 1 0.3

Total 179 56.6 | Grey beads 56 17.7
Fig tree stem 1 0.3

Home treatment Grey beads & fig stem necklace 1 0.3

Bush tea {Rooibos) 1 0.3 | Grey beads & izinyo lehashe® 3 08

Comfort child 1 0.3 | lzinyo lehashe 7 2.2

Fluids 1 0.3 | Total 114 36.1

Sugar & salt solution 2 0.6

Door clara®™ from garden 1 0.3 [ Neighbouradvised don't use 1 03
teething gels

Teething biscuits 1 0.3 [ Nothing i4 42

Boil mealies and give that waterto 1 0.3 | Total 15 4.7

drink

Total 8 25 | Total 316 100%

% Gizzards.

57 Charcoal from burnt branch.
%8 Traditional medicine.
%9 Cowrie shell.

% Small bag containing medicines or charms and worn around the neck.

' Horse's tooth.
52 Translation not known.
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For teething, the very low SES group had the highest proportion who would use TMP treatment
(23.4%) and the lowest proportion who would use OTC treatment {53.2%) (v. Table 4.49). Around
89% of low, medium and high SES caregivers would use OTC treatment. The very low and low

SES caregivers had the highest proportions reporting that they would use public sector care as a

first choice for teething (10.6% and 9.1% respectively).

Table 4.49: First provider that caregiver reports using if child is teething by SES

First provider or type of treatment if not known where it is obtained

SES group oTC Public Private Home TMP Nothing/ DK/ NS Total
Very low 25 5 0 3 11 3 47
53.2% 10.6% 0% 6.4% 23.4% 6.4% 100%
Low 51 6 0 1 7 1 66
773% 9.1% 0% 1.5% 10.6% 1.5% 100%
Medium 40 1 2 1 5 2 51
784% 2% 3.9% 2% 9.8% 3.9% 100%
High 34 2 1 4 1 0 42
81% 4.8% 2.4% 9.5% 2.4% 0% 100%
Total 150 14 3 9 24 6 206
72.8% 6.8% 1.5% 4.4% 1M1.7% 29% 100%
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4.3 Results: Immunisation

Although all 206 caregivers in the sample reported that their child had been vaccinated, it was

difficult for caregivers to remember exactly which vaccinations the child had had. For this reason,
if the caregiver had the child’s Road to Health (RTH) Chart™ then this was checked to see if the

child's vaccinations were up-to-date. Overall, 40.3% of caregivers had their child’s RTH Chart
with them on the day of interview. These were mostly from the public hospital (39.8%) and the

TMP (34.9%). Two caregivers did not have the RTH Chart on them but they remembered which

injections their child had had. Table 4.50 shows the children for whom data was available and
whether or not their immunisations were up-to-date.

Table 4.50:; Vaccinations

No RTH card Had a RTH card / knew answer
Vaccine Age Had injection Too young Missed injection

BCG* Birth 121 84 0 1
Polio 0 Birth 121 85 0 0
Polio 1 6 weeks 121 73 10 2
Polio 2 10 weeks 121 67 15 3
Polio 3 14 weeks 121 60 21 4
Polio 4 18 months [ Not collected

Hib 1+ Gweeks | 121 |72 10 3
Hib 2 10 weeks 121 67 15 3
Hib 3 14 weeks 121 59 21 5
DTP 1*+* 6 weeks 121 73 10 2
DTP 2 10 weeks 121 68 15 2
DTP 3 14 weeks 121 60 21 4
DTP4 18 months | Not collected

Hep B 1**** | 6 weeks 121 73 10 2
Hep B2 10 weeks 121 68 15 2
Hep B 3 14 weeks 121 60 21 4
Measles 1 9 months 121 43 39 3
Measles 2 | 18 months | Not collected

* Bacillus Calmette-Guerin — Mycobactei’iurﬁ bovis attenuated tubercle organis}n)'

** Haemophilus influenza B

*** Diptheria, Pertussis, Tetanus

**** Hepatitis B

% A card which records growth and immunisation, appointment dates and hospita! admissions (Wagstaff,

2001).

183




Data were only collected on the primary schedule of vaccinations and not for the boosters Polio 4
and 5, DTP 4, Measles 2 and DT 1. Overall, there were 11 children who had not received at least
one of their injections on time. The largest proportion not vaccinated on time are the vaccinations
at 14 weeks (Hib 3, Hep B 3 and Pclio 3). It should be remembered however that the Road to
Health Charts are also open to error and these children may have received the appropriate
vaccinations, but they may nct have been recorded on the chart by the health worker (Wagstaff,
2001).

Table 4.51 provides information on the facility on the day of interview and characteristics of the
caregivers for the 11 children whose primary schedule of vaccinations were not up-to-date. When
looking at this information it should be remembered that these data are biased in terms of who
had a Road to Health Chart available on the day of interview.

Five of the children were at the public hospital, 3 were at the PHC clinic and 3 were at the
traditional healer. Two caregivers were from the very low SES group, 4 were from the low SES
group, 4 were from the medium SES group and 1 was from the highest SES group. Four
caregivers were under the age of 25, 6 were between 25 and 34 years of age and 1 caregiver
was in the 35+ age group. Six caregivers had some secondary education, 4 caregivers had
completed their secondary education and 1 caregiver had higher education. In terms of
employment, only 2 of the caregivers were working {factory and retail).

Table 4.51: Facility and caregiver characteristics of those children whose primary
vaccination schedule was not up-to-date

SES Caregiver’s Caregiver’s highest Caregivet’s

ID Facility group age group  education level reached employment
9 Public Hospital  low <25 Some secondary Unemployed
44 Public Hospital ~ medium 35+ Higher Unemployed
48 Public Hospital  verylow <25 Some secondary Unemployed
52 Public Hospital  low 25-34 Completed secondary Unemployed
53 Public Hospital  low 25-34 Some secondary Unemployed
84 PHC clinic high 25-34 Completed secondary Unemployed
89 PHC clinic medium 25-34 Completed secondary Employed

90 PHC clinic medium <25 Completed secondary Employed

137 TMP medium <25 Some secondary Unemployed
138 TMP low 25-34 Some secondary Unemployed
143 TMP very low 25-34 Some secondary Unemployed

184



5. Results: Spheres of influence

Key findings from the focus groups and subsequent in-depth interviews were used to develop an

initial framework of health-seeking behaviour in the South African context which has its basis in

other health-seeking models discussed in Chapter 2 (Andersen, 1995; Janz & Becker, 1984).

Figure 5.1 shows the basic elements of these models and how they overlap.
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Figure 5.1: Initial framework of health-seeking behaviour

Chapter 5 presents results on these and other spheres of influence found in both the qualitative

and quantitative data. Results will be structured around caregiver beliefs (5.1), characteristics of

the child (5.2), characteristics of the illness (5.3), characteristics of the caregiver and the

household (5.4), enabling factors (5.5), characteristics of the provider (5.6) and the effectiveness

or outcome of the treatment (5.7).
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5.1 Caregiver beliefs

This section presents both qualitative and quantitative results where applicable on the factors
affecting caregiver beliefs: world-view, religion, family beliefs and social networks.

5.1.1. llinesses and treatment in the context of world-view

In the South African world-view, surrounding the baby are threats to its health in the form of
natural and supernatural causes of illness which need to be prevented or treated. llinesses
caused by witchcraft, supernatural causes or ‘pollution’ are said to be “Abantu illnesses” or
'diseases of the African Peoples’ because of how they have been culturally constructed in the
South African world-view (Ngubane, 1977; Hammande-Tocke, 1989). The reason why illness
aetiology is so important is because it tells the caregiver whether traditional or Western medicine
should be used, however this will depend on their beliefs:

“It's just like you cannot go to a GP and then go to an inyanga for the same illness you
know.” (FG1)

“I will ask people for the right one [healer] because she know the ibala and inyoni. You
must go 1o the witchdoctor - that one is for the witchdoctor. They say there are some
doctors who knows how to treat fast because at the clinic they won't do.” (CG2 — public
hospital)

[Moderator: So you've never experienced anything like that [inyoni]?] R1: “No | haven't
believed in that...that's why."” (FG3)

liiness aetiology may be determined by the efficacy of one type of medicine. If Western medicine
fails to cure the illness, then traditional madicine may be required:

“The ifiness determines whether you take the child to a traditional healer or the doctor.
The doctor will give an injection to the child and Panado and it will depend on whether
the child gets better whether you fake him to a traditional healer.” (TMP2)

A summary of the principal child health problems and their traditional treatments that in-depth
interview respondents {caregivers, nurses and traditional healers) discussed is presented in
Figure 5.2. In the following sections causes, treatment and prevention of these childhood
ilinesses will be discussed.
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In traditional healing, rather than treating just the symptoms, the cause of the problem needs to

be treated:

“You discharge your child today with diarrhoea and vormiting, treated for 3 days and the
child becomes well and they still go to the traditional healer, The reason being that
they're going to heal the inyoni now... Ja, they believe that the hospital can't heal here,
the hospital can only heal the dehydration and give water and whatever and make the
child strong, but they cannot heal inyoni. Inyoni must be cured in the traditional way.”

(Nurse2 — public hospital)

“What causes diarrhoea in children is ibala and inyoni. Once you treat that the diarrhoea
slops.” {TMP4)

Waestern doctors are not able to diagnose the Abantu {African) ilinesses. This is confirmed
through nurses’ quotations on causes of illness thoughout this section, since a Western health

care provider would probably have a different diagnosis:

“It really would not heip to take them to the doctor, because you will take themn to the
doctor and the doctor would probably check for the temperature, check for whatever
vital signs that they look at when using their Western medication. They wouldn't even
notice the mark. So you will take the child to the doctor. You would come back from the
doctor and overnight you could probably wake up with your child dead and you would
be asking yourself what went wrong because | did take my child to the doctor. Only you
find that it's not something that a doctor can see or diagnose. It’s something traditional.”

(CG4 — private clinic)

Although Western doctors were reported not to be able to diagnose Abantu illnesses, traditional
healers were able to diagnose some non-Abantu illnesses, e.g. jaundice, worms and measles:

“This can be seen in the child’s eyes. The eyes become yellow, and you will see that
this one has got jaundice... That is what makes us realise that the child has got
jaundice. It is easy to see when the child has got jaundice. She or he becomes yellow in
colour.” (TMP1)

“When the child has got a big stomach they are born having worms, and they make the
child ook like he's got a big stomach... the child has got worms. These were caused by
the mother during her pregnancy. She used to eaf lot of meat during pregnancy. So
those things do affect the child. If is just like women who drink alcohol during
pregnancy. Things like that have a negative impact on the child’s wellbeing.” (TMPG&)

“We treat measles because it's a welf known disease, and chicken pox as well we treat
it, as fong as you brought the child here, | treat them.” (TMP6)
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If TMPs could not treat an iliness, they reported referring the patient on to a Western provider:

“No I don't Ireat jaundice, | just refer them to the clinic... Like you might find that you are
trying to attend a patient and you don't manage to heal the patient, then you wilf end up
referring her to the hospital.” (TMP1)

“l examine the child and if | find that the child has flu, | refer them fo the doctor, because |
don't treat ffu.” (TMP5)

‘Diseases such as polio. | am lying if | said | could treat it.” (TMP8)

The following results outline how the South African world-view affects the management of
childhood ilinesses and health problems. In terms of the cause of an iliness, caregivers identified
similar themes to the iliness asticlogy groupings of Hammonde-Tooke (1989}): ‘pollution’, evil
spirits, witchcraft, strong medicine, God, the ancestors and non-supernatural causes of iliness,
although there is considerable overlap between these groups. This section provides qualitative
information from TMPs, caregivers and nurses on some of the reported causes of different
illnesses and their subsequent treatment.

5.1.1.1 ‘Pollution’

In some cases, illnesses may be caused by being in a state of ritual impurity (Hammond-Tooke,
1989). From the results of this study, states of ritual impurity mentioned include having a child
who has died, being pregnant, promiscuous young women or menstruating women as well as
attending a funeral.

“It’s like when someone’s child has died, isn't it? We are not the same and then, we
don’t have the same beliefs - they don’t want you to hold another baby.” (FG3)

“Others don’t want you fo hold a child when you are pregnant.” (FG3)

“And these girls that sfeep too much with the boys. Before 10 days we don't aflow them
to walk into the baby's room.” (FG3)

“You take this thing and chew it {isiphepheto] and apply it on the child’s fontanelfe. It
protects the child against evil spirits and even women who are having their period —
when for example they play with the child while on their period the child is not affected.
...Even in cases where a person is from a funeral, if he wants to hold the child he must
first chew it.” (FG5)
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There were also negative beliefs regarding the effect of breast milk on the child’s health. This
may cause a bloated stomach, sometimes accompanied by green veins, which was referred to as

‘masebela’:

“But they have this notion that it's from the dirty milk, that's why the child is getting this
bloated stomach and the green veins.” (Nursel — public hospital)

Usually purgatives are given. One cited treatment was utshwala-bezinyoni', a type of marijuana.
Ancther type of treatment to get rid of the green veins or imithambo is referred to as ‘Stan-
tanyana’, although it is not known exactly what this is:

“Istan-tan removes the green ‘imithambo’ from the child’s body and it makes the child to
look fresh with the healthy body.” (TMP1)

“That is from the breast milk the child has in his tummy. That medicine is called
utshwala benyoni... It happens when the child has had a fot of breast mifk and it stays
in the tummy and becomes bloated.” (TMP2)

“It is caused by breasts. If a child stops breastfeeding masebela should be taken out
with umasango fcould be insangu (Cannabis sativa)] in a spuit. With some children it is
the cufture, others it is not... If the child is no longer breastfed the stomach will start
swelfing when the child is aged 3-4 and that means amasebela were not taken out. it
does not happen when the child is being breastfed, but you usually see children with

stomachs swollen at the ages 3-4.” (TMP5)

‘Dirty’ breast milk also falls under the concept of pollution because of the way it might become
contaminated. A caregiver from Focus Group 1 had also been told by a traditional healer that her
child had caught inyoni from her breast milk as a result of something in her vagina:

“ went to this lady and she freated more especially me than the child because fike |
was breastfeeding, that's how it was being transferred. So they had to cut some things
under my vagina, they said that's the cause of that thing, that inyoni.” (FG1)

“Because a child who has a bloated stomach, it's because when a mother is pregnant

she breastfeeds that child or runs [sleeps] around and comes back to breastfeed. That
child’s stomach gets bloated so they should take a spuit with milk and give that child a

spuit, They call the child ‘serathane’ [translation not known].” (TMP3)

' Red dagga [marijuana], Leonatis leonurus.
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TMP6 described a similar process to that described in FG1 in which ishashaza is cut from the
mother’'s vagina to prevent the child from getting ibala or inyoni:

“It [ibala] cannot be prevented because in Venda culture before the child’s mother
conceives they go and cut this ishashaza that's in her vagina. They cut it so when the
child is born it doesn’t appear.” (TMP6)

Following birth there are therefore beliefs that the child needs to be given a purgative or the 'dirt’
left inside will cause illness:

“On children especially immediately after birth, cleaning all dirty things in their stomach.
Maybe she can do that twice in a week.” (TMP3)

From a Western perspective however, the swollen stomach may be a sign of Kwashiorkor or liver
disease.

“But commonly that thing it goes with Kwashiorkor, and marasmic. Commonly it's
kwashiorkor. And they'lf have the huge stomach, it's because of the diet. They'll be
ealing this pap [stiff maize meal porridge] pap, you know, nothing, or pfain porridge only.
That's the thing.” (Nurse3 — private clinic)

“It could be something else, it could be malnutrition, it could be some other liver
problems, it's a lot of things. You have to investigate to find out what is causing this. But
they have this notion that it's from the dirty milk, that's why the child is getting this
bloated stomach and the green veins. Obviously veins will be exposed if the child’s
stomach goes like big, you will have those veins showing. But you need to investigate
what is causing the bloated...” (Nurse1 — private clinic)

‘Pollution’ is also one way that a child may develop inkaba® problems. If ‘polluted’ friends or family
members enter the child’s room before the umbilical cord has fallen off then it will have problems
healing.

“They come inside (the room) before the child’s umbilical cord falls off...it doesn’t heal.” (FG3)

Humans and animals are said to leave umkhondo or mohlahla which are invisible tracks either on
the ground or in the air which can be absorbed by others who walk over them or inhale them.
These supernatural contagions can be picked up by travelling long distances, coming into contact
with many people or by being in places which are more likely to have them such as funerals and
weddings.

2 Umbilicus.
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Traditionally a vulnerable new-born should therefore not be taken out of the house for a few
months, although in urban Johannesburg and Soweto this traditional practice appears to be less
common according to Focus Group 3 respendents. This form of ‘protection’ would depend on the
family’s beliefs and their working arrangements, as pointed out by Caregiver 4:

R2: Not these days. (FG3)

R1: They are born today, tomorrow you see them in town.

R3: But not ours, because we ourselves we used to stay 3 months.
R2: For a boy, they give you 3 months, and then a girl 5§ months.
R1: But not really now.

“Eh, iya, there is a difference [how long you should stay indoors] but it depends on what
the family prefers and what is convenient for you. But normally it will be like 3 months if
you are not working, but then it can also be cut down to a month.” (CG4 — private clinic)

5.1.1.2 Evil spirits and witchcraft

In some cases, the afore-mentioned ‘tracks’ {imikhondo / inyamazane) are left on purpose
through witchcraft to cause harm to others. These are known as ‘muthi traps’ and children are
particularly susceptible to them, even if they were targeted at someone else:

“..you know people who like interfering in other people’s affairs, people are just
naughty, they can bewitch you... because there are some people who do things
intentionally, especially those people who likes other people’s things...” (TMP6)

“Sometimes you find that, that muthi trap was not meant for you, but it can affect a child.”
(TMPS5)

“Some are there [disabilities] not because the child was born with it; they are just things
being created intentionally by jealous people,” (TMP6)

“Ja, for inslance like the CPs which is Cerebral Palsy..., then the mothers will go to the
traditional healer and that is a condition that cannot be changed...Ja, and they take
them to the traditional healer as if maybe it's something like they've been bewitched.
And then after they've seen that it's not helping they'll decide to come to hospital. And in
hospital there’s nothing that you do for a CP, but just to rehabifitate the child and physio
until maybe...” (Nurse2 - public hospital)

Imimoya emibi or bad spirits in the air can also cause a child great distress. An affected child is
restless and fretful and crying a lot is therefore a sign that there are evil spirits around:

‘I believe when there is wilchcraft around, then the child feels it, she can feel something,
like evil spirits.” (FG4)
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“Let’s say a child cries in the night between 12 or maybe 2am. You try to give her a
bath, you try to make her sleep but she can't sleep. This is a sign that there are evil
spirits around the house.” (CG5 - public hospital)

“Then I will. f can do anything for this child because now if they say it's OK but it’s still
crying that makes me worried because he’s stilf crying and they say there’s nothing with
him or maybe there’s the witch thing somewhere,” (CG2 — public hospital)

Tokoloshe® may also be sent to cause mischief. Infants and pregnant women are more
vulnerable to these contagions and the Dutch medicines, in particular Haarlemensis, are
commeonly used for protection:

“Yes, they can be bewitched, you can find them being sent tokoloshe and find that the
child doesn't sleep for the whole night or has a sleepless night.” (TMP1)

“When the child has got tokoloshe, obviously the child wilf end up dying. You can heal
the child when she has got tokoloshe... Yes, there are those medicines which you have
to mix, Stuipdruppels and Haarlemensis... Mix with Doepa as well, and smear the child
with it, by that you will make the child drunk.” (TMP8)

5.1.1.3 Strong medicines

In contrast to Western beliefs about taking medicine to reduce contagion, in Scuth Africa taking
strong ‘African medicines™ can be harmful to anyone else you come into contact with, and thus
‘contagious’. This is because of traditional medicine’s association with spells and witcheraft, such
as idliso {poisoning):

“There are some people that believe that | can make my husband from the muthi
[medicine] to love me. | can make you to be not successful from the muthi. Those
people don't come out because of that, but if I use a plain herb like this cne, cooking it
and drinking i, | wouldn’t hide. But those who are hiding it, they are using it against
other people.” (FG3)

“So people don't want to say they do go to traditional healers because mostly it is
associated with witchcraft, that's the problem.” (FG1)

“Yes, many people suggested that this thing is not TB, it's the witch thing that maybe
they've done something to her and fold us maybe it’s idliso...” (CG2 - public hospital)

® Water sprite used by witches.
* Sotho speakers make a distinction between Ditiare tsa Sesotho or Setho (medicine of African culture) and
Ditlare tsa Sekgoa (medicine of White culture) (de Wet, 1998a).
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If a baby has not been properly strengthened and they come into contact with someone who has

used strong traditicnal medicine, or indeed if they themselves do not use traditional medicine and

someone else does, they experience what is known as ‘ukweleka ngesithunzi®. Symptoms
include crying and restiessness and according to TMP3 may lead to death if untreated:

“The kind of medicine you are falking about is used when a child was ‘overpowered’
because of someone who uses bad spirits or strong muthi then we use these kinds of
medicines.” (FG2)

arrives, the baby will just go that way [start crying] and then you'll know definitely there’s

something wrong. He will sense...” (FG4)

has got strong medicines on it. When that person leaves your place, the child may start

child being weak. When the child is weak it is easy that they might die from those
muthis.” (TMP3)

“Maybe somebody is using muthi, and you don't use muthi at all. As soon as that person

“There is this thing, like somebody may come to visit, only to find that the person’s body

to have a problem and end up dying. It is even easy when that kind of a person finds the

Children are said to ‘inhale’ the strong medicines, also referred to by TMP3 and TMP1 as ‘bad

spirits’, a process known as kuhabula®;

the child. Maybe the child can inhale it and get sick, you see.” (CG2 — public hospital)

“Like for example, you may find that somebody is having strong muthi, and you are
coming across that person. At night the child can't sleep. The child will cry for the whole
night because of those muthi. Children can easily sense things that are not good...
When they say khabula fkuhabula], they refer to when the child has been affected by
the evil spirits. Khabula [kuhabulaj is when you have travelied with the child and they
inhaled bad spirits from other children.” {TMP3)

“Yes, because those people who are using muthi - sometimes the muthi is too strong for

® To feel or suffer the weight of someone’s overpowering influence (Ngubane, 1977:p.26).
® Translator left these as rhabula or khabula. Term 'kuhabula found in Green (1985).
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Dutch medicines can also have an overpowering effect on a child and fall into the category of

‘strong medicines’:

“Hayi, they say it's dangerous [Duiwelsdrekdruppels]. When someone has used it and
when you come in with a child, the child cries and gets sick and can even die... But itis
said it is not right for children. If someone uses it the child will cry.” (FGS)

And this thing falls in [fontanelle]... you see if the child was stippressed or was exposed
to strong medicines his food comes through his nose - if's a sign that the child is
suppressed. The other thing you will see when the child starts having running stomach
that he is suppressed and it is like he was exposed to Stuips. Then you must make sure
you strengthen the child...” (FG2)

“...you will find that your child inhaled Stuips to an extent that they might end up
suffocating. You see this bottfe of Stuips? Some people use it in the bath and when they
come into contact with children, children inhale it... Yes, due to those evil spirits... you
will see the child will have igwebu [foam] when they cry, there is some foam coming out
of their mouth.” (TMP1)

5.1.1.4 God and the Ancestors

The ancestral spirits are held in high esteem and customary rites are usually performed to honour

them. If these are not carried out, then the ancestors may show their disapproval through ill-
health, misfortune, or even death of a family member:

“Because if you just do it [name child without ceremony] and you don't request the
name, the child could get sick or the child could die...” (CG4 — private clinic)

“Maybe the ancestors are just making the mother aware that they don't like things that
she is doing. Maybe the mother is doing things that are out of order.” (TMP3)

“It is not bad luck, but a lesson they will have to learn to inform them that their child is
not their child, They share the child with the ancestors... Like your mother or
grandmother she loves you too much, and then now she’s gone but she looks after you.
You get the baby, now she wants that baby to share with you. Now if you don't think
about that then she wants to show you that she’s here. She wilf show you through the
baby to let you know that she’s here. If you go to the sangoma she will throw the bones
and tell you what to do.” (TMP5)
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If the child is crying a lot for no apparent reason, this may be a sign from the ancestors that they
are not pleased. Rituals include slaughtering a sheep or goat at a ceremony where umgombothi’
is drunken and an isiphandla® is tied around the child's wrist:

“Yes, if I have money I have to slaughter a sheep for him, like now he's crying we think
and know because with my first born it was the same. He was crying a lot, but after |
slaughtered the sheep and lalked to the ancestors he stopped crying..” (CG2 — public
hospital)

“..like with her [the child] - because her granny on her father’s side she is her
namesake Busisiwe. So because she had passed on we had to request that name. You
cannot just name a child, especially if it is an eldest person’s namesake. So you have to
request that name that she be allowed to take on that name. So we had like, with her
first birthday party, it was the naming ceremony, because when she was named, my
husband wasn't with us. So it was like what | had to do. | made traditional beer,
umgombothi and | made a request that | be allowed to call her Busisiwe up until such
time where | can afford to make the normal narning ceremony for her... | slaughtered a
goat...and what happened is that a part of a goat's skin you have to cut it in a certain
way and it’s round like this and you put it on her wrist. It's called isiphandla.” {CG4 -
private clinic)

One such childhood illness which some believed to be caused by the ancestors is ‘umfito

wamadiozi®;

“The ancestors can make the child to have umlilo wamadlozi. When the child has got
umliilo wamadlozi, she becomes pink in colfour, and look as if there is something in her
stomach that makes her thin. The child will look like she is burned. At the hospital they
call it cauliffower [Kwashiokor]. You will find that she doesn’t even have appetite for
food, she doesn't eat. But when we look at the child, we will realise that the child has
got umiilo wamadiozi and she needs traditional treatments.” (TMP1)

“It means that the ancestors are not happy about something bad that a person had
done. Those burns will then appear on both ofd and young people.” (TMP5)

7 Traditional beer.
& Goat's skin bracelet.
® Burns from the ancestors.
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A noticeable difference can be seen in the afore-mentioned TMPs' explanation with that of the
nurses’ perspectives in which umfifo wamadloziis known as Kwashiokor:

“Usually they talk of, oh | forgot even Kwashiorkor. They will tell you it's the ancestors,
the ancestors’ burns. Because they come in like, they look like they’ve been burnt with
boiling water. And when you ask them they'lf tell you it's the ancestors’ burns. They
don't heal because the ancestors are fighting them for whatever reason... We call it
weeping dermatitis, medical term. The skin goes black and peels off, and the child is
bloated, and you look at them, they look like a Bulldog... They wouldn’t just out of their
own tell you. It's when you start and probe and say this is Kwashiorkor, a protein
deficiency disease. It means you are giving your child too much carbohydrate. Do you
ever give milk? Then she'll go ja | do, when | have money | do. Do you give
vegetables? No, this child does not like vegetables. Then you have to find out, listen
that’s why the child is like this, because of this protein deficiency, that is why the child is
bloated and is having burnt-like things, and then she says, no, it's the ancestors’ burns.
There’s something wrong at home, | have to go and fix it so that the child will be CK...”
{Nurse1 - public hospital)

“You know what is umiilo wamadlozi? From Kwashiorkor. Isn't it | was filled with this
fluid, only it's not a good fluid, then when the child starts fo be fine. Now that the child is
adapting to antibiotic whalever, and that useless fluid is moving out of the boady then
she's going back to the normal body. Then it will be fike shrinking and then peeling off
of that skin. Then they'll say il's umlilo wamadlozi. | used fo see that when | was at the
provincial fhospital].” (Nurse 3 — private clinic)

The presence of the ancestors therefore influences whether traditional or Western help is sought.
In some cases respondents suggested that they had been contacted by the ancestors through
dreams, meaning it was necessary to seek help from a traditional healer:

“Sometimes while you are sleeping, having fold yourself that you will take the chifd to
the doctor, your ancestors would reveal to you the cause of your child’s sickness, You
will have to take the child to a traditional healer.” (CG5 — public hospital)

In the same way that the ancestors may cause a child's ill health, some caregivers also
suggested that God may also have influence over the child's health:

“Yes, but me | don’t take it like that, | take it maybe God wanted to show him how big
[powerful] he was. You know. I just bought a kid without an oesophagus and an anus.
But | can make him to have that anus and that cesophagus affer, after giving birth...”
(FG4)
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5.1.1.5 Health problems with unknown or non-supernatural causes and their treatment

Depending on the circumstances, certain ilinesses such as measles, influenza, injury, mumps and

whooping cough are believed to occur ‘naturally’ and these are known as ‘umkhuhlane’®:

"...like normally if those kids are at créche or whatever it's really common because one
kid gets chicken pox and all, like every year al the day care centre or whatever there's
always that thing.” (FG1)

“Yes, like if you take a child to a doctor or wherever and you are going to use a taxi -
because well to me it's logical because when you really think of it. Germs are
everywhere and it is not only for the negative side of everything, and negative energies,
it is also for any ailments that might be floating out there, because in the house the
conditions are sterile. The house is clean, it's warm and everything. So when you are
going out and mixing with different people, the person sitting next to you might be
having flu or whatever virus, you know sneezing.” {CG4 - private clinic)

They may often be treated with home remedies or bio-medicine, without consulting a traditional
healer (Gumede, 1990). However caregivers can go to traditional healers and get advice or
treatment for non-supernatural causes of iliness, although they vary in the scope of illnesses they
are able to treat, as evidenced in the interviews held with these providers. As interviews with
TMPs and caregivers were fairly open, they were not all asked about specific illnesses, but about
which ilinesses they could or could not treat. Therefore not all healers have a response for the
following sections on measles / rash, diarrhoea and constipation caused by diet, pregnancy-
related illnesses and diarrhoea associated with teething.

5.1.1.5a Measles / Rash
TMP1 believed that measles may be caused by dirt and for her, symptoms include a high
temperature, red eyes and a headache:

“Measles, it is caused by negligence and if a feeding bottle is not taken care of fike
closing the cap. Because if it is not covered flies can just sit on the teat and leave
germs... the symptoms wilf be a high temperature and eves that turn red... and the
child cries non-stop because this sickness also develops a headache.” (TMP1)

'® General appellation for all sicknesses which are accompanied by fever or coughing, such as cold, cough,
flu, pneumonia, pleurisy, malaria. (Doke et al,, 2001).
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TMP6 treated both measles and chicken pox and part of TMP6&'s treatment involved the maother
abstaining from sex and fasting which would help the child's condition to improve. If she did not it
would get worse. TMP3 knew how to treat measles but did not specify how. Rashes were also
treated with traditional medicines such as an imbiza of iShongwe'' with iLabatheka'?. TMP5
thought that rashes were caused by the child coming into contact with other children who had it or
through ‘dirt’ during child birth. This is discussed more in the section on ishashaza.

“We treat measles because it's a well-known disease, and chicken pox as well we treat
it. As long as you brought the child here, | treat them. But the mother should abstain
from sex, she should be alone and no one should enter the sick child’s room. She must
fast and the child will be healed...” {TMP8)

“And then you get sores... you get rash. You know there’s some powders we use for
eczema, we use for children, and the same powder, what's it? Calamine lotion's got the
same basis...” (Herbalist - muthi shop)

“They get infected [rash] sometimes because they come info contact with another child
who has it. Sometimes it’s from dirt from their parents during birth. So there’s an imbiza
that a child should be given... I mix iShongwe with iLabatheka.” (TMP5)

5.1.1.5b Diarrhoea caused by diet

As with Western diarrhoeal aetialogy, in the South African world-view, diarrhoea will have
different causes. A natural cause of diarrhoea according to TMP2 is eating the wrong type of food
and the treatment suggested would be similar to a Western-style of treatment. A caregiver from
Focus Group 2 reported that making the child’s formula milk too weak could also upset the
stomach. Diet was not discussed as a cause of diarrhoea however by other respondents.

“Another diarrhoea is caused by the food that the child eats, or the formufa. So you can
change that and the child becomes OK.” (TMP2)

"At times it develops when you do weak milk for your child, when you didn’t mix the milk
well.” (FG2)

" (Xhosa) Xysmalobium undufatum. Milk bush or Wild Cotton. Rootstock used. Dried and powder sniffed to
relieve headaches (Tyiso & Bhat, 1998).

"2 Medicine for causing madness or excitement. Two sp. of Lilitlorae with poisonous qualities: a) Dioscorea
Dregeana b) Hypoxis latifolia also used as a love charm (Doke et al., 2001).
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5.1.1.5¢ Constipation caused by diet
As with diarrhoea, constipation may also be caused by food. In the following examples, TMP5
and caregiver 3 suggested that poor diet or the wrong food could cause constipation:

“It {constipation] is caused by poor diet or nufrition and if a child eats food not meant for
its age. If | see that it is suitable for a child, | usually advise the parent to use it {Sunfight
soap spuit].” (TMP5)

“And if you give the child wrong food he wilf have constipation. | believe in things fike
that, not what they say that you can give a newborn porridge - he gets constipation.
Then you come and say a child has hlogwana [inyoni]. Why? It's because the child is
constipated.” (CG3 - PHC)

5.1.1.5d Pregnancy-related causes of illness

According to traditional healers, certain childhood illnesses may be caused if the mother
experiences that problem during pregnancy (e.g. a heart attack or asthma). What a mother eats
during pregnancy may also have an effect on the child's health. If a lot of meat is eaten for
example, the child may have worms or a bloated stomach. If she drinks Coke or eats lemon the
child may get jaundice:

“Well, sometimes when you are pregnant and you have a heart attack, your child will
also inherit that problem from you. Even asthma does the same; the child will be born
having asthma.” (TMP3)

“When the child has got a big stomach, he is born having worms and they make the
child to look like he’s got a big stomach. And when he is like that, the child seems to
have some kind of disease called ‘valeka’ ftranslation not known]... the child has got
worms, this was caused by the mother during her pregnancy. She used fo eat lots of
meat during pregnancy. So those things do affect the chila, it is just like women who
drink alcohol during pregnancy. Things like that have a negative impact on the well-
being of a child.” (TMPE6)

“Things fike Coke and lemon cause jaundice, especially during pregnancy. If the
pregnant woman keeps on drinking Coke and eating lemon that will affect the child, she
will have jaundice.” (TMP1)
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5.1.1.5e General diarrhoea / diarrhoea associated with teething

Diarrhoea often accompanies teething and much of the traditional treatments for teething such as
the grey beads are also to prevent / stop diarrhoea. According to TMP3, the grey beads did not
stop diarrhoea but stopped the child’s fever and according to TMP2 the grey beads prevented
fever and diarrhoea. Other treatments for diarthoea include umavumbuka' ingwavuma',
umganu'®, Kaimoes'®, and an unknown medicine uDwavu:

“It [diarrhoea] is caused by teething and because the child is changing stages and
adapting to its new stage. They can take the child to hospital and at hospital they would
put a drip in and if the condition doesn’t change they bring them here.” (TMPS5)

"Diarrhoea is not a sign of sickness - it's just that there’s that change that is
happening.” (TMP3)

“It [grey beads] helps the child not to have diarrhoea and fever.” (TMP2)

“If the child doesn't have the beads when he has diarrhoea, he has fever. But when he
has the beads he just has diarrhoea and he is playing...” {TMP3)

“I give them a spuit to stop the diarrhoea and another herb to drink to stop vomiting. |
combine what is cafled uDwavu and what is calfed ingwavuma and then pour hot water
in a cup and stir. When the medicine is lukewarm | give the child a spuit while the
medicine is still thick and strong.” (TMP5)

5.1.1.5f Blood in stools

Isisu segazi'’ or blood in the stools may be a sign of dysentery. Traditional healers did not seem
to know the cause {although one healer thought it might be related to ushobishobi'®), but they
were able to treat it with ingazini'® or ‘wag’n beitjie’®:

“It's [isisu segazi] caused by water. Maybe water that has insects called ushobishobi — if
a child is swimming...” (TMP2)

“ also don't know the cause but | usually give them medicine to stop the bleeding... Itis
called iNgazini. You crush it and pour it in water...” (TMP35)

[Do you ever see children with blood in their stools?]. “They call it isisu segazi
We cook imbiza’ for het; we cook imbiza that is called ‘waga’... wag'n beitjie, it stop
isisu Mama.” (TMP1)

" Sarcophyte sanguinea Sparm. Swollen rootstock used in decoction for diarrhoea (Tyiso & Bhat, 1998} / Hydnora
Africana (Mander, 1998).

" Cassine papiliosa (bark) (Doke et al., 2001) / Cassine transvaalensis (Mander, 1998},

% Species of large tres, Sclerocarya caffra (Doke et al., 2001) / Sclerocarya birrea (Mander, 1998).

'® inDawulothi / Kalmoes / iKalamuzi (Acorus calamus).

" Isisu (Zulu: stomach); segazi (Zulu: referring to the blood).

18 Wriggling creature found in water (e.q. tadpole, larva of gnat, minnow) (Doke et af., 2001).

' Species of forest tree whose bark exudes a red sap {Doke et al., 2001).
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5.1.1.6 Abantuillnesses

African or Abantu ilinesses are defined as those requiring traditional treatment. From interviews
with caregivers, TMPs and nurses, the causes of the following illnesses were not always clear as
many Abantu illnesses were said to 'just occur’.

5.1.1.6a Inyoni

In terms of childhood African illnesses, the most widely known is inyoni, which literally means
‘bird’ in Zulu. Other names include phégwana, kogkwana, hlogwana, and ikhakhayf'. In a
Western world-view inyoni is associated with serious diarrhoea and dehydration, including a
sunken fontanelle:

“Ja, the inyoni's the gastro. It's just that they have this belief that there’s this inyoni,
that's why the fontanelie is sunken. So they call it inyoni, the healing prophets [faith
healers] or whatever they calf them, they say this is inyoni, but it's pure gastro.” {Nurse
1 — public hospital)

“Ja, | hear the mothers calling it inyoni, but this is what is reafly happening - the
diarrhoea and vomiting, then they call it inyoni... The cause of this diarrhoea is the
infection in the stomach, which is caused by the mothers. When they prepare the food
for the kids they don't wash their hands which is causing infection to infect the kids. And
preparing the bottles, if they are not properly prepared - prepared with cold water, not
previously boifed.” (Nurse2 — public hospital)

“Inyoni, they tell you that they give the child, like when it's diarrhoea, within 10 months
or so they say no, you see in the stools they are very green, it's inyoni, this is inyoni.
Then they'll buy Muthi Wenyoni..." (Nurse3 — private clinic)

In the South African world-view, inyoniis associated with green stools / diarrhoea:

“..and they will give you something to give the child to drink and then it would be flushed
out and the poo is different, it's green, like the child has been eating leaves, so you can
see that inyoni.” (CG4 - private clinic)

“Inyoni can affect anyone though we may not know the cause. But a person who has it
is frightened and when he goes o the toilet he excretes green stools.” (TMPS)

“You know how the child looks when they've got inyoni? They've got a running stomach
or diarrthoea, and it is green in colour, then through this, you will know that the child has
got inyoni.” (TMP3)

20 Afrikaans for ‘wait a little bit'.
A Fontanelle.
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Other symptoms include a sunken fontanelle, ishashazazz, and restlessness:

“If he has inyoni he becomes dull and has ishashaza and the fontanelle sinks in.”
(TMP4)

“You see, 1, 1, OK, put 2 out of 10 children suffer. You see the continuous beating of
the... you know the soft part of the skuilf? When a child is born the skull hardens within -
I think within ninety days...that’s medically proven. So the continuous beating, when it
beats fast it's a myth and a traditional belief that this affects the tummy. Right? So the
continuous beating... So that is related to tummy. But inyoni and kogwana it's the same
thing... Same symptoms. The crabbiness, crying, cramps, stomach cramps.” (Herbalist
- muthi shop)

“Inyoni is something which is inside your stomach, making your stormach dirty. And
when it's dirty, you are supposed to get some medicines to clean it.” (TMP3)

"When the child has got it, it will reflect from her eyes. Yes, it is nof the same thing with
diarrhoea, if it's a painful running stomach, you will see that there is something wrong
with the child, she will be restfess.” (TMP1)

Besides dirty breast milk, the bloated stomach with green veins may also be caused by inyoni.

Similar to the name of the treatment cited by TMP1 ‘stan-tanyana’, TMPG referred to the swollen

stomach with green veins as ‘fantanyana’.

“They call it ditantanyana. To get healed they need to be treated in a traditional way, it
can be treated... A child starts being affected by these types of children’s diseases such
as inyoni and so on. And afterwards, she suffers from this... The stomach develops
some green veins which are very visible, even on the head.” (TMP6)

“He has inyoni if he has the green veins fin the stomach]. Yes, it happens that a child
can have green veins in the tummy and it becomes bloated and doesn't like eating
when he's like that.” (TMP2)

Although the cause of inyoni was not generally known, one theory is that there is a worm or snake

inside the child.

“They say it's a worm [cause of inyoni]. They heal it mostly in Natal.”" (TMP5)

2 Oral thrush / rash in mouth,
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TMP 6 believed that the diarrhoea associated with inyoni occurred because the umbilicus
{inkaba) had not healed properly:

“The child vomits and has a running stomach It [diarrhoea] is caused by inkaba.” (TMPB)

In some cases such illinesses may however be a result of witchcraft (isithakathi), although this
view was not widely spread:

“Like | have told you that children of ages starting from fen days to five months, when
she is sick or when bewilched, most of the time they suffer from diseases such as
hlogwana.” (TMP6)

“Isithakathi is also in the child's stomach, it's called inyoni.” (TMP2)

TMP2 menticns that ‘isithakathi is in the child’s stomach. This may be transtated from Zulu as
meaning ‘witchcraft’, but it may also mean ‘tapeworm’ or is another word for inyongo (bile). When
respondents spoke of having the condition ‘inyongd’ this referred to a feeling of lethargy:

“She'lt [friend] make some muthi, ja for diarrhoea, like my child is lethargic, maybe she's
got inyongo — they say inyongo... Most Blacks they can say ooh, f've got headache, |
feel dizzy, oh it's inyongo.” (Nurse3 — private clinic)

As discussed previously, some caregivers and traditional healers view inyoni and the red mark on
the head associated with ibala, or ibala and ipfate as part of the same illness. There is therefore
an overlap in symptoms between many of the childhood Abantu illnesses:

“This one had a red mark on her neck and that most definitely is inyoni, and I haven’t
heard anyone being cured by a doctor up fo so far so | had to take her.” (CG4 — private
clinic)

“It's inyoni and ibala mostly. There’s this new illness called ibala these days. In the
olden days we called it umankabeni... Yes, now they call it ibala. It's here and here and
the fontanelle sinks in.” (TMP2)

“It's the same thing [inyoni & ibala). ibala goes with ‘iplate’ when the child is born with a
big ‘plate’, what we call ‘umzanyana’ [placenta] in Zulu. If there was something the
mother passed over the umzanyana grew and it got big... now when the child is born
this thing wants to break him here.” (TMP4)

A difference was generally acknowledged in the symptoms of the 2 illnesses however:

“Ja, they are not logether. Inyoni is inyoni and that thing, it's something like ulcers...

The inyoni it's inyoni; she can have inyoni but nof have the red mark.” (TMP3)
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As well as the OTC medicine ‘Muthi Wenyoni', which was discussed as a treatment for inyoni
during the focus groups, several traditional treatments are available. Either purgatives may be
given in the form of imbizas® to drink, or as spuits {enemas):

“It is called imbiza wenyoni. You would take a child to an open field, dig a hole and let
the child excrete into that hole and close it again and then it will be gone.” (TMP5)

I mix 2 iscibidwanes [translation not known] and then | boif them to make imbiza and
then I put in salt and sugar and boil it. After it has boiled then the child drinks and starts
to have diarrhoea and all the dirt from the child comes out.” (TMP4})

“If you want it to go quickly go, you take Blue Seal [Vaseline] and ibovu [red soill.”
(TMP4)

Rituals such as ukhlal/a®® may also be performed:

“The healer will request that you either bring a child’s vest, nappy or trousers. You then
choose one item from the 3 and it should be an item that the child first wore after birth
and then you take it fo the healer. You are also requested to bring a spuit. When you
arrive at his house the healer will then mix his muthi. Whilst doing that he also asks me
to undress the child and the child would remain naked. Using a razor blade he then cuts
the child on the head, the arms, right around the belly button and the child’s feet will
also be cut, The healer then twists wool fo make a thing for the child which will then be
put on the child’s shoulder and around the child’s ribs. From there we leave his house to
go to the mountain. The healer wipes the blood from the cuts and with a bucket full of
umuthi, he will splash the child then he will give the child the spuit and the child’s faeces
will come out. After that he will say something whilst holding the child. He will say
something we don't know or understand.” (CG5 — public hospital)

“They just use a spuit. Yes, And they take them to the veld [open grassland], that’s
where they use a spuil. They dig. After the spuit the child has to help himself [excrete] in
the hole, after they've dug the hole. And they close the hole. He must leave maybe
something like a vest, an old thing. Then that's where you're going to put that vest in.
Then you close everything. Then after you core back you don't turn around...” (CG1 —

public hospital)

® “mbiza means a concoction of herbs. Ja, that's called imbiza. Now imbiza could be cooked and either
drank or syringed. Right. So imbiza is a mixture of herbs, it's not one herb. So when you go to a, a traditional
shop, you say | want imbiza, they don't give you one thing, they'll give you a concoction of... Imbiza for
ghest, imbiza for stomach, imbiza for ulcers, imbiza for liver...” (Herbalist - muthi shop).

To bury.
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Traditional healers such as TMP3 do refer patients to Western health facilities, even for Abantu
ilinesses if they feel this is also necessary (e.qg. for inyoni (ikhakhayi [fontanelle]}). However once
the symptoms are gone, the child still needs traditional treatment to get rid of the cause of the

problem:

“Like children who are suffering from ikhakhayi [fontanelie]. If | see that it is what |
should do I just send them to the hospital, especially when the child is worse. | send the
child to the hospital fo be put on drips for more water, since their body needs more
water. From the hospital, when the child is better, then I can start giving him some
medication for ikhakhayi.” (TMP3)

5.1.1.6b Ibala

In the Western world-view, /bala is capillary nasvus, malformed dilated blood vessels which occur
in 40% of all newbomns (Dermet NZ, 2004). They are referred to as ‘salmon patches’ because of
the characteristic patch of pink or red skin usually found on the nape of the neck {(known as a
stork bite) or on the forehead between the eyebrows or on the eyelids (known as angel’s kiss).
These marks deepen in colour if the child is crying. Most salmon patches disappear within the
first year of life but about 50% will not disappear:

"They usually call it ibala that thing, traditionally our Blacks in fact. But that is just a birth
mark and nothing else. So they take it, it’s like if your child has got that red mark, he’s
got this ibala and he's going to die if he’s not treated immediately and you take
traditional medicines which eventually is going to cause diarrhoea and vomiting and
after all they die... It's nothing like that. Our doctor always tells the mothers, this has
nothing to do with pain, nothing to do with diarrhoea and vomiting, it's just a birth mark,

it goes away after a while.” (Nurse2 - public hospital)

In the South African world-view however, ibala is thought to move up the head and can be fatal.
Symptoms include weakness of the neck such as the head rolling and a red mark on the nape of
the neck. Although some respondents thought that the child was just born with it, one TMP
thought it was because of inhaling inyamazane (bad spirits) during pregnancy:

“Sometimes it’s a red mark at the back of the neck. That mark is dangerous because it
moves.” (TMP5)

“Yes they are born with it. It's dangerous if a child has it and once the child bleeds
through the nose he ends up dying... Yes, whatever she fmother] has eaten [or inhaled
during pregnancy] — that can cause that inyamazane cafled ibala... Maybe she met with
people who were using strong medicines that are dangerous that can cause the child’s
fontanelle to sink in, while it was in the mother’s tummy. And you'll find that that the
mother doesn't carry the child full term because she came across these bad spirits.”
(TMP2)
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TMP3 and TMP86 associated ibala with a mother having ishashaza (blisters) on her genitals and

passing this on to her child during birth:

“Ja there's a red mark at the back but that is caused by, there’s a sore they call i, what
do they call it? In Venda and Shangaan...the mom develops a sore in the private parts,
and the child gets infected from the mom... It's something like ufcers. It look like
somebody has been beaten - the bruises look like somebody has been beaten.” (TMP3)

“What causes ibala, is when you have ishashaza on your private parts. But though you
can't see that you have it, when they check, they will find that you have one. You can't
see it, you will only feel it itching, as if you may keep on scratching, but when you try 1o
check yourself, you can't see it. Ishashaza makes the child to be green, especially after
birth.” (TMP&)

“The red mark usually is situated at the back on the neck, sometimes on the fontanelfe
as they say, because I'm not familiar with it... It is red in colour and usually depresses
the child and the child becomes weak, restless and not active.” (CG5 — public hospital)

5.1.1.6¢c Isilonda / Umtwana udliwe®™

Isifonda, is a sore painful spot or wound, and in this context it refers to the area around the child's

anus, which from a Western perspective is associated with diarrhoea:

“Ja at the bottom when the child has got some red things... Constant diarrhoea and it
causes prolapse of the rectum.” (Nurse1 — public hospital)

In the South African world-view isilonda / umiwana udfiwe has both a natural (isifonda

umkhuhlane®®) and a supernatural cause (isifonda somoya™ ).

“There’s also isilonda somkhuhiane and isilonda somoya. You push your finger in the
child’s bottom fto check for isifonda somkhuhlane]. He closes his eyes and he sleeps a
lot when he has isilonda somkhuhlane... His stools are loose if he has isisu
somkhuhlane and when you open his bottom you'll find that it's red — then you know...

- They [stools] are yellow. They are like sour milk [stools for isilonda somoya]. It's white
and fike sour milk if he has isifonda somoya. And his mouth you can see its red and the
bottom turns red and is pushed out.” (TMP2)

% | iterally: the child is being eaten.
% Mkhuhlane’ is a general term referring to naturally-caused illnesses or colds / flu.
#7 Moya'’ refers to the spirit world.
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Traditional treatments for isifonda include afima™ mixed with ifitshe lomgodf® and umphuphuto™.
The focus group pile sort revealed that Sunlight soap in warm water is also used as an enema
and that Colgate toothpaste can be applied. These treatments are applied using a spuit, although
TMP4 did not like to use a spuit if the problem was serious. As well as syringe bulbs, pens are
used to apply the medication if uhlanga (reed / dry stalk) is not available:

“It happens when a child has a sore ~ there’s this one called isilonda somoya, that goes
up to here that makes the child have diarrhoea and nothing stays in the stomach... |
check the child’s bottom and see that he has isilonda somoya and it also shows in the
mouth when it's very serious... | take alima and mix it with ilitshe lomgodi... Yes, I mix it
with umphuphutho and take Sunfight and clean it with my fingers. | use uhlanga... If you
don't have the one that you get from the bushes you can use a ballpen — the fine point
one. The sharp side you can push it inside the child's bottom and push it slowly using
Vaseline. And the muthi that you are going to use you keep it in your mouth, then after
putting the pen in the child’s bottom, you can push the muthi that's in your mouth
through the pen that is in the child's bottorn.” (TMP2)

“If the child has a serious sore in the bottom | don't use a spuit because he has lost
strength.” (TMP4)

5.1.1.6d Inkaba

Inkaba occurs if the umbilicus does not heal properly on the inside of the child. According to
TMP2 this was because of the clotted blood burning the child. Dutch medicines such as Groen
Amara can be given to the child and incisions can be made around the umbilicus with black
ashes or a similar ointment rubbed into the cuts to treat it:

“Sometimes, when the child is 2-3 months old, maybe it will be [crying non-stop]
because of the umbifical cord which has not yet healed.” (TMP5)

“It doesrr’t heal from the inside, the outside might be healed but the inside is stilf sore.”
(TMPS)

“A newborn comes just affer it's been discharged from the hospital, after the umbilical
cord has been cut. Then | make cuts on it and take out the blood that is blocked by the
clip that the hospital puts on. The child cried a lot because of that blocked blood. It's
called ivangazi that blood that burns the child inside. Then we make cuts and rub black
ashes fo stop the child crying and it also helps with isithakathi [witchcraft].” {TMP2)

Groen Amara it's for - | don’t know how to say ‘inkaba’. He was drinking a drop for
‘inkaba’ before ten days.” (CG1 — public hospital)

2 Translation not known.
® Ground stone.
% gpecies of herb Graderia scabra used as cough medicine (Doke et al, 2001).
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5.1.1.6e Ishashaza

The Zulu-English dictionary (Doke et al., 2001) defines ishashaza as a ‘blister or pustule
containing matter’, although it was often referred to by caregivers as a rash in the mouth which
nurses speculated to be oral thrush. In this context it was used to refer to a white rash in the
mouth which from a Western perspective may be oral thrush. It may also be as a result of the
child vomiting:

“No, you know whal, they become dry. And there are those because of this condition,
the RVD, the HIV, they always have the oral thrush, it's white stuff in the mouth, the
thrush.” (Nurse 2 — Public Hospital)

“It [ishashaza] is oral thrush usually... when they have gastro they come with a dry, fat
tongue, it's very red. Thrush is different because you come with a coated tongue, it's
white when it's oral thrush. Whereas with gastro it's very red and very dry.” (Nurse 1 —
Public Hospital)

In the South African world-view, ishashaza is caused by having dirty blood, may go hand in hand
with inyoni, or occurs because the child was not cleaned properly after birth. An herbalist from a

muthi shop described ishashaza as fever blisters. Some caregivers thought it may be caused by
dirt from the baby's teat:

“There’s another one called ishashaza. It's here. It makes the child vomit and not eat
and nothing stays in the stomach.” (TMP2)

If he has inyoni he becomes dull and has ishashaza and the fontanelfe sinks in.” (TMP4)
“Yes, ishashaza goes hand in hand with inyoni.” (TMP3)

“The child gets ishashaza from birth... In the olden days when a child was born they
used to clean the child’s anus and dirt would come out but today'’s children suffer from
this illness because they don't clean them... This [ishashaza] normally develops when
one has got dirty blood.” (TMP8)

“It is also a sickness, just like ibala. You will find that the child’s neck is not stable and
the child becomes weak... 1 give them a medicine for ishashaza... | don't know [what it
was called], but I crush it and using a drop as a measure, | apply it in the nostrils and
the mouth.” (TMP5)

“You know whalt, it’s fishashaza] eh, eh, fever blisters. So we use, eh, eh, maybe it's
very commonly calamine or, or Glycerine and Borax.” (Herbalist - muthi shop)

“Teats, ja teals... that could be the thing that causes mouth rash.” (FG2)
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5.1.1.7 South African world-view: Strengthening and protection

5.1,1.7a Pregnhancy and childbirth

Having outlined a selection of supernatural and natural causes of illness, it is necessary to
highlight the impertance of strengthening and protection for the African infant in the health-
seeking process. This starts whilst the child is still in the womb and immediately after birth.
Mothers need to be protected and strengthened so that their baby will not be affected by
‘pollution’, witchcraft or evil spirits:

"Yes, from birth, even whilst the mother is still pregnant, they do come whilst attending
clinfes.” (TMP5)

“Ja, they go to the fraditional healers and get some concoctions there fo make them
strong so they shouldn’t have problems during delivery and all that.” (Nurse1 — public
hospital)

Burning imphepho, inyamazane or Doepa or rubbing Dutch medicines such as Haarlemensis are
also good preventatives during pregnancy:

“It prevents bad spirits from affecting you during your pregnancy, even if you enter in
houses where they use muthi it won't affect you.” (FG5)

“And I can use Doepa or Haarlemensis, while I'm still pregnant... | burn it and then |
jump over it ...so that the child can be flexible fstrong].” (FG3)

Although it is said that traditional birth attendants are not comm'on in the urban areas, older
relatives such as a grandmother or aunt may play a similar role, In the survey, 15% of caregivers
had been to a ‘traditional birth attendant’, and of those, 42% were caregivers at the TMP, 26%
were from the public hospital, 23% were from the private clinic and 10% were from the PHC:

“Actually before when you are pregnant there is another way that we use. You go to
somebody that they massage you... Ja, they use Vaseline and then they massage you
and then you... { don't want fo use a rude word buf you break a lot of wind. You know
they take out winds.... That's what we do before the baby is born, that's also protecting
the baby. The people that do it, they know that now they are in a right position, if they
are in the wrong position, they try to move the baby. [Moderator: So who does that?].
Older people, like me now, I'm old enough to do it... Yes, even in the urban areas we
still do it... Ja, just an older relative because we believe that they are more experienced
than us. That's why we go fo them. That's the only way and when we, like they believe
that when maybe I'm going lo walk a long distance or I'm going to meet a lot of people
like going to the clinic, there is something that mayvbe somebody gives me to drink so
that { don't, like, you know like evil spirits they don't attack you.” (FG3)
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Nearly a third of caregivers in the sample had taken some form of traditional medicine during

pregnancy and 70% of these were caregivers interviewed at the traditional healers. As can be

seen in Table 5.1, the most popular traditional medicine is isihlambezo, an herbal decoction.

Table 5.1: 'Traditional' medicines used during pregnancy No. %
Isinlambezo 46 51.7
imbiza 6 6.7
Imbiza emnyama 1 1.1
Ostrich egg 2 2.2
Ostrich egg and umchamo wernfene (‘Baboons urine') boiled 3 3.4
Umchamo wemfene 2 2.2
_Ugobho 1 1.1
Isiwasho 3 3.4
Isiwasho - bath for protection 1 1.1
Isiwasho - spuit 2 2.2
Isiwasho - Sunlight soap & water to drink 1 1.1
Isiwasho - water from Church with salt & ashes 1 1.1
Something for bath 1 1.1
Spuit 3 3.4
Steaming 1 1.1
Every 3 months take rope out of water & tie knot then put back in water 1 1.1
Water & prayer 2 2.2
Water & something 1 1.1
Burn something / Doepa 2 2.2
Red muthi to rub / Rubbing stuff 2 2.2
Prophet (green) rope 1 1.1
Fish oil 1 1.1
Haarlemensis 1 1.1
Liquid paraffin 2 2.2
Mixture of things from chemist (+ Senepots & Seneleaves) 1 1.1
Sekete (like iron supplement) 1 11

In this survey, traditional medicines for pregnancy were mainly used to facilitate labour, for

protection and to cleanse the child in the womb (v. Table 5.2). fsihlambezo in particular was

mainly used (59%) to facilitate labour. A variety of treatments are used for protection, such as a

rope in water, isiwasho, ostrich egg, ground ostrich egg with umchamo wemfene, Doepa, the

prophet ropes and various imbizas.

Table 5.2: Reasons for use of 'traditional' medicines in pregnancy No. %
Make birth easier / easy labour 43 48.9
Pregnancy overdue 1 1.1
Protection / protection from bad spirits / stepping over things 18 20.5
For good luck 1 1.1
Strengthening 1 1.1
Clean system - water in womb / cleaning the child in the womb 9 10.2
Cleans blood and stops child having jaundice 2 2.3
Back aches / pains and cramps / labour pains 4 4.5
Swollen body / legs / feet 3 3.4
Right positioning of child in tummy / prevent a breach 2 23
Movement of child / to make child move freely in stomach 2 2.3
To stop bleeding 1 1.1
So baby doesn't come out of womb dry 1 1.1
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5.1.1.7b Protection and strengthening in infancy
One of the main reasons why a caregiver might take her child to a TMP is for strengthening and

protection soon after birth:

“You have to bring your child immediately aft