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Part 1
Protocol

Executive Summary

This study is from the perspective of rural South Africa using the case of
Zithulele Hospital as an area of interest. The research is qualitative in nature
and will make use of both focus group discussions and key informant inter-
views, in order to assess the access to child health care provided at Zithulele
Hospital. The focus will be on the acceptability of access to child health care
and more specifically, the acceptability of treatment for diarrhoeal disease.

1 Introduction

While working at a district level hospital called Zithulele Hospital in the rural
Eastern Cape of South Africa, I was faced with the challenge of making our
physiotherapy department more accessible to the community. Our depart-
ment attempted to engage with the community to try and ascertain what
it was that individuals expected and wanted and how we could improve our
services in order to achieve these needs. This proved difficult. However it
left me interested in the problem of access and determining the reasons that
individuals choose to either utilise available services or not. It also sparked
my interest in how cultural beliefs influence individual’s access to hospitals
and clinics in contrast to seeking health care from traditional healers.

There are many factors that influence one’s state of health and access
to appropriate health care is just one of those components (Frost and Re-
ich, 2008). Access in itself is a multi-factorial process which depends on the
interaction of an individual with the health system in order to obtain and use
health care when it is necessary (Frost and Reich, 2008; Gilson and Schnei-
der, 2007; McIntyre, Thiede and Birch, 2009). Mclntyre et al. (2009) argue
that access depends on the empowerment of an individual so that they have
adequate knowledge to decide on appropriate use of services. This empow-
erment facilitates an ability to benefit from the services available as well as
aiding the trade of information between the provider and patient (Mclntyre
et al., 2009).



This empowerment can be further broken down into factors that influence
access, by using an access framework such as the one described by Gilson and
Schneider (2007). The framework consists of: 1.) Awailability which refers to
the geographical access, the hours an institution is open and the impact this
has on utilization and the type of services offered by the staff. 2.) Affordabil-
ity which refers to the financial implications of the health seeker’s behaviour
and the ability of the individual to pay for these services. 3.) Acceptability
which looks at the cultural acceptability of services in terms of the individ-
ual’s beliefs and the provider’s attitudes (Frost and Reich, 2008; Gilson and
Schneider, 2007; McIntyre et al., 2009).

Diarrhoea poses a significant health risk and is one of the leading causes
of infant mortality. The socio-economic and environmental context play im-
portant roles in diarrhoeal disease. For instance in the access to safe, clean
water. Studies indicate that cost-effective interventions exist. However South
Africa is not reaching the Millennium Development Goals set for maternal
and child health, due to the fact that coverage of those services is not suffi-
cient. This will continue unless there is an immediate improvement in access
to these services (South Africa Every Death Counts Writing Group, 2008; The
United Nations Children’s Fund, 2009; Hanson, Cleary, Schneider, Tantivess
and Gilson, 2010).

This lack of coverage and decreased access leads us to look at which fac-
tors influence access to appropriate service.

In the Eastern Cape of South Africa, the incidence of diarrhoea in children
who are under 5 years of age was 110 per 1000 children in 2009 (Health Sys-
tems Trust, 2009). An interesting pattern that I noted at Zithulele Hospital
relating to children with diarrhoeal disease, was that mothers whose children
suffer an attack of diarrhoea often first seek medical care for their children
from a traditional healer. This is not surprising considering that approxi-
mately 80% of individuals, in developing countries use traditional medicine
in their health care (Kim, 2005). In South Africa it is estimated that there
are 200 000 practicing traditional practitioners comprising Inyangas, Isan-
gomas and faith healers (Kim, 2005; Watson, 2005).

Occasionally the treatment received from the traditional practitioner ag-
gravates the diarrhoea and results in severe dehydration. The child is then

brought to the hospital to be rehydrated and treated.

It is interesting to think about what influences could be playing a role in



this sequence of events. It could be that there are social norms and expecta-
tions which put pressure on mothers to take their children to first seek health
care from traditional healers. It could be that there is a difference in belief
about the causative agents of diarrhoeal disease, based on the individual’s
belief system. It could be that seeking care from a traditional healer is con-
sidered the most effective form of treatment. It is necessary to first describe
what is meant by the acceptability of health care.

1.1 Barriers to health care

As access considers human behaviour when assessing the factors involved in
access, one has to look at the level of participation of individuals in their
health. For example the reasons for utilising health care could be due to
empowerment of individuals. Alternatively the reasons for non use could be
due to the organisational structure of the health system creating a barrier
to access, for instance if the institution has a fee for service structure which
deters utilisation (Frost and Reich, 2008; Gilson and Schneider, 2007; McIn-
tyre et al., 2009).

Another barrier could be that mothers are not empowered with the tools
to prevent and treat diarrhoeal disease. If mothers are taught how to pre-
vent diarrhoea through cleanliness, (for instance using soap and warm water
for hand washing) and by breastfeeding (so that the child is provided with
the necessary maternal antibodies to fight infection), then they may be made
more responsible and involved in child health care. Also if mothers are taught
the correct methods for preparing a rehydration mixture with salt, water and
sugar the need to seek health care may be reduced.

Other reasons for inadequate utilisation of health service could be due to
lack of continuity of care or poor quality of health care provision (Frost and
Reich, 2008; Gilson and Schneider, 2007). Continuity of care is often lacking
in a government facility, in that often a patient will be attended to by the
first available doctor or sister and will not always be followed up by the same
member of staff. Continuity of care refers to holistic care of a patient which
results from a health care provider trying to solve problems that the patient
may have and not simply behaving as if the provider’s responsibility of the
patient ends when they leave the health facility (The World Health Organi-
sation, 2008).

However according to The World Health Organisation (2008) maternal



and child health services in low income countries have often been some of the
first services to adopt a patient centered approach, emphasizing continuity
of care. These relationships depend on trust and take time to develop and
therefore need long term commitment. Providers are more likely to respect
and understand patients when they have this type of relationship, which
could ultimately lead to better acceptability for patients (The World Health
Organisation, 2008). It is for this reason that the acceptability of access will
be assessed in terms of child health services.

1.2 Acceptability

The focus of this study will be on the acceptability of child health care, in
order to try and establish what the reasons are for utilising health care at
Zithulele Hospital or not. Acceptability refers to the cultural suitability of the
health care provided in terms of how well it fits with people’s beliefs both cul-
tural and religious. In addition individual’s previous experience with health
care providers and institutions will influence what is expected and what they
deem acceptable (Gilson and Schneider, 2007; McIntyre et al., 2009).

Goudge, Gilson, Russell, Gumede and Mills (2009) describe acceptabil-
ity as the ‘appropriateness of the social interaction that accompanies care’.
Goudge et al. (2009) go on to explain that acceptability can refer to the
suitability of the communication between the patient and the provider in the
transfer of knowledge about the condition and treatment options available.
If the patient is unable to understand the information given by the provider,
she may seek care from an alternate provider. Additionally if the patient
is seeking care from multiple providers then the continuity of care and the
effectiveness of care may be compromised (Goudge et al., 2009).

Another important issue raised by Gilson, Palmer and Schneider (2005)
is the relevance of trust in the relationships between the provider and the
patient and the role that this plays in the acceptability of the health care
provided. This trust can affect the disclosure from the patient, adherence to
the treatment prescribed and ultimately the utilisation of health care. In the
same way a lack of trust can negatively impact on the interactions between
health care providers and patients due to lack of respect, miscommunication
and lack of focus on the patient (Gilson et al., 2005; Russell, 2005).

The acceptability of the health care provided can also be affected by the
health provider’s attitudes and beliefs. These beliefs can affect the provider’s



tolerance when listening, the trust relationship between the provider and pa-
tient and to what extent the provider may blame the patient for their con-
dition (Gilson and Schneider, 2007; Mclntyre et al., 2009). In some cases
providers’ high workloads may also be responsible for decreased communica-
tion with patients, which impacts on the patients experience of health care
provision as well as sometimes reducing the quality of care (Frost and Re-
ich, 2008; Gilson and Schneider, 2007; Russell, 2005).

One of the ways that the acceptability can be improved is if the provider
is aware of the patient’s beliefs, his own beliefs and the impact that a discrep-
ancy between the two may have on the provision of care. By being aware of
these beliefs the provider can also be more open to offering alternative care
that may be more suitable to the patient. If the patient’s perceptions of effec-
tiveness, health beliefs and expectations match those of the provider then the
acceptability of health care may be improved (Frost and Reich, 2008; Gilson
and Schneider, 2007; McIntyre et al., 2009).

Oliver and Mossialos (2004) touch on the need for access to be exam-
ined according to the specific context of an area and highlight that there
are differences in access between countries, within a country and within
smaller regions. For a better understanding of access one has to look at
the barriers which delay or inhibit individuals seeking treatment (Frost and
Reich, 2008; Gilson and Schneider, 2007).

1.3 Child health care services

In South Africa the under five mortality rate has actually risen between 1990
to 2008 from 56 deaths per 1000 children to 67 deaths per 1000 children. This
indicates that the country is not progressing towards the Millennium Devel-
opment Goal (number four) of reducing the under five mortality rate to under
40 deaths per 1000 children or achieving a average yearly rate reduction of
4% or higher for the period 1990 to 2008. In terms of neonatal mortality the
trends have remained constant, however approximately 260 women, babies,
and children die daily in South Africa (South Africa Every Death Counts
Writing Group, 2008; The United Nations Children’s Fund, 2009).

In post apartheid South Africa children’s rights are protected by several
acts and include the right to ‘greater access to health care for young people’
(The United Nations Children’s Fund, 2009). However bridging the gap be-
tween the rights of children to health care and the receiving of health care



still remains a challenge. In low and middle income countries, such as South
Africa, pneumonia and diarrhoeal diseases are responsible for approximately
40% of deaths in the under five age group for children. The access to the
necessary treatment to these diseases which have been proven to be effective,
is still inadequate (The United Nations Children’s Fund, 2009).

In order to improve the access to quality child health care provided there
needs to be ‘investment in health information and referral systems, equip-
ment, medical supplies and infrastructure’ (The World Health Organisation
and The United Nations Children’s Fund, 2010). Without this investment it
is likely that in the future, children in low and middle income countries may
face even greater lack of access to health care (The World Health Organi-
sation and The United Nations Children’s Fund, 2010; The United Nations
Children’s Fund, 2009).

In South Africa child mortality; stillbirths and neonatal mortality are
audited respectively by two separate programmes. Auditing provides invalu-
able information however one needs to ultimately concentrate on reducing
mortality (South Africa Every Death Counts Writing Group, 2008).

1.4 Treatment of diarrhoeal disease

It may be that there is a cultural difference in the belief of the causes of
diarrhoea between western and traditional practitioners. For instance one
of the illnesses most commonly treated by traditional healers is ikhakhayi or
ipleyiti [plate] in IsiXhosa (inyoni in IsiZulu) which is described as diarrhoea
in western terms but is attributed to witchcraft or ‘pollution’, from breast
milk or during pregnancy or during the birthing process, which then needs
to be cleaned out of the child’s system (Friend-du Preez, Cameron and Grif-
fiths, 2009).

The primary way of traditionally treating ipleyiti [plate] is by giving an
enema called imbiza wenyoni or Muthi Wenyoni which in effect purges the
child of all that is considered ‘unclean’. This can lead to further dehydra-
tion (Friend-du Preez et al., 2009) and ‘can have disastrous consequences’
(Kale, 1995).

In addition Muthi Wenyoni has 3.74% alcohol which may be partly re-
sponsible for the perceived positive calming effect on the child (Bland, Rollins,
Van den Broeck, Coovadia and Child Health Group, 2004). Alternatively a
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plant called Hermannia Incana is used in enema form again to purge the
body (Appidi, Grierson and Afolayan, 2008). Another one of the identi-
fied treatments for ipleyiti [plate] is that of making little cuts which leave
scars, on the child (for instance around the umbilicus) and rubbing a black
substance into the cuts to strengthen the child (Friend-du Preez et al., 2009).

In a study on the practices of mothers with children under 6 years of age
in Johannesburg and Soweto in South Africa, it was found that up to three
quarters of the survey group would give their child traditional medicine, de-
spite the fact that government facilities provide health care to children under
6 years free of charge. The most commonly cited reason for this was that
they went to a traditional healer for protection or felt that western medicine
could not treat their child for the specific ailment. Conversely it was found
that those who did not seek care from traditional healers mainly attributed
this to the fact that they did not believe in the treatment (Friend-du Preez
et al., 2009).

Similar findings were established in a study in the Eastern Cape around
Umtata (approximately 90km from Zithulele Hosptial) where 57.2% of the
participants responded that they had given their child traditional medicine
in the previous year (Dambisya and Tindimwebwa, 2003). At Umtata Gen-
eral Hospital the mortality of children brought in for herbal intoxication is
as high as 40% according to Tindimwebwa and Dambisya (2002) as cited in
Dambisya and Tindimwebwa (2003). These traditional medicines were most
commonly used to treat diarrhoea. When asked why they were used the most
frequent answer was that the treatment is effective. Of those who had used
traditional medicines on their children 79.7% respondents stated that they
had no negative side effects. However of those that reported negative side
effects, these were classified as death, dehydration, diarrhoea, over dosing
and other problems.

It was found by Friend-du Preez et al. (2009) that it was the belief in the
traditional medicine that drove caregivers to seek this form of health care.
Interestingly they found that practicing Christianity did not hinder the use
of traditional medicine for some individuals. In addition it was found that
where grandmothers were the decision makers, that individuals were more
likely to seek traditional medicine. Social norms also play a role in that
individuals are told, through social networks, which healer is a good healer
from whom to seek. This social pressure means that often they would not
go to another health care provider in case they were seen as deviating from
the norm (Friend-du Preez et al., 2009).
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Only seven of the 53 traditional healers in the study by Friend-du Preez
et al. (2009), mentioned the need for oral rehydration in children with ipleyiti
[plate] although several knew the importance of sending severely dehydrated
children to hospital to be rehydrated with intravenous fluid.

Diarrhoea is also treated orally in the Eastern Cape with a variety of dif-
ferent plants some of which have an antimicrobial effect (Appidi et al., 2008).
Some of these oral treatments reduce spasms, suppress the motility of the
gut and aid water retention (Palombo, 2006). There are now studies in
progress which are trying to assess the active agents in these plants (Appidi
et al., 2008). Kim (2005) suggests that instead of having a negative attitude
towards traditional medicine this formalized testing will aid understanding
of how the traditional medicines act to treat diarrhoea. It could addition-
ally increase the safety of using traditional medicines and provide necessary
proof of the efficacious agents in plants. Furthermore attention is needed
to establish whether it is the dosages given to children or the intolerance of
infants to the medicine which is causing herbal intoxication (Dambisya and
Tindimwebwa, 2003).

1.5 Framework

From this literature an analytical framework will be developed in order to ex-
plore the acceptability of child health care at Zithulele Hospital. The reason
for the use of this framework is that it allows one to look at the degrees of
access and the actors involved in this process as well as permitting one to un-
derstand the barriers that delay or deter access (Frost and Reich, 2008; Gilson
and Schneider, 2007; Mclntyre et al., 2009).

The framework will focus on the beliefs of patients and how these beliefs
act to influence the health care choices that caregivers make on behalf of their
children. Beliefs can be either culturally ingrained or religious in nature. If
for example it is believed that the cause of diarrhoea is due to an impurity
from breastfeeding or witchcraft, treatment from a traditional healer may be
seen as the only option for cleansing the child’s body or providing protection
from bad spirits for the child (Friend-du Preez et al., 2009). Furthermore
belief can be based on the perceived effectiveness of traditional medicine,
from past experience or other individual’s advice.

Also included in this framework is the influence of social pressures which
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could be playing a significant role in the health care seeking behaviour of
caregivers. Friend-du Preez et al. (2009) found that many individuals rely
on social networks to establish which traditional healer is a good healer to
go to. This social pressure often results in individuals seeking care from a
particular healer so that they are not seen to deviate from the norm.

The third aspect considered in this framework is that of a difference of
belief in the causative agents and appropriate treatment of diarrhoea despite
knowledge that there is a western explanation of the causes of diarrhoea.

The fourth and final aspect considered is that of responsiveness. Where
there is a lack of responsiveness from a health care provider this could be a
deterrent in seeking treatment from the provider or a high level of respon-
siveness which could be an incentive to seek care from the provider.

These four factors (beliefs and effectiveness; social pressures and norms;
causative agents and appropriate treatment; and responsiveness of the provider)
were chosen as they are felt to be the most pertinent in this study and cover
a range of areas that can be explored. The concept of empowerment was
excluded as it is a complex process in itself and should be examined in terms
of all three components of access: affordability, availability and acceptability.

The aspect of communication was not included explicitly in the framework
but instead responsiveness was included which involves communication and
may give an indication of the quality of communication between a patient and
provider. As responsiveness encompasses empathy, sensitivity and listening,
trust can be formed from responsiveness. However trust was not included as
a factor on its own as it is a very complex topic which could warrant separate
research.

1.6 Interactions of the four main factors identified in
this framework

This section describes the possible interactions of the theoretical framework,
stemming from literature and recent findings, as described above.

The beliefs of the caregivers could be integrated in their beliefs concern-
ing the causative agents and appropriate treatment of diarrhoea. That is
caregivers may believe that the cause of diarrhoea in their children is due
to ikhakhayi or ipleyiti [plate/ and not due to an infection (as believed in
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western medicine). This could be further intertwined with the belief that the
treatment received from a traditional practitioner is the most effective treat-
ment available. In turn this belief in effectiveness could be emphasized by
advice given by social networks of peers or respected and trusted individuals
in the community (social pressure).

Furthermore social pressures could be playing a role in emphasizing that
one must believe what is culturally acceptable. For instance a grandmother
could place social pressure on her daughter to take the child to a traditional
practitioner despite the daughter’s wish to take the child to a western prac-
titioner. Social pressures could result in groups of mothers seeking health
care for their children exclusively at traditional practitioners based on their
combined experience and belief in the provided treatment’s effectiveness.
Conversely groups of mothers could seek care from a western health care fa-
cility based on their experience of the facility and the perceived effectiveness
of treatment.

Religious beliefs such as Christianity could mean that individuals do not
seek care from a traditional practitioner but rather from a western practi-
tioner. Confusion of beliefs in the causative agents of diarrhoeal disease could
result from the influences of Christianity which often see traditional medicine
as a form of witchcraft which should not be used. This could have the spin
off effect that those seeking care develop different beliefs in what they deem
to be the most effective treatment and may also change their belief in the
causative agents and appropriate treatment of diarrhoeal disease (for example
to a belief that the cause is due to a bacterial infection and should be treated
with antibiotics).

High levels of responsiveness from a traditional practitioner could provide
a reason for seeking health care from him rather than from a less responsive
western practitioner. However the lack of responsiveness of the western prac-
titioner may be due to a difference in beliefs between the caregiver and the
practitioner. For instance if the caregiver believes that the cause of diarrhoeal
disease is due to ikhakhayi or ipleyiti [plate] and the western practitioner be-
lieves the cause is due to an infection, the disharmony between the two may
result in the treatment given not been seen as effective or not being taken.

Furthermore if a western practitioner has seen children who have been
treated by a traditional healer with the result that the child has dehydra-
tion, herbal intoxication or shock due to ‘cutting’, then the provider may be
opposed to traditional practices or may deem the treatment from a tradi-
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tional healer as harmful.

1.7 Aim

The aim of this study is to qualitatively examine the acceptability of access
in the area around Zithulele Hospital in the Eastern Cape with a focus on
access to child health services, specifically diarrhoeal diseases, by utilising a
framework, which highlights patients’ beliefs, and other reasons for individu-
als utilising services or not, in order to better understand the access of these
services.

1.8 Objectives

Specifically, the study aims to explore the factors influencing the health seek-
ing behaviour of people in the community in terms of delay in seeking care
from formal health facilities when their children suffer from diarrhoea. This
will be achieved by examining;:

1. People’s belief in or the perceived effectiveness of traditional medicine

2. People’s belief in or perception of causative agents and appropriate
treatment of diarrhoea

3. Existing social pressure regarding certain types of health care services
4. Perceived responsiveness of traditional and formal health care providers

5. Attitudes of formal health care workers towards patients beliefs (re-
garding the effectiveness of traditional medicine and causative agents
and appropriate diarrhoea treatment).

1.9 Justification

There have been numerous studies which focus on access in terms of avail-
ability and affordability, however much less research has been done around
the topic of acceptability which Gilson and Schneider (2007) describe as the
‘often ignored dimension of access’. There is a scarcity of information re-
garding the reasons for using traditional medicine versus western medicine
(Friend-du Preez et al., 2009). Further research on the reasons for the use of
traditional medicine especially in infants and children may provide necessary
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information which will aid in the adoption of practices of hospital staff which
improves the acceptability of treatment at a hospital level due to a greater
understanding of why a combination of health care practices are sought in
the rural Eastern Cape.

As T have previously spent a year in the area around Zithulele working
in the hospital and am well know to the community and health professionals
(Zithulele Hospital has a stable community of health care professionals), T
plan to use this access point to aid the collection of data and recruitment of
participants. Additionally part of the services that our department provided
in the area were weekly clinic outreaches, meetings with the community and
home visits. Furthermore a colleague and I were invited and attended the
day long initiation of a young Isangoma. This invitation indicates a level of
acceptance and mutual respect which resulted in relationships being formed
with the local traditional practitioners in the area.

2 Methods

2.1 Study setting

The setting in which this study will take place is Zithulele a rural area in
the Eastern Cape of South Africa. Zithulele comprises pastoral landscapes,
with most housing being in the form of rondavels (round huts built with clay
bricks, cow dung and thatch) which are not connected by a network of roads
but rather small walking paths on the hilly countryside. Around the area
of Zithulele Hospital there are numerous sangoma’s and traditional healers,
several satellite government clinics and then the district level government
hospital of Zithulele. The nearest tertiary hospital is approximately 90km
away at Umtata which is the closest urban area. There are several gravel
roads connecting Zithulele Hospital to its satellite clinics and a tar road (very
badly potholed) connecting Zithulele Hospital to the urban area of Umtata.

2.2 Study design

This study will be a descriptive qualitative study focused on health services
research, using a purposive sampling technique. After obtaining departmen-
tal approval, University of Cape Town Ethics’ approval and approval from
management at Zithulele Hospital and the surrounding clinics the data col-
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lection will commence.

2.3 Methods for data collection

Focus group discussion and key informant interview outlines will be used
as data collection tools. The principal investigator will facilitate the focus
group discussions and undertake the key informant interviews. The objective
of the discussions and interviews is to allow participants to share their ex-
periences and views on the acceptability of health care at Zithulele Hospital
and express the reasons for utilising health care or not.

Using focus group discussions in two clinics areas and at two residences
of traditional practitioners in the area surrounding Zithulele, a comparison
will be made between those who seek access (patients) and those that do
not seek access (non patients) at Zithulele Hospital in order to establish why
services are sought or not sought and the reasons for their choice. These
focus groups will involve community members (both patients and non pa-
tients) and will focus on reasons for utilising services or not, their cultural
and religious beliefs, their beliefs in the causes of diarrhoeal disease, the per-
ceived responsiveness of the health care providers, as well as social pressures.
Verbal informed consent will be obtained prior to the focus group discussions
commence.

The discussions will be between one and two hours long beginning with
two ice breaker activities. The format of the discussions will be that of a
scenario which describes the actions of a mother whose child suffers from an
attack of diarrhoeal disease. The participants will then be asked questions
about the mother’s actions and reasons for her health seeking choices. It is
hoped that study participants will talk openly about their beliefs and views
by superimposing them on the hypothetical caregiver. The questions in the
focus group discussions relate to the objectives and study framework (see
appendix 4). Prior to the start of the focus group discussions, the objective
of the discussion will be explained, the anonymity of participants will be as-
sured and agreement will be requested for recording the discussions.

Additionally using a semi structured questionnaire, key informant inter-
views will be conducted in the area around Zithulele Hospital during a three
week period in February. This will possibly comprise ten interviews with
health professionals, the chief at Ngcwanguba and a community based de-
velopment official, in order to try and establish a group of interviewees rep-
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resenting the interests of the whole community and obtaining information
from the multidisciplinary health care providers of the health services being
sought as suggested by Green and Thorogood (2009). The key informant
interviews will focus on looking at the beliefs of the key informants, their
tolerance of patients’ beliefs and the degree of fit of their beliefs with those
of the community members. Written informed consent will be obtained prior
to the interviews.

Key informant interviews (see appendix 2) will be based on the frame-
work and study objectives formulated for this study. The interviews will
be approximately one hour in length. Prior to the focus group discussions
commencing the objective of the interview will be explained, the anonymity
of participant will be assured and agreement will be requested for recording
the interview.

The key informant interviews will be undertaken primarily in English
with the assistance of a IsisXhosa translator who is fluent in both English
and IsiXhosa. Where necessary participants will be able to converse in their
own language with the aid of a translator. The focus group discussions will
be undertaken primarily in IsiXhosa with the translator assisting the facil-
itator. The translator will be present in all the interviews and discussions
to maintain consistency and trust. The principal investigator is also able to
converse in IsiXhosa and will be aware of simplified translations or misunder-
standings. Interviews will be recorded electronically using an audio recorder
and downloaded onto a password protected personal laptop computer.

The interviews and focus group discussions will then be transcribed word
for word in English using the audio recordings. As the interviews and dis-
cussions will be translated during the data collection period it is the English
translations that will be transcribed and not the untranslated IsiXhosa .

2.4 Subjects
2.4.1 Inclusion Criteria and exclusion:

Female adults, above the age of 18 years, in the geographic area surrounding
the clinics of Wilo and Ngcwanguba will be considered for inclusion (in focus
groups), subject to obtaining verbal informed consent (see appendix 3) as it
is felt that obtaining written consent would be inappropriate in this setting
with low levels of literacy and that paperwork may be associated with gov-
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ernment involvement (Green and Thorogood, 2009).

The reasons for only including females are that firstly child health primar-
ily relates to females and secondly to encourage participation of women as
they are often dis-empowered in terms of voicing their opinions in the East-
ern Cape. It is hoped that holding focus groups comprising only women will
facilitate discussion. The therapists, chiefs and traditional healers of the area
will be involved in recruitment to assist the trust relationship of the women
participants with the researcher (Green and Thorogood, 2009). These female
adult participants will be included whether they are able to converse in En-
glish or in IsiXhosa and furthermore whether they are patients at Zithulele
or not.

Interviewees must be above the age of 18 and have completed informed
written consent (key informants) to participate in the study (see appendix
1). To be included in the interviews they will be deemed to be key informants
in the area by the researcher with the assistance of the community.

There will be no exclusion criteria, except if informed consent is not ob-
tained or if the individuals do not live in the geographic areas that are being
sampled.

2.4.2 Recruitment strategy

Eight groups will be purposively sampled. These groups will comprise women
who seek access to child health services and those that do not seek access
at Zithulele Hospital, at two respective clinics (Wilo and Ngcwanguba) and
at two traditional healers in the area surrounding Zithulele. Each group will
be composed of approximately 10 individuals. There will be four groups of
individuals who have attended Zithulele hospital (patients) and the other
four groups will comprise caregivers who have not attended Zithulele hospi-
tal (non patients). Four groups of subjects will be recruited by the chief of
the area and focus group discussions will be held in a community building or
at the chief’s residence if space and privacy allows. Four separate groups of
subjects will be recruited by two traditional healers in the area surrounding
Zithulele and these focus groups will be held at their residences if the tradi-
tional practitioners allow.

Furthermore a mix of approximately 8 health professionals (two doctors,
two therapists, two nurses, and two sangomas or traditional healers) as well
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as the chief at Ngecwanguba and a community based development official will
be selected to participate in key informant interviews.

As the aim is to understand whether the access to Zithulele Hospital is
acceptable or not and why this is the case, qualitative data collection will be
used in a manner deemed appropriate by Etter and Perneger (1997). As the
data will not be statistically analyzed one does not need to perform sample
size calculations to obtain an indication of the number of subjects needed.
Rather by performing key informant interviews as well as focus group dis-
cussions, an understanding of the overall impressions of the community will
be sought.

2.5 Pilot test of the data collection tools

A pilot study will be conducted in the Zithulele area with two or three par-
ticipants in order to establish whether or not the questions asked in the focus
group illicit answers or not. The same will be done for the key informant
interviews with one or two interviewees. If the questions are not deemed
suitable or the order of the questions is not conducive to a flowing discussion
then the questions will be modified accordingly prior to data collection.

3 Analysis

3.1 Data management

After transcription and translation of the interviews, thematic content anal-
ysis will be done to highlight relevant themes. Coding will be undertaken
across the transcripts (focus group discussions and key informant interviews)
and the themes arising from the transcripts will be considered together for
further levels of coding to be applied. This will be done to present the
significant elements from the key informant interviews and focus groups.
Anonymity will be maintained. From this analysis, beliefs in the causes of
diarrhoea, perceived responsiveness of the health care provider, social norms
and beliefs and hence the acceptability of the health care services provided
will be assessed in terms of the association they have with either accessing or
not accessing care. Comparisons will be made between those individuals in
the focus groups and key informants respectively in order to assess how the
themes inter-relate as suggested by Green and Thorogood (2009). NVIVO
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software will be used to manage the transcribed data.

After the dissertation is written up paper copies will be sent to Zithulele
Hospital and the traditional practitioners involved and will be made available
to those who partook in the study or who show an interest in the study.

4 FEthics and Communication

4.1 Ethics

This study aims to assess the acceptability of health care with regard to di-
arrhoea and in the process contribute to the improvement of public health,
increase health care access for individuals in the community and result in en-
hanced health status and a greater understanding of the reasons for utilising
formal health care services and traditional practitioners. This research aims
to be culturally sensitive and will make use of relationships that were formed
in the year that the researcher worked at Zithulele Hospital.

Each subject’s transcribed interview will be encoded to ensure confiden-
tiality and the study results will be presented in such a way as to ensure the
anonymity of the participants. Subjects will be fully informed about the ra-
tionale for this study and will receive sufficient information about the study
prior to deciding whether or not to participate. Study participants will then
be given a choice as to whether or not to join the study. Additionally it
will be made known to the participants that they may withdraw from the
study at any stage. Once the study is written up, feedback of results will be
available to participants on request. There will be no risks, benefits nor cost
involved for the participants in this study. In addition there will be no in-
surance cover for participants in this study should harm come to any subjects.

4.2 Stakeholders

There are no competing interests declared in this study. Furthermore there
is no funding from external organizations with any interest in the subject
matter.
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5 Logistics
5.1 Budget
Printing and photocopying:
e Journal articles: 500 pages at R0.50 per page: total R250.00

e Dissertation (including drafts): 100 pages at R0.50 per page: total
R50.00

e Questionnaires: 10 pages at R0.50 per page: total R5.00

Accommodation:

e One night accommodation in Coffee Shack Backpackers: total R120

e Other nights: free (in friend’s guest room)

Food:
e Food for three weeks: total R2000

Transport:

e Return plane ticket with South African Express Airlines from Cape
Town to East London: total R2540

Baz Bus from East London to Umtata: total R210

Shuttle from Umtata to Coffee Bay: total R60

Shuttle from Coffee Bay to Umtata: total R60

Baz Bus from Umtata to East London: total R210

Taxi from Bus Stop to Airport: total R200

Translation:

e Approximately 20 hours at R50.00: total R1000
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Equipment:
e NVIVO Software: free trial package

e Electronic audio recorder: free (borrowed from Zithulele therapy de-
partment)

e Batteries from electronic audio recorder: 3 packs at R25 each: total
R75.00

Total expected budget:
e Total expenditure: R6780

5.2 Timetable

June:

e 14th June 2010, Establish research question.

July:

e 7th July 2010, First meeting with potential supervisors Ayako Honda
and Lucy Gilson.

August:

e 5th August 2010, Meeting with Ayako Honda to discuss completed
outline of research topic.

e 31st August 2010, Progress meeting with Ayako Honda.

September:

e 27th September 2010, First draft of protocol to Ayako Honda and Lucy
Gilson (co-supervisors).

e 28th September 2010, Meeting about protocol and necessary changes.

October:
e 25th October 2010, Updated draft of protocol to Ayako Honda.

e 26th October 2010, Meeting about protocol and necessary changes.
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November:

e 15th November 2010, Complete protocol and submit to Ayako Honda,
meet with Joy Fuller to discuss the research budget, ensure all necessary
application forms are signed and completed.

e 22nd November 2010, Make final changes to protocol. Submit protocol,
synopsis and application forms (with signatures) to The Faculty of
Health Sciences Human Research Ethics Committee.

January:

e 10th January 2011, Three weeks of data collection in the Eastern Cape.

February:
e 1st February 2011, Begin transcription and analysis of data.

e 21st February 2011 Establish search criteria and key words for struc-
tured literature review and begin writing up literature review and dis-

sertation.

August:

e 10th August 2011, Final draft to Ayako Honda and Lucy Gilson for
review.

e 15th August 2011, Submit final dissertation.
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Part 11
Literature Review

1 Introduction

The present study explores the factors that are involved in the health care
choices that caregivers make when their children are suffering from diar-
rhoeal diseases. In particular I focus on the acceptability aspect of health
care access. In essence, why is it that caregivers continue to seek care from
traditional practitioners in the rural Eastern Cape, when health care for chil-
dren under the age of six years is free of charge at public health facilities.
This literature review hopes to highlight relevant studies regarding access to
traditional healers and western medicine and to expose areas where further
research is required.

The aim of this review is to shed light on what research has been per-
formed surrounding this topic by encompassing four broad areas: Access to
Health Care, Acceptability of Health Care, Use of Traditional Medicine, and
Child Health in South Africa.

2 Methodology

In order to find relevant literature on the above mentioned topics, various
search strategies were undertaken as well as consultations with experts in
the field. In this search I focused on the key topics of Access to Health Care,
Acceptability of Health Care, Use of Traditional Medicine, and Child Health
in South Africa.

The search strategies undertaken involved a systematic search of the
database platforms of PubMed and EBSCO Host using key words relat-
ing to the relevant topics. Examples of these keywords are: “acceptability”,
“access”, “child”, “health”, “Africa”, “rural”, “availability”, “affordability”,
“costs”, “out-of-pocket payments”, “transportation” and “geographical”.

Through these searches and the references within, as well as certain key

papers suggested by experts in the field, literature was obtained. In order
to ensure the literature was current and topical I generally favoured articles
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published in the past ten years. However I limited the inclusion to publica-
tions in English that provided access to full text.

In this document the terms modern, conventional, western and formal
are all used interchangeably to denote medical professionals that have un-
dertaken training at a university (or training college) and are registered with
the Health Professionals Council of South Africa.

The terms traditional healers and traditional practitioners are also used
interchangeably to depict a collective group of practitioners that may be
sangomas, inyangas, traditional healers, diviners, faith healers or other prac-
titioners utilising traditional medicine.

3 Literature review

Section one regards Access to Health Care and comprises three subsec-
tions namely “An access framework for health care”, “Findings of a national
household survey” and “Barriers to health care access in South Africa”.

Section two encompasses the area of Acceptability to Health Care
and is discussed using the subsections “Culture”, “Other studies regarding
the dimension of acceptability” and “Demand side barriers”.

Section three regards Use of Traditional Medicine and comprises the
subsections of “Traditional medicine and practitioners”, “Factors that influ-
ence use of traditional health care” and “Regulation of traditional practi-
tioners”.

Section four discusses Child Health in South Africa in relation to
progress towards the Millennium Development Goals (MDG) in particular

MDG four: reduction of child mortality.

Finally other factors impacting on health care access are explored before
concluding the literature review.
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3.1 Access to Health Care

There are several models that can be used to evaluate access, however the
focus of this review will be a current model that assesses access within the
three dimensions of: affordability, availability and acceptability.

3.1.1 An access framework for health care

There are many components which influence the state of an individual’s
health, including the factor of access to appropriate health care (Frost and
Reich, 2008). Access involves an individual interacting with a health system
in order to utilise health care when necessary (Frost and Reich, 2008; Gilson
and Schneider, 2007; McIntyre et al., 2009). This course of action requires
sufficient knowledge to decide on appropriate use of services. Thus if an in-
dividual is empowered with information the ability to benefit from available
services, as well as have productive interactions with a provider, is facilitated
(Mclntyre et al., 2009).

The three dimensions of access are: 1.) Awailability which refers to the ge-
ographical access, the hours an institution is open and the impact this has on
use of health care, and the type of services offered by the staff. 2.) Affordabil-
ity which refers to the financial implications of the health seeker’s behaviour
and the ability of the individual to pay for these services. 3.) Acceptability
which looks at the cultural acceptability of services in terms of the individ-
ual’s beliefs and the provider’s attitudes (Frost and Reich, 2008; Gilson and
Schneider, 2007; McIntyre et al., 2009). Issues surrounding acceptability will
be covered in more detail in the next section.

Availability FExamples of availability which can impact on the use of these
services, are distance from a health care facility and the inconvenience of
long queues or waiting times (Ensor and Cooper, 2004). The following stud-
ies have researched the impact on access to health care from an availability
perspective by evaluating the distance to a health care facility and services
available at that facility.

Some studies (Dummer and Parker, 2004; Ray and Ebener, 2008; Rosero-
Bixby, 2004) assess access to health care by selectively evaluating the geo-
graphic distance from peoples residences to a health care facility (part of the
dimension of availability). The technique used by Ray and Ebener (2008) is
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particularly interesting as their study uses a computational system to model
the terrain of an area according to the physical accessibility to health care.
By combining this data with the relative availability of the facility and the
mode of travel of the patient the authors are able to establish the “geographic
coverage” .

Rosero-Bixby (2004) in their research on Costa Rica use a geographic
information system which assimilates an indication of physical accessibility
taking into account the distance to a health care facility, the population
characteristics and size and resources of the health care facility. These two
studies (Ray and Ebener, 2008; Rosero-Bixby, 2004) present one way of eval-
uating where the need for more health care facilities is greatest and which
households are vulnerable in terms of limited physical accessibility to health
care facilities. However one needs reliable sources of information in order to
apply these techniques.

Affordability Affordability issues include the associated cost of traveling
to the facility as well as additional costs in the form of indirect costs to the
individual and family, such as time taken off work to aid a family member in
seeking health care, which can further impede access to health care (Ensor
and Cooper, 2004). Several studies (Falkingham, 2004; Jutting, 2004) focus
predominantly on the financial implication of seeking health care (the dimen-
sion of affordability) and the affect this has on access.

Jutting (2004) examines whether community run insurance schemes ben-
efit the population in an area of Senegal. While they found community based
insurance to aid some of the population, with members more likely to seek
hospital health care services (with reduced cost to their families), the poorest
groups in the area were still excluded from the medical insurance schemes
for various reasons.

In this line, attention is draw to the fact that out-of-pocket payments
and other costs of health care not only create major barriers to health care
but also put families at risk of becoming poverty stricken (The World Health
Organisation and The United Nations Children’s Fund, 2010). In order to
improve efficiency, out-of-pocket payments should be reduced or if possi-
ble eliminated as has been done in South Africa for primary health services
(Mathauer, 2009; Mclntyre, Okorafor, Ataguba, Govender, Goudge, Harris,
Nxumalo, Moeti, Maja, Palmer and Mills, 2008). In addition to removing ser-
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vice fees, pre-payment and risk-sharing (such as a community run insurance
schemes) should be encourage to protect the poorest groups from impover-
ishment due to the financial costs of health care (Jutting, 2004; Mclntyre
et al., 2008).

Although studies on affordability and availability provide useful informa-
tion, in isolation they do not present a true representation of access without
the additional information regarding acceptability of health care services.
Meclntyre et al. (2009) address the concern that access needs to be evaluated
in terms of all three dimensions (affordability, availability and acceptability),
“only then can we develop policies and plans that promote real improvements
in access”.

3.1.2 Findings of a national household survey

In order to better understand the statistics surrounding use of various forms
of health care in South Africa as well as the perceptions towards health care,
I investigate findings from a recent study by McIntyre et al. (2008).

In this study reporting the findings of a national household survey based
on information from 4800 households in South Africa, McIntyre et al. (2008),
present very useful data regarding statistics of health care use and percep-
tions of the health care system.

The least wealthy individuals in South Africa are likely to live in a rural
area (76% of the poorest 20% of the population (poorest quintile)), have
no education (27%), nor tapped water (77%), nor flushing toilets (97%)
(McIntyre et al., 2008). This has major implications for a disease such as
diarrhoea of which the cause is often water borne illness and contaminated
water, and which is made worse by lack of cleanliness.

Health care barriers to seeking health care were found to be the highest
in the rural areas with 12.9% of those in need of health care not seeking
care. These barriers include availability, affordability and acceptability lim-
itations. Mclntyre et al. (2008) describe acceptability issues as relating “to
the fit between provider’s and patients attitudes towards and expectations
of each other and how this affects patient-provider interactions”.

Barriers to health care described by respondents include distance (avail-
ability) to the health care facility; cost of transport (affordability) (particu-
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larly in the Eastern Cape); and waiting time (acceptability or availability).
Respectful treatment seems to impact on where individuals seek health care.
Of those who had previously been admitted to a hospital, 75%-90% reported
being satisfied or very satisfied, with a greater level of satisfaction being
noted in district hospitals. However the authors found that “there appears
to be greater satisfaction with services provided by traditional healers than
by bio-medical health professionals in either the public or private sectors”
(McIntyre et al., 2008).

3.1.3 Barriers to health care access in South Africa

As alluded to in Mclntyre et al. (2008), barriers exist between patients and
their health care providers. Research by Goudge et al. (2009) focuses on
the provider-patient relationship and the shortcomings that lead to impeded
access to health care in South Africa. A combination of quantitative and
qualitative methodologies was used in this study, highlighting the barriers to
chronic care provision. It is suggested by the authors that a ineffective inter-
action between providers and patients leads to misunderstandings regarding
illness and treatment; lack of co-operation; and patients seeking health care
elsewhere or choosing to renounce the public health sector. In turn, utilizing
an array of providers can impede chronic health care services.

Importantly having adequate resources for seeking health care did not
equate to habitual treatment and management of symptoms. This was
due to flaws in the health system, such as disrupted drug supplies (Goudge
et al., 2009).

Many of the respondents were unsure of their illnesses and could not ex-
plain them to the researchers. Furthermore patients appear to not seek clari-
fication or ask questions for instance regarding referral (Goudge et al., 2009).
This combined lack of questioning and poor understanding can lead to dis-
empowerment of patients.

Goudge et al. (2009) suggest that poor understanding is a problem on
the part of the provider as information is not adequately conveyed, however
it could also be that the patient does not believe the explanation that the
health care professional provides or they have had inadequate education re-
garding the body and are therefore unable to fully understand explanations
provided by the health care professional.
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This reveals a social and cultural distance between patients and providers
which can result in decreased patient satisfaction due to the discrepancy
between the traditional and formal explanations for illness. Consequently
treatments may be seen as ineffective (Goudge et al., 2009).

However Goudge et al. (2009) found that constructive interactions be-
tween patients and providers resulted in patients being active in their treat-
ment, believing it to be efficacious, and enabling them to justify medical
expenses and explain their illnesses to their support networks.

Equitable access An important concept is that of equitable access to
health care for all individuals in a country. Common principles of equitable
access are: individuals with the same need for health care should have an
equal level of access to health care services; furthermore use of health care
should be equal for individuals with the same level of need; and health care
outcomes should ultimately be equitable in that when they are quantita-
tively measured they are equal (Oliver and Mossialos, 2004). The World
Health Organisation and The United Nations Children’s Fund (2010) inti-
mate that access levels are reduced for women and children in poorer families
which can lead to inequitable access. Furthermore poverty in families can
have the effect of reducing access to information regarding health care ser-
vices and altering care seeking habits (The World Health Organisation and
The United Nations Children’s Fund, 2010).

Empowerment This leads us to the topic of empowerment. Although in
theory if a service is affordable, available and acceptable it should be deemed
accessible and therefore utilised, this will not be the case if a caregiver is not
empowered. Meclntyre et al. (2009) argue that access depends on the em-
powerment of an individual so that they have adequate knowledge to decide
on appropriate use of services. This empowerment facilitates an ability to
benefit from the services available as well as aiding the trade of information
between the provider and patient (Mclntyre et al., 2009). Thus health con-
sumers need to be empowered with information about prevention and what
courses of action are available to them if the child requires treatment from a
practitioner.

Furthermore if a caregiver lacks eduction it may not be possible to make
informed decisions based on their current knowledge. Thus it is necessary to
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be educated, have adequate knowledge about health care services and health
as well as be empowered.

Education Education is a complex consideration as a factor in health care
access. “Education provides the consumer with the basis for evaluating
whether they or a dependent require treatment” (Ensor and Cooper, 2004).
Education impacts on an individuals lifestyle choices and health care use,
and has been previously shown to correlate with good health. Coupled with
education, is the need for information about health prior to making decisions
in order to make informed choices. Ensor and Cooper (2004) suggest that
as health consumers patients are active in seeking their health practitioner
of choice. Mothers who are educated may be more able to voice their own
opinions, especially if their education has lead them to contributing finan-
cially to the household (Ensor and Cooper, 2004).

If information is lacking, patients may not be aware of what services are
available to them or how they will be cared for at a health facility. Further in-
formation can provide reassurance for example of culturally acceptable prac-
tices, (which is a demand-side barrier) aided by the provision of culturally
aware and appropriate services (supply-side barrier). Lack of information
and education can negatively impact on access by postponing the seeking of
care (this can also be impacted on by lack of availability of services or lack of
funds), whereas monetary problems are often the primary reason that travel
to a health care facility is delayed (Ensor and Cooper, 2004).

3.2 Acceptability of Health Care

As the dimension of acceptability is the main focus of the present study it is
covered in more detail in the following section.

3.2.1 Culture

It has previously been argued (Airhihenbuwa and DeWitt Webster, 2004),
that health behaviour in Africa is greatly affected by culture and the values
of the surrounding community. Thus it is through culture that health is com-
municated and it should be seen through this lens when trying to express,
comprehend and define health (Airhihenbuwa and DeWitt Webster, 2004).
With this idea in mind it is not difficult to see why it is that conventional
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health care is not always seen as acceptable. Western health care with its fo-
cus on the illness and the body often neglects culture, and health behaviour
typical to a culture, in its quest to provide care (Airhihenbuwa and De-

Witt Webster, 2004).

With culture comes tradition and particular socially respected ways of
behaving. In order to be more socially and culturally aware it has been sug-
gested (Airhihenbuwa and DeWitt Webster, 2004) that western health care
practitioners dismiss the idea that conventional medicine is the only truth
and adopt a culturally sensitive model that addresses the particular society
in which they find themselves practicing. For instance a particular culture
may consider traditional medicine to be the most suitable approach to treat-
ing a particular disease (McIntyre et al., 2009). Other examples of issues
around acceptability may be that it is socially inappropriate for mothers to
be away from homes for extended periods; or mother in laws (or husbands)
may make decisions in the family setting, dis-empowering mothers in their
ability to make their own health care choices (Ensor and Cooper, 2004).

Western practitioners need to find ways of understanding this cultural
belief especially in the case of patients seeking mixed health care. Mclntyre
et al. (2009) suggest that if health care providers hold patients responsible
for their health concerns (for example if a child suffers complications follow-
ing use of traditional medicine) they may be less obliging in their care of a
patient.

Airhihenbuwa and DeWitt Webster (2004) discuss the adoption of a
health care model that attends to “cultural identity, relationships and expec-
tations, and cultural empowerment”. Ideally cultural empowerment should
entail shifting focus so that it is not only the negative aspects of culture or
health behaviour that are focused on.

3.2.2 Other studies regarding the dimension of acceptability

In order to accurately explore acceptability, in the present study, other re-
search needs to be examined in order to compare methodology and results.
The study by O’Gorman, Nyirenda and Theobald (2010) explores the accept-
ability of the prevention of mother-to-child transmission (PMTCT) service
in Malawi. The study is qualitative in nature with a purposive sampling
method. Their findings were that PMTCT services are “not currently ac-
cessible, acceptable and affordable for all rural women.” Although barriers
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to health care at hospitals were found (such as proximity, affordability, and
negative health worker attitudes), trust in the hospital remained strong. Ad-
ditionally it was found that mothers choose to frequent traditional birth
attendants (TBAs) primarily as they believe that the quality of care is equal
or better than a hospital. The TBAs were deemed more experienced and
able to cure illnesses that the hospitals are powerless to treat, for instance
curses.

In order to make PMTCT services more acceptable the authors of the
study suggest that as TBAs are incorporated in the community, they are in
an ideal position to facilitate counseling and testing services for HIV/AIDS
(O’Gorman et al., 2010).

A rural study from Uganda utilising both focus group discussions (FGD)
and key informant interviews assessed the acceptability of evidence based
health care practices for newborns. Acceptability of the evaluated health
care practices, was good, however several barriers where found. One of the
barriers is that antenatal care is perceived to be for sick women, which is
thought to be due to a cultural understanding different from that of mod-
ern medicine. Barriers to hospital delivery were “health worker’s rudeness,
corrupt tendencies and absenteeism from work” (Waiswa, Kemigisa, Kiguli,
Naikoba, Pariyo and Peterson, 2008).

Interestingly the following practices regarding newborns were accepted
by the community: maintenance of warmth and cleanliness, exclusive breast-
feeding and skin on skin birth contact. Although breastfeeding is consid-
ered acceptable, colostrum was felt to not be good for one’s baby (Waiswa
et al., 2008).

In South Africa it was found that breast milk can be “polluted” requir-
ing that the child’s body be purged (Friend-du Preez et al., 2009). One of
the methods used to purge the child is that of an enema. Unfortunately
these days household detergents are sometimes one of the ingredients in the
enema, which are thought to have “cleansing properties” (Friend-du Preez
et al., 2009). Other ingredients that are used may not be toxic in small
dosages but the informal way in which they are measured may mean that
the dosage makes them toxic to children.

In the Ugandan study those practices that were not deemed appropriate

were: “delayed bathing and putting nothing on the umbilical cord (Waiswa
et al., 2008). The perception of the TBAs were that they provide more per-
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sonalized health care than the hospital, and have the advantage of being able
to treat conditions with their “magical effects”, which hospital staff cannot
offer.

3.2.3 Demand side barriers

Demand-side barriers refer to the barriers which impact on individuals, house-
holds and communities seeking health care. It has been suggested by Ensor
and Cooper (2004) that demand-side barriers may play a very important role
in patients’” health seeking behaviours. “Demand is influenced by factors that
determine whether an individual identifies illness and is willing and able to
seek appropriate health care” (Ensor and Cooper, 2004). Factors for indi-
viduals and households include: “age, sex, income, education and knowledge
about the characteristics of, and need for, medical treatment”. Community
factors include: “cultural and religious influences and other social factors
that affect individual preferences” (Ensor and Cooper, 2004). Importantly
cultural barriers often hinder poor and vulnerable groups gaining from public
spending.

Apart from the commonly cited reasons of availability and affordability
(which are usually supply-side barriers, such as maintaining drug supplies
or exemption of fees), acceptability of health care services often plays a
role in why people choose to not utilise public health care services. “Of-
ten, health services of a reasonable quality exist, but few use them” (Ensor
and Cooper, 2004).

Belief and attitude towards health and health care can affect the out-
come of a treatment to some degree (as can be the case in some placebo
treatments) (Bodeker and Kronenberg, 2002). This has important implica-
tions in ensuring that patients feel that they have been cured and has the
potential for much more extensive research, especially in light of The World
Health Organisation’s component regarding the spiritual side to health care.

3.3 Use of Traditional Medicine

3.3.1 Traditional medicine and practitioners

It is estimated that in low and middle income countries, such as South
Africa, 80% of the population utilises traditional medicine in their health
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care (Kim, 2005; The World Health Organisation, 2002). While McIntyre,
Bloom, Doherty and Brijlal (1995) suggest that the public health sector pro-
vides free basic primary health care to approximately 80% of the population.
This indicates that there must be a substantial use of conventional health care
services in conjunction with traditional health care (Meissner, 2004). There
is a lack of literature on the reasons for this trend (of using the two health
care systems in parallel) however several of the articles published which touch
on this topic, have been included in this literature review. Through assessing
the reasons that traditional practitioners are sought, it is hoped that light
will be shed on how to improve accessibility to formal health care services.

In South Africa it is estimated that there are 300 000 traditional healers
in comparison to the 32 000 doctors registered with the Health Professionals
Council of South Africa (Meissner, 2004). The comparison in numbers of
doctors and traditional healers indicates that traditional healers are able to
provide access that conventional doctors are unable to compete with. Fur-
thermore the distribution of traditional healers enables their services to be
geographically available (Gbodossou, Floyd and Katy, 2005). Traditional
practitioners are respected in their surrounding societies with their advice be-
ing “sought, believed and acted upon by community members” (Gbodossou
et al., 2005).

Traditional practitioners are often the health practitioners of choice de-
spite the fact that they are not inexpensive (Leonard, 2000). In a South
African study (Nxumalo, Alaba, Harris, Chersich and Goudge, 2011) it was
found that 64% of respondents spent 10% or more of their monthly expenses
on traditional healers, compared to 13.6% of respondents spending more than
10% on government hospital services (while only 2% of respondents spent
more than 10% on government clinic services). Spending of this proportion
can lead households previously above the poverty line into poverty or advance
the levels of poverty for families below the poverty line (Nxumalo et al., 2011).

Traditional medicine is defined by The The World Health Organisation
(2002) “as including diverse health practices, approaches, knowledge and be-
liefs incorporating plant, animal, and/or mineral based medicines, spiritual
therapies, manual techniques and exercises applied singularly or in combina-
tion to maintain well-being, as well as to treat, diagnose or prevent illness.”

Of the poorest 20% of the population the rate for visiting a traditional

healer was 0.25 consultations per person per year (Mclntyre et al., 2008).
However nearly all outpatient consultation by the poorest 40% of the pop-
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ulation in the public sector, take place in clinics, community health centres
or district hospitals. Those in the poorest 20% of the population make most
of their out-of-pocket payments to district hospitals in comparison to other
public health facilities. When looking at the private sector, out-of-pocket
payments to traditional healers account for 40.3% of all out-of-pocket pay-
ments by the poorest 20% (and over 20% in the next two poorest quintiles).
In looking at all those surveyed, with regard to private outpatient services,
“the greatest burden for households are those from traditional healers (31%
across all quintiles)” (McIntyre et al., 2008).

Traditional healers have a high motivation to exert effort due to the way
in which their fees are paid. The patient and provider often agree on a fee
that will be paid if the service is successful with a reduced rate if it is unsuc-
cessful. In this way it is in the best interests of the provider to successfully
treat the patient (Leonard, 2000; Nxumalo et al., 2011).

This payment system, called a contingent-fee scheme, encourages the tra-
ditional healer to shroud the illness and treatment in a veil of mystery. This
in turn causes the patient to be very honest about their condition in part due
to fear that if they are not truthful they may be affected by the supernatural.
As the provider relies on the information given to him by the patient this
results in a mutually beneficial relationship (Leonard, 2000).

One area where there is more research regarding conventional medicine
and traditional medicine working alongside is in the area of HIV/AIDS. Wre-
ford (2008) suggests that traditional practitioners have a accompanying role
to play with formal facilities, where traditional healers perform rituals to
decrease stigma and psychological stress associated with HIV/AIDS. In this
domain particularly, collaboration between conventional and traditional prac-
titioners could prove beneficial.

Wreford (2008) illustrates that in the case of HIV/AIDS (which could be
cautiously adapted to other health conditions) if conventional health staff
found that a patient blamed the cause of their symptoms on the supernat-
ural (for example witchcraft) they could then refer the patient to a known,
regulated traditional practitioner. If the formal health professional and tradi-
tional practitioner had agreed to work together the advantages would be that
the formal health care worker could minimize or at least be aware of possible
drug interactions (instead of a patient concealing traditional medicine use);
the formal health care worker would feel that the traditional healer would
respect the conventional treatment; and most importantly the patient could
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be confident that all the possible options had been exhausted.

3.3.2 Factors that influence use of traditional health care

A study, that reveals very valuable findings about factors that influence use
of traditional health care for children under six years of age, was performed
by Friend-du Preez et al. (2009), using a sample from the Birth to Twenty
cohort. This included five FGD with mothers from the Birth to Twenty study
and 18 in-depth interviews with a variety of participants including caregivers,
traditional and western health care professionals. Furthermore quantitative
data was gathered in survey form from 206 participants, using a sample of
convenience.

It was found that the most commonly cited reason for seeking care from a
traditional practitioner for a child (under 6 years) was for protection against
so called “abantu illnesses” (such as ibala and ipleyiti ) which conventional
medicine is powerless to treat. These illnesses include witchcraft, spirits and
ancestors. Furthermore belief in the treatment given by a traditional healer
represented 40% of the rationale for seeking health care from traditional prac-
titioner (Friend-du Preez et al., 2009). Nxumalo et al. (2011) suggest that
apart from belief in the effectiveness of traditional medicine (which repre-
sented 52.6% of the reasons for seeking a traditional healer in their study)
patients in South Africa also utilise traditional practitioners in order that
they are seen by one practitioner throughout a treatment (continuity of care
represented 37.2% of the reasons for seeking a traditional healer).

It was felt that social influence from family, including the husband’s fam-
ily, impacted on the caregivers beliefs. Social pressure or advice from friends
also plays a major role in which health care practitioner one will seek care
from (Friend-du Preez et al., 2009). Other reasons which were found to
impact on participants accessing services included previous efficacy of tradi-
tional medicine, respectful treatment, proximity of care and medicines being
available (Friend-du Preez et al., 2009; Nxumalo et al., 2011).

When Friend-du Preez et al. (2009) asked where respondents would go if
money was not an object, more than half said that they would continue to
seek care from traditional healers due to their trust and knowledge of them.
Interestingly respondents in the study felt that newborns require protection
due to their perceived fragility and vulnerability to the supernatural. In ad-
dition it is the presenting symptoms which indicate to a caregiver where it
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is that the child should be taken for treatment (i.e. a traditional healer or
conventional health care facility) (Friend-du Preez et al., 2009).

The authors found that education is a good indicator for where a care-
giver will take a child for health care. “93.8% of caregivers with primary
school education or less having given their child traditional medicine com-
pared with 56.1% of those with post-secondary education” (Friend-du Preez
et al., 2009). In a recent South African study by Nxumalo et al. (2011) it
was found that there was a decline in seeking care from a traditional healer
with an increase in wealth.

The most commonly cited reasons for not seeking care from a traditional
healer were that the caregiver did not believe in traditional medicine and
for religious reasons (Friend-du Preez et al., 2009). It was found that some
traditional healers do refer to conventional health care facilities in order for
children to obtain a drip, however the child still needs the help of the tradi-
tional healer to cure the underlying ailment.

Friend-du Preez et al. (2009) put forward that “regardless of provider
characteristics, caregiver beliefs are at the heart of the decision-making pro-
cess...”. In this they mean that in South Africa, belief in traditional medicine
is still strong which leads caregivers to consult with traditional healers in pref-
erence to obtaining care from a public sector facility which provides free care
to children under the age of six years (Friend-du Preez et al., 2009).

Friend-du Preez et al. (2009) suggest that caregivers are aware of the
negative feelings that practitioners at conventional health facilities have to-
wards traditional medicine, but due to caregivers’ unwaivering, strong belief
in traditional medicine and its effects, they do not take the advice that is
given to them (to not use traditional medicine).

Seeking health care can be a time consuming process, hence the conve-
nience of hours can play an important role in decision making (Ensor and
Cooper, 2004). Traditional practitioners see fewer people per practitioner
as there are greater numbers of traditional practitioners than formal prac-
titioners. This also has the added benefit of shorter waiting time for their
patients in comparison to formal institutions. Friend-du Preez et al. (2009)
add that as traditional practitioners’ medical services dictate their income it
is expected that they will make themselves more available.

38



3.3.3 Regulation of traditional practitioners

Traditional practitioners are an ingrained part of society in South Africa how-
ever currently in South Africa they are unregulated. It has been suggested
(Meissner, 2004; Gbodossou et al., 2005) that by utilising the huge man power
that traditional practitioners represent, South Africa could provide adequate
health care services for the population which are culturally appropriate. The
role that regulated traditional practitioners could fill would mean that pa-
tients could be educated about diseases and prevention, and treated with
acceptable health care practices. This in no way negates the role of the con-
ventional health care facility, but rather would be a complementary service,
where the traditional and conventional health care sectors support each other
(Meissner, 2004).

Unfortunately regulation is a resource intensive process and the “very na-
ture of traditional medicine with its strong religious, magical, spiritual and
other supernatural dimensions ... mitigate against any formal structuring of
knowledge in the way professionalism may require” (Meissner, 2004). Thus
creative methods will be needed in order to enforce regulation.

In addition to regulation “support, education and cooperation” is needed
from the conventional health system (Richter, 2003). A problem area re-
garding access is the lack of collaboration between formal and traditional
health care workers, which is perpetuated by lack of communication and un-
derstanding (Bodeker and Kronenberg, 2002). Currently many conventional
medical practitioners feel frustrated with traditional medicine and this is an
area that needs to be addressed before the two parallel health systems (tra-
ditional and conventional) are able to complement each other.

Validated treatments, and quality research into safety and efficacy will
go a long way in easing the friction between the two health systems. Also by
separating the physical treatments and spiritual treatments traditional heal-
ers may be able to explain more fully what their treatments entail to formal
health care professionals (Richter, 2003). Formal health care professionals
need to express their concerns to traditional practitioners in an effort to de-
crease agitation and increase understanding (Wreford, 2008). Additionally
steps need to be taken to maintain the intellectual property rights of tradi-
tional practitioners especially in light of the expense of patenting products
(Richter, 2003).

The The World Health Organisation (2002) make several suggestions re-
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garding traditional medicine. These include: identifying and researching the
safest and most effective traditional medicines in particular with regard to rel-
evant high prevalence diseases; identifying the health care roles of traditional
practitioners in low and middle income countries and encouraging upgraded
skills; preserving and defending local traditional practitioner knowledge as
well as protection of medicinal plants through sustainable use.

It has been suggested by The World Health Organisation (2002) that
national policies are developed regarding traditional medicine with a focus
on regulation, safety and efficacy issues. However currently only 25 of the
191 World Health Organisation member states have national policies of this
nature in place (Bodeker and Kronenberg, 2002). Bodeker and Kronenberg
(2002) put forward that it is the family influence, availability, affordability
and familiarity on a cultural level that ensures a continuation of seeking care
from traditional practitioners.

Nations that have achieved some level of traditional and conventional
integration include New Zealand, the United States of America and China.
Significantly in New Zealand registered Maori traditional healers (numbering
approximately 600) must uphold standards which are set by the Maori tra-
ditional health practitioner associations. In America oriental medical practi-
tioners must complete a national examination for traditional Chinese herbal
medicine (Bodeker and Kronenberg, 2002).

If South Africa is to have success in incorporating traditional medicine
into the national health system it is important that one realises that patients
have the right to “medicines and treatment that are safe and efficacious”
(Richter, 2003). To this end it is important that traditional practitioners
do not “overstate or misrepresent the efficacy of their medicines or treat-
ment” (Richter, 2003). Furthermore traditional practitioners that do not
uphold certain standards should be reported to an official regulatory tradi-
tional healers board (Richter, 2003).

In looking to see whether it is feasible for the primary health care team
to include traditional healers, Meissner (2004) provides an analysis from the
viewpoint of the four main stakeholder: the consumers (patients); conven-
tional practitioners; traditional practitioners; and the government.

Patients and traditional healers have a recognized relationship in many

South African communities as they speak the local language, understand cul-
tural norms and are familiar to the community. Conventional practitioners
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were found to be unconvinced of beneficial role of traditional healers. This
was due to the lack of scientific information about the safety and efficacy of
treatment, leading to skepticism regarding their treatment outcomes. Fur-
thermore Meissner (2004) found that formal health care workers felt that
traditional healers fail to recognise when a patient is outside their scope of
practice and when referral is required. Due to the current lack of registra-
tion, it is also difficult to differentiate between charlatans and benevolent
traditional healers.

Conversely traditional healers were often found to be in favour of improv-
ing relationships with modern health care professionals, and attend work-
shops to learn more about conventional medicine. However on this note tra-
ditional healers were cautious that their treatments should not be exploited
by pharmaceutical companies (Meissner, 2004).

The government has stated that it is committed to supporting the in-
clusion of traditional practitioners in the health sector, and in 2004, The
Traditional Health Practitioners Bill went before Parliament. However the
very nature of traditional health care makes it very difficult to regulate due
to the supernatural and spiritual characteristics it incorporates into healing.
Presently “traditional medicine cannot be taught, assessed or subjected to
standardised tests of competence and proficiency” (Meissner, 2004). However
that being said it provides for the spiritual and social needs that conventional
medicine often does not address, which are particularly pertinent to South
African culture.

Regulation and research into the practices of traditional practitioners
will hopefully halt the emergence of charlatans; preserve local culture and
medicine; provide scientific rationale for why a treatment works; and ensure
that patients are exposed only to safe and efficacious treatments (Gbodossou
et al., 2005). However there is currently no incentive for large pharmaceu-
tical companies to support research into traditional medicines, because if
cheaper treatments were found (for instance in HIV/AIDS treatment) their
profits may be reduced (Gbodossou et al., 2005). Furthermore scientific re-
search that is vigorous and maintains high standards is expensive and time
consuming. Gbodossou et al. (2005) and Richter (2003) recommend that
government and bilateral donors pledge their support, infrastructure and re-
sources to the process of regulation and research.
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3.4 Child health in South Africa

South Africa is faced with many complex problems of which one is the pro-
vision of adequate maternal and child health care. The Millennium Develop-
ment Goals attempt to tackle some of these issues with Development Goal
number four seeking a reduction in the under five mortality rate to fewer
than 40 deaths per 1000 children (South Africa Every Death Counts Writing
Group, 2008; The United Nations Children’s Fund, 2009).

The Millennium Development Goals are a set of goals that were devel-
oped in order to address worldwide societal problems. As Hanson et al.
(2010) state “there is a substantial gap between what could be achieved and
what is actually being achieved in terms of health improvement in low- and
middle-income countries”.

Although cost effective interventions exist, South Africa is not achiev-
ing targets set in the Millennium Development Goals for maternal and child
health, due to the fact that coverage of those services is not sufficient. This
will continue unless there is an immediate improvement in access to these ser-
vices. The under five mortality rate has in fact risen between 1990 and 2008
from 56 to 67 deaths per 1000 children (South Africa Every Death Counts
Writing Group, 2008; The United Nations Children’s Fund, 2009; Hanson
et al., 2010).

Millennium Development Goal number four addresses reducing child mor-
tality. In order to fully improve child health in South Africa, for example
a reduction in under five mortality from diseases such as diarrhoea, it is
necessary to establish why it is that caregivers make the health care choices
that they do regarding the seeking of care (South Africa Every Death Counts
Writing Group, 2008; The United Nations Children’s Fund, 2009).

One of the leading causes of child mortality in South Africa, is diarrhoea.
Diarrhoea poses a major obstacle in health care in that it has environmental,
social and economical components. For instance in the access to safe, clean
water. In the Eastern Cape of South Africa, the incidence of diarrhoea, in
2009, among children who are under 5 years of age was 110 per 1000 children
(Health Systems Trust, 2009).

Currently in South Africa many people make use of mixed care, seem-
ingly without desire for continuity of care. For example use of a drip was
noted in the study by Friend-du Preez et al. (2009) as being a reason for
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utilising a hospital in conjunction with a traditional practitioner, although
not all of the participants in their study understood the rationale for using a
drip. Nxumalo et al. (2011) found half of the respondents in their study who
had sought a traditional practitioner in the previous month had also sought
conventional medicine, either simultaneous or in succession.

If there is continuity of care (in terms of patients seeing the same health
care professional in follow up visits) it is more likely that patients will feel
able to develop trusting, long-term relationships with staff, which benefits
communication and open dialogue. However personal trust can be harmed
by a face to face encounter where the patient-provider relationship is not
productive. In general terms for trust in a public health system to be main-
tained it is pertinent that facilities provide patients with the services that
are expected, such as tolerant staff and required medicines (Russell, 2005).

Kale (1995) elaborates on three aspects that western practitioners could
learn from traditional healers. The first is that enough time must be allocated
to a patient so that they feel that their concerns have been heard. The pa-
tient should also be completely satisfied that they have been taken seriously.
Secondly the patient should be treated holistically in that the body and the
mind should both be jointly considered. And thirdly the patient should be
considered in the context of the community in which they live with family
members being included in treatment as needed.

3.5 Other factors impacting on health care access

Other areas of interest to this study regard two identified health economic
concepts which play roles in health care access.

The first is that of asymmetry of information, meaning that the health
care provider is in control of health information, leaving the patient relatively
uninformed (Ensor and Cooper, 2004).

Patients would ultimately like to purchase quality health care which will
restore them to health, but as health skill and effort (proxies for quality)
are not observable, this is not possible. Thus patients are unable to buy the
particular health care that they desire as they lack the necessary information
to evaluate if the treatment they have received is the health care that was
needed. Instead they must make a choice as to which health care provider
they access according to who they feel is appropriate (Leonard, 2000).
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A provider who does not involve a patient in decision making process,
maintaining information asymmetry and dis-empowering the patient, may
additionally reduce the acceptability of health care to the patient (Mclntyre
et al., 2009).

The second is the factor of uncertainty in health care, which refers to
the fact that one is uncertain when a health concern will arise which often
means that finances need to be mobilised quickly with short notice (Ensor
and Cooper, 2004). Due to the inherent uncertainty in health care, patients
are compelled to trust health practitioners intentions and decisions. Further-
more trust assists communication between patients and providers facilitating
patient centered treatment. Trust can either be placed with a provider or
simply with the institution on a more intangible level (Russell, 2005).

4 Conclusion

There is evidence in countries such as Bangladesh that where services to treat
diarrhoeal disease are made more accessible to the community that there is a
subsequent reduction in child mortality (The World Health Organisation and
The United Nations Children’s Fund, 2010). Coverage of health care services
(such as those for diarrhoeal disease) rely on both the people accessing the
services, as well as the services reaching out to individuals in an effective and
satisfactory manner (The World Health Organisation and The United Na-
tions Children’s Fund, 2010). Thus in order to improve uptake of diarrhoeal
disease services, quality, effectiveness and access all need to be addressed.

In the past, few studies have been undertaken to investigate various as-
pects relating to access to traditional healers and western medicine. The
focus in terms of access is often on the availability and affordability of health
care, however there is a scarcity of data regarding the acceptability of health
care. Of those studies that do tackle the issue of acceptability, the spotlight
is frequently on HIV services. More research is needed in relation to accept-
ability of access to other health care services such as child health care.

South Africa is falling short of the Millennium Development Goal num-
ber four of reducing child mortality. Although cost effective interventions
for diseases, such as diarrhoea, currently exist, due to the low coverage of
numerous services, set targets are yet to be met (Hanson et al., 2010). One
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of the components in Millennium Development Goal number four is that of
reducing the under five mortality rate to under 40 deaths per 1000 children
or achieving a average yearly rate reduction of 4% or higher for the period
1990 to 2008 (South Africa Every Death Counts Writing Group, 2008; The
United Nations Children’s Fund, 2009).

In order to address the problems associated with not meeting the Millen-
nium Development Goals, it is important to understand why it is that these
goals are not being met. In South Africa, there is currently a parallel health
care system of traditional practitioners and public sector facilities. In un-
derstanding why the coverage of services is low one needs to understand the
rationale for the publics’ health care choices. Mclntyre et al. (2009) suggest
that access needs to be evaluated in terms of all three dimensions (afford-
ability, availability and acceptability), in order to truly understand barriers
and enablers of health care use.

“Patients seek quality health care because it improves not only their ex-
perience of visiting a health care provider, but their health as well” (Leonard,
2000). It has been proposed that “the benefits of health care come not just
from the ability of a health care provider to produce health but from the
provider’s motivation to do so” (Leonard, 2000).

In some ways this quotation sums up the most important aspects of health
care. Patients are not passive in their choice of health care but rather have
many internal and external factors playing roles in their decisions. Patients
choose what they feel is the best quality health care as they see that this will
be the most beneficial choice for their health. However a patient’s choice of
quality health care may not correspond to health care of the highest quality.
Thus empowerment is needed in the form of education and information re-
garding health and health care in order for South Africa’s health care system
to be wholly utilised. Furthermore a health care provider is impacted on by
various choices, one of which is motivation. Motivation is an aspect which
can determine the quality of health care due to its result on the attitudes
and behaviours of health care staff.

Although in the past studies have been completed with regard to access in
terms of affordability and availability, acceptability still requires more inten-
sive research. Demand-side barriers and acceptability in general are difficult
topics to research as they must be studied in a natural environment where
many confounders may be present (Ensor and Cooper, 2004). Thus one
should limit the other factors by selecting a suitable study area if possible
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or more importantly acknowledge that dimensions within the access frame-
work (acceptability, affordability and availability) should not be studied or
considered in isolation.

Furthermore data regarding the rationale of patients utilising traditional
practitioners either in tandem or in parallel to conventional health care ser-
vices is lacking. The advantages of incorporating traditional healers into
the national health system would be that of enabled use of local knowledge,
which treats both the physical and spiritual aspects, providing psychological
support (Richter, 2003; Wreford, 2008).

Resources need to be allocated, so that policy can be made with re-
gard to traditional practitioners. Only then can regulation of traditional
practitioners take place, ensuring safe and efficacious treatments for society.
Furthermore studies from a public health perspective are needed to assess
cost-effectiveness, quality of health care and patient satisfaction when using
traditional and/or conventional health care services.
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Abstract

Background: Diarrhoea presents a considerable health risk to young chil-
dren and is one of the leading causes of infant mortality. Although proven
cost-effective interventions exist, South Africa is falling short of reaching the
Millennium Development Goals set for maternal and child health. The rural
area surrounding Zithulele in the Eastern Cape of South Africa, like many
rural areas, continues to have a parallel health system comprising traditional
practitioners and formal health care services. Historically this is the area of
the AmaXhosa People who speak IsiXhosa and practice traditions pertaining
to their culture. It is in this setting that this study aimed to qualitatively
examine the acceptability of access to Zithulele Hospital.

Methods: Using a purposive sampling technique, 8 focus group discus-
sions (FGD) and 11 key informant interviews were chaired by the primary
investigator in January 2011. These FGD and interviews explored the rea-
sons that mothers seek health care for their children with diarrhoea, either
from a traditional practitioner and/or a formal facility.

Results: It was found that seeking health care from a traditional practi-
tioner is deeply ingrained in the culture of the rural society around Zithulele.
People’s beliefs about the causative agents of diarrhoea are at the heart of
seeking care from traditional practitioners, often in order to treat curses,
witchcraft and bad spirits. A combination of care is acceptable to the com-
munity, but not necessarily to the formal health care staff. This is due
to areas of concern such as the inclusion of detergents in some traditional
medicines and the unknown ingredients which could be toxic to children.
These factors highlights the complexity of the task of regulating traditional
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practitioners.

Conclusion: Traditional practitioners can be seen as a valuable human
resource in South Africa, especially as they are culturally accepted in the
communities they practice in. However if allopathic and traditional prac-
titioners are to work towards a common goal of providing safe health for
all, standards of practice that provide safe, efficacious treatment should be
supported. Additionally more communication is needed between formal and
traditional practitioners to aid mutual understanding.

Highlights

1. Seeking health care from traditional practitioners appears to be pro-
foundly ingrained in culture of the rural society around Zithulele.

2. A deep unquestioning belief in traditional practitioners ability to treat
curses, bad spirits and witchcraft is central to their involvement.

3. A combination of formal and traditional health care appears to be
acceptable to the community surrounding Zithulele Hospital.

4. Regulation of traditional practitioners is needed prior to formalised
referral between western and traditional practitioners.

5. At a local level intervention is needed regarding the use of detergents
in some traditional medicines for infants.

Keywords

Acceptability, access, child-health, South Africa, rural, traditional practi-
tioners
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1 Introduction

South Africa has a very unique situation when it comes to health care due to
its history and the implications of this history. The particular features that
make it unique are, the longstanding use of traditional practitioners, as well
as a history of previous colonial rule, previous apartheid policies and discrim-
ination, and post apartheid health care reform (Coovadia, Jewkes, Barron,
Sanders and Mclntyre, 2009). Although not all these factors directly relate
to health care, to a degree, they are intertwined with South African health
care. There are, however, other low and middle income countries that one
can cautiously compare South Africa’s health situation to, in an attempt to
suggest possible strategies for improving the health care system. For instance
one can draw parallels between South Africa; Ethiopia; India and Bangladesh
(Balabanova, McKee and Mills, 2011; Mahmood, Igbal, Hanifi, Wahed and
Bhuiya, 2010; Talukder, 2011).

Like South Africa the rural population in Bangladesh is served by govern-
ment health facilities, as well as utilising forms of non-allopathic medicine.
It was found in Bangladesh that patients often seek non-allopathic medicine
prior to attending a government health facility where the patient load per
physician is very high (Talukder, 2011).

Balabanova et al. (2011) imply that Bangladesh like South Africa, needs
to maintain effort to decrease child mortality in an attempt to reach Mil-
lennium Development Goals. Unlike South Africa, Bangladesh is considered
to be ‘on track’ to meet the Millennium Development Goal number four,
regarding reducing the under five mortality (Balabanova et al., 2011).

In Tamil Nadu in India, the government has made a concerted effort to
incorporate indigenous medicine in its primary health care services. Addi-
tionally support of indigenous service has been provided by promoting re-
search into indigenous medicine (Balabanova et al., 2011).

As discussed in a paper by Coovadia et al. (2009) South Africa’s history
has played a prominent role in the current health situation. In order to meet
the Millennium Development Goals set for South Africa, focus is needed to
rectify ‘income inequality, improve access to the full range of social services,
introduce a broad ranging development policy, and promote gender equity’
amongst other problems (Coovadia et al., 2009).

Diarrhoeal diseases are an important problem to address if the Millen-
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nium Development Goals are to be achieved in South Africa, specifically, the
reduction of child mortality. The environmental context, as well as social and
economic factors, play an important role in diarrhoeal disease, for instance
in the ability to access clean, safe water. In low and middle income countries
such as South Africa, pneumonia and diarrhoeal diseases are responsible for
approximately 40% of deaths in the under five age group for children (The
United Nations Children’s Fund, 2009).

In South Africa the under five mortality rate has actually risen between
1990 to 2008, from 56 to 67 deaths per 1000 children. This indicates that
the country is not progressing towards the Millennium Development Goal
(number four) of reducing the under five mortality rate to under 40 deaths
per 1000 children or achieving a average yearly rate reduction of 4% or
higher for the period 1990 to 2008 (South Africa Every Death Counts Writ-
ing Group, 2008; The United Nations Children’s Fund, 2009). In the East-
ern Cape of South Africa, the incidence of diarrhoea in children who are
under 5 years of age was 110 per 1000 children in 2009 (Health Systems
Trust, 2009). There are relatively cost-effective interventions available to
prevent or treat diarrhoeal diseases but the low uptake of these interven-
tions is problematic (Waiswa et al., 2008; South Africa Every Death Counts
Writing Group, 2008; The United Nations Children’s Fund, 2009; Hanson
et al., 2010).

Consequently, the issue of access to those interventions needs to be ad-
dressed. One way to conceptualise access is by using a model which encom-
passes three dimensions: affordability, availability, and acceptability. Avail-
ability refers to the geographical access, the hours an institution is open and
the impact this has on utilisation and the type of services offered by the
staff. Affordability refers to the financial implications of the health seeker’s
behaviour and the ability of the individual to pay for these services. Accept-
ability looks at the cultural acceptability of services in terms of the individ-
ual’s beliefs (both religious and cultural) and the provider’s attitudes (Frost
and Reich, 2008; Gilson and Schneider, 2007; McIntyre et al., 2009).

A review of current literature has revealed that little study has been
undertaken on the issue of acceptability, while there are a relatively large
number of studies that address the issues of affordability and availability.

In South Africa, where traditional medicine is commonly practiced (par-

ticularly in rural communities), when children suffer from diarrhoeal diseases,
mothers frequently take them to traditional practitioners rather than to for-
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mal health facilities. This is despite the fact that formal health facilities
provide free services to children under six years of age. This pattern (of util-
ising traditional practitioners) leads to a low uptake of formal health care

services or delayed treatment of diarrhoeal diseases in children (Friend-du
Preez et al., 2009; Kim, 2005).

Similarly in Bangladesh Mahmood et al. (2010) found that more than
half of the participants in their study (who suffered a bout of illness and
sought care) chose to seek care from a ‘village doctor’. Talukder (2011) sug-
gests that following traditional medicine, if the medication fails to help, or
the progression of the illness is rapid, patients go to a government facility at
which time they are usually very sick. “Free consultation and an intimate
social relationship are two reasons that inspire their actions” in seeking care
from a village doctor or drug seller (Talukder, 2011).

Talukder (2011) suggests that this course of action puts the patient in
a vulnerable position. They are at the mercy of the doctor’s decision with
regard to cost and due to the progression of their illness the decisions need to
be made promptly. Hence this situation can produce a ‘paternalistic’ patient-
doctor relationship (Talukder, 2011).

Unlike in Bangladesh where traditional practitioners belong to a regula-
tory board and study at a teaching college (Balabanova et al., 2011), South
African traditional practitioners are currently unregulated and receive no for-
mal training.

Historically the land around Zithulele Hospital belongs to the AmaX-
hosa People, who converse in IsiXhosa and follow certain traditions relating
to their culture. Prior to the arrivals of missionaries in the Eastern Cape
there would have only been traditional practitioners who conversed with the
AmaXhosa’s Godlike Supreme Being via their ancestors. In this way tradi-
tional practitioners are able to establish the cause of a person’s misfortune
or illness (Broster, 1981). Traditional medicine can be defined as treatment
practices that were established in rural areas before the advent of western
medicine in the area and that continue to bear a resemblance to these tech-
niques (Leonard, 2000).

It is estimated that in low and middle income countries, such as South
Africa, that 80% of the population utilise traditional medicines (Kim, 2005).
Although it is often thought that traditional practitioners are sought as they
are inexpensive, it was found (Leonard, 2000) that this was not the case.
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Leonard (2000) ascertained that payments vary depending on the outcome
of the care provided (as agreed to, prior to treatment, by the patient) in
that a successful treatment results in a higher payment than an unsuccessful
treatment.

In the past 15 years there has been a shift to improve access to health
care in South Africa. This has included “a clinic building programme, free
primary health care, exemptions for hospital fees for the poor, cash transfers,
and a patients’ rights charter” (Goudge et al., 2009). The mix of western
and traditional culture can be seen in other areas of peoples lives in the area
around Zithulele Hospital, thus it is understandable there exists a mix in
health care too.

This study explores the reasons why mothers more frequently seek care
from traditional practitioners than formal health facilities when their chil-
dren develop diarrhoeal diseases, with a particular focus on the acceptability
aspect of health care access.

The study aims to explore factors affecting the acceptability of seeking
treatment from formal health care facilities among caregivers of children with
diarrhoeal diseases in comparison with seeking care from traditional practi-
tioners.

Specifically, the study examines:
1. People’s belief in or the perceived effectiveness of traditional medicine

2. People’s belief in or perception of causative agents and appropriate
treatment of diarrhoea

3. Existing social pressure regarding certain types of health care services
4. Perceived responsiveness of traditional and formal health care providers

5. Attitudes of formal health care workers towards patients’ beliefs (re-
garding the effectiveness of traditional medicine and causative agents
and appropriate diarrhoea treatment).

Conceptually this study attempts to expose the acceptability of services
provided by formal and traditional practitioners. Through the acquisition
of greater understanding of health care choices one hopes that the health
care statuses of individuals in the community are enhanced. Greater un-
derstanding of the processes involved could aid decision making as to where
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focus should be placed, how to proceed from the current situation we find
ourselves in, what policy making is needed and whose support is required.

The study also attempts to draw policy implications on how to bring
about mutual understanding between western and traditional medicine and
extract insights on the appropriate balance between two types of health care
services in terms of health care access.

2 Methodology

2.1 Study setting

Zithulele is a Missionary Hospital in the Eastern Cape of South Africa,
which was established in 1956 and is now a government run District Hos-
pital (Gaunt, 2010). It is approximately 90 Kilometers from Umtata (the
nearest city) where patients are generally referred for secondary and tertiary
hospital services, and 260 kilometers from East London (the second closest
city). The road from Umtata ends in a cul de sac at Zithulele Hospital,
there is no formal village except for a small shop, church and hospital. The
area around Zithulele comprises pastoral landscapes, with few roads between
dwellings. Most of the population resides in mud huts with thatch roofs.
Most households do not have electricity or running water, but rather collect
water from rivers.

The O.R Tambo District in which Zithulele falls is one of 18 identified
priority health districts within South Africa. These health districts have been
selected according to maternal and child health and socio-economic indica-
tors so that focus is placed on those districts most in need of improvement
(Multisectoral HIV and AIDS Support Programme, 2011). The incidence of
diarrhoea in the district in 2007 and 2008 was 173.5 per 1000 (Day, Barron,
Monticelli and Sello, 2011) in comparison to the provincial incidence of 110
per 1000 children in 2009 (Health Systems Trust, 2009).

Although interviews were formal in nature it should be noted that due
to the setting, interviews tended to be undertaken in non- ideal situations.
There were often children, chickens and dogs coming in and out of the houses.
Sometimes people were cooking or cleaning during the interviews.
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2.2 Perspective

The primary investigator’s (PI) perspective is that of a white South African
female, who was brought up in a western culture with western medicine.
The PI then worked as a physiotherapist at Zithulele Hospital in the Eastern
Cape for one year, in a multidisciplinary team. Thus she is familiar with the
area both geographically and socially, having spent a year working, treat-
ing patients, conversing in IsiXhosa and engaging with the community at
Zithulele Hospital, in the surrounding clinics and homesteads. Although the
PI did live in the rural area around Zithulele for a year and was known to
the community, the majority of her life has been spent living in a city.

2.3 Data collection

Data was collected in the area surrounding Zithulele Hospital, during three
weeks of January 2011. Data collection methods included both key informant
interviews and focus group discussions (FGD). Both the key informants and
FGD participants were recruited purposefully. The FGD participants were
recruited with the help of health professionals and traditional practitioners
practicing in the area as well as other community members.

A small pilot study was undertaken prior to starting the formal study
to briefly assess the data collection tools (semi-structured questionnaire and
an agenda for the FGD). This comprised one key informant interview with a
health professional at Zithulele hospital in a private room, and one FGD with
two consenting mother’s at Wilo Clinic (approximately 28km or 45 minutes
drive from Zithulele). These participants were asked directly if they would
take part in the pilot study. After listening to the answers elicited from the
questionnaire and agenda, it was felt that modification was unnecessary as
the participants had provided valuable insights in their answers. And so the
formal study ensued. Data from these two sessions was not included in the
analysed data.

There were 11 key informant interviews undertaken (see table 1). Par-
ticipants that were interviewed (using semi-structured questionnaires) were
health professionals (doctors, a nurse and therapist) a community member,
a minister and traditional practitioners (sangomas and a traditional healer).
This was done in order to obtain information regarding why caregivers utilise
traditional practitioners in preference to formal health care services when
their children suffer from diarrhoea.
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They were interviewed at Ngecwanguba Clinic (approximately 23km or 40
minutes drive from Zithulele); Wilo Clinic (approximately 28km or 45 min-
utes drive from Zithulele); Zithulele Hospital; residences of staff on hospital
property; and residences of traditional practitioners within walking distance
from Zithulele Hospital.

FGD comprised 8 FGD, with 2-9 participants in each group and a total
number of 30 participants (see table 2). These FGD were held at Ngewan-
guba Clinic; Wilo Clinic; and residences of traditional practitioners and oth-
ers within walking distance from Zithulele Hospital.

Data collection tools included a semi-structured questionnaire for the in-
terview and an agenda for the FGD respectively, which were created using
existing literature. By performing a literature review during the initial stages
of this study, findings from other studies were assimilated to form a list of
probable factors which might influence where a mother would take her child
if her child had acute diarrhoea. The PI must note that although these
factors stem from literature and prior findings, they assume that mothers
around Zithulele may act in a similar way to those individuals previously
studied. Although other factors such as geography, economic circumstances,
organisational and bureaucratic components may (and in all likelihood do)
play a role in the accessibility of health care at Zithulele Hospital, these were
not incorporated into the questionnaire or agenda as the focus of this study
centered on acceptability of health care.

The topics covered in the interviews were beliefs (in relation to the causative
agents of diarrhoea, spiritual beliefs and belief in traditional medicine) of the
key informants, their/ nurses and doctors tolerance of patients’ beliefs and
the degree of fit of their beliefs with those of the community members.

The agenda for the FGD, utilised a scenario about a woman whose child
is sick with diarrhoea. The participants were then asked questions regarding
the choices she makes and asked what they might do in her situation. The
FGD covered the agendas concerning the reasons for utilising services or not,
participants cultural and religious beliefs, their beliefs in the causes of diar-
rhoeal disease, the perceived responsiveness of the health care providers, as
well as social pressures.

Data collection was administrated by the PI, who facilitated the inter-
views and FGD. Interviews were held in English where possible, otherwise
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translation was aided by a translator fluent in English and IsiXhosa. All
FGD were held in IsiXhosa and questions and answers were translated by
a translator. An electronic audio recorder was utilised in all the interviews
and FGD. Data was gathered from consenting participants in a variety of
locations as indicated in table 1 and table 2.

Due to financial and time constraints it was felt that FGD would enable
contact with a wide audience of participants with first hand knowledge of
the community, interacting as a group to produce insights that might not
have been ellicted in a one-on-one interview. It was further hoped that FGD
would illicit a common voice for mothers from the area. The use of a sce-
nario in the FGD was hoped to enable mother’s to give their opinions freely
about the scenario without feeling that they were exposing too much of their
personal experience in front of the group, stimulating them to talk openly
amongst the group.

Key informant interviews were undertaken with a select few, who were
felt would represent aspects of allopathic and traditional health care, and the
community as a whole. It was hoped that key informant interviews would
probe and question the participants in order to obtain information about the
topic at hand, from a quite a diverse range of community ‘experts’.

Mothers who were younger than 18 years of age were excluded as ethical

clearance was only obtained to question those participants who were legally
able to give informed consent to take part in the study.
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Table 1: Participant information regarding key informant interviews

Title Location of interview Code
Community member Wilo Clinic Community member
Doctor Private residence Doctor One
Doctor Private residence Doctor Two
Doctor Private residence Doctor Three
Therapist Private residence Therapist
Minister Private residence Minister
Nurse Office room at Zithulele Nurse
Sangoma Ngcwanguba Clinic Sangoma One
Sangoma Private residence Sangoma Two
Sangoma Private residence Sangoma Three
Traditional Healer Private residence Traditional Healer

Table 2: Participant information regarding focus group discussions

Number of | Age Location of FGD Code
participants
9 women | 18-50 Wilo Clinic Wilo FGD
2 women | 18-19 Ngcwanguba Ngcewanguba
Clinic FGD One
5 women | 19-40 Ngewanguba Ngcwanguba
Clinic FGD Two
4 women | 40-60 Ngcwanguba Ngcwanguba
Clinic FGD Three
2 women 18 Sangoma’s Sangoma FGD One
residence
3 women | 23-30 Private Sangoma FGD Two
residence
3 women 40+ Grant pay Sangoma FGD Three
point
2 women | 28-32 | Traditional Healer’s | Traditional Healer FGD
residence
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2.4 Data analysis

A qualitative exploratory approach was used for data analysis. Both induc-
tive and deductive processes were utilised to analyse the data. Themes were
developed based on a literature review, leading to study objectives, however
other themes identified during the process of data collection and analysis
were explored.

The electronic audio files were transcribed word for word in English in a
quiet environment. It was felt that the translations by the translator pro-
vide cultural interpretation and insight into the subtle nuances of IsiXhosa
dialogue and hence these translations were used in the analysis. Quality of
translation was ensured by the PI personally verifying the IsiXhosa transla-
tions.

Coding was done manually (using Microsoft Office Word 2003), by firstly
identifying recurrent ideas, grouping these systematically into broader themes,
reducing the themes into concepts and then seeing how they applied to the
framework objectives developed prior to the study. To ensure that the in-
terpretation is sound a framework based on current literature was developed
prior to the study, however the interpretation and understanding is that of
the PI.

2.5 Limitations of the study

As this was a small, unfunded study, it had both time and financial restric-
tions. These restrictions may have limited the study as the PI was unable
to fund word for word translation of the interviews and FGD, after they had
been recorded, by someone whose mother tongue is IsiXhosa. However the
PI hopes that by personally verifying the translations, that translation errors
have been kept to a minimum.

These restrictions may also have limited development of the question-
naire as the PI was only able to visit the site once for three weeks and so
only tested the quality of the interview and FGD in the pilot study in the
days leading up to the formal study. However time was taken to listen to the
pilot interview and FGD in order to establish if it prompted interesting and
insightful discussion, which it did, and hence there appears to be a richness
to the data obtained in this research.
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The PI acknowledges that there may have been limitations in the ques-
tionnaire. These limitations may have resulted as the questions at times
elicited responses that were very basic in nature, only scratching the surface
of the ‘whole story’. Language barriers occasionally meant that meaning
was lost in translation sometimes resulting in a line of questioning becoming
stunted or abandoned. This can be seen as a limitation of working with a
translator, however the translator was able to add cultural perspective that
would have been lacking if PI had translated the interviews and FGD alone.
In order to mitigate short answers, both the PI and the translator made a
great effort to pursue a line of questioning to its completion. Additionally
the fact that the PI can converse IsiXhosa meant that translation errors were
kept to a minimum.

The framework although based on current literature may have incorpo-
rated the PI assumptions in that it predicted some of the expected themes
that were thought may emerge. However by utilising an inductive approach
to the data analysis the emergence of themes and ideas other than those
explored in the framework was possible. A deductive approach was then
utilised to detect if these ideas, when compared to the framework, were sim-
ilar in nature.

The use of FGD may have meant that the less vocal participants did not
express their opinions. Furthermore those who had opposing views may not
have voiced their opinions in order to keep the peace. However as the FGD
were facilitated, those women who were particularly quiet were encouraged
to voice their opinions. By making use of the scenerio women were able to
express their opinions through the actions of a fictional character.

The PI also recognizes that the focus of this study has fallen more heav-
ily on mothers’ interactions with traditional healers and although this is an
important part of access in this area it is only a part of the whole story.
However this was found to be an interesting area of focus in the setting of

Zithulele Hospital, and was a topic that those in the key informant interviews
and FGD discussed freely.

The methods used for recruitment (aided by health practitioners, tra-
ditional practitioners and community members) may have meant that cer-
tain groups of individuals were excluded. For instance mothers that tend
to treat their children at home, mothers that take their children to general
practitioners that are not working in a hospital setting, or mothers that are
socially outcast. Although this may have been the case, no mothers were
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purposefully excluded. Furthermore, the use of several people aiding with
recruitment meant that there was a wider base of participants.

The perspective of the PI may have altered the interpretation of the data,
however as a systematic approach was taken bias was hopefully kept to a min-
imum.

2.6 Theme relationships

Attitudes of formal health care workers towards patients’ beliefs, (both cul-
tural and religious beliefs) especially with regard to tolerance can be seen to
dictate the patients’ perceived responsiveness of traditional and formal health
care providers. The perceived responsiveness of traditional and formal health
care providers can also be impacted on by a patients previous experience or
existing social pressure regarding certain types of health care services.

Attitudes of formal health care workers towards patients’ beliefs also have
to do with patients’ expectations; trust; and knowledge of what type of health
care should be provided. Another dimension is that of tolerance or lack of
tolerance between traditional practitioners and formal health care workers.
This again can be based on previous experience; personal beliefs (cultural or
religious); lack of understanding when it comes to knowing what is done in
the diagnosis and treatment stages; disharmony between belief systems and
not trusting the provision of health care.

People’s belief in or perception of causative agents and appropriate treat-
ment of diarrhoea is likely to affect people’s belief in or the perceived effec-
tiveness of traditional medicine as people generally make health care choices
based on their knowledge or belief of a causative agent and hence have pre-
conceived ideas of how they should be treated.
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Text box 1: Explanation between traditional practitioners
(From participants responses)

Sangoma
A sangoma or an iqgirha is a person who has been called to ukuthwasa,
become a sangoma, by their ancestors. A sangoma is said to ‘dream’
prior to becoming a sangoma. It is important that a sangoma does rituals
as well as treating people. As long as a sangoma is doing the necessary
rituals she is even able to work in another job such as a pharmacist
observed at one of the clinics visited by the primary investigator.

Interestingly it was mentioned by several people that it is not something
that people want to do because it is hard work and is not always pleasant.
Prior to becoming a sangoma the person becomes ‘sick’ for example
some sangomas feel that their entire body aches. Once they have
accepted that they are being called to become a sangoma then this
‘sickness’ disappears.

Traditional healer
A traditional healer or inyanga or iqwele trains to be a traditional healer
at a ‘school’, however they also receive visions in which their ancestors
instruct them. For example their ancestors may tell them where to go to
collect the necessary ingredients for their medicines and how to make the
medicines or perform certain rituals.

The Community Member explained that some traditional healers will be able
to treat one problem and not another. The example which was given was
that of throat cancer, because traditional healers are sent to find ingredients
for their medicines by their ancestors some will not be able to cure throat
cancer while another may be able to.
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A Prophet
Prophets or prophetesses or abathandazeli are people who have been called
to be sangomas but they have a strong affiliation with a church.

“She can see the things that a sangoma can see but the difference
is she has got a church or she works for the church.” Traditional FGD

A herbalist
A herbalist trains in a similar way to that of a traditional healer. The
participants in the Traditional FGD said that some herbalists have
visions just like a sangoma does. Although sometimes they can sense
what is wrong with a person, they cannot always treat the problem.
If this is the case they will refer a patient to a traditional healer for
treatment in a analogous way to that of a district hospital referring
to a secondary hospital.

3 Findings

In this section the PI presents the primary findings of the study with re-
gard to why mothers/caregivers choose to take their children, suffering from
diarrhoea, to traditional healers rather than to clinics or hospitals. These
findings are discussed in terms of various recurrent themes identified both in
the pilot study and throughout this study.

3.1 Perceived effectiveness of modern medicine

The first theme is that of the perceived effectiveness of modern medicine in
the community and the possible implications this has for how a caregiver will
respond to a case of diarrhoea.

It was found in general that the community held mixed feelings towards
hospitals and clinics. Several respondents stated they would gladly utilise
clinics and hospitals because they knew that they would be afforded help
there, in some cases community members willingly stated that there is in-
deed “no place like a hospital”. Other respondents utilised modern facilities
less out of faith in modern medicine but rather because they either did not
believe in traditional medicine or they did not know of a good traditional
practitioner.
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“You know where to go if your child is sick and because now there is a
lot of people getting sick. So there is no place like hospital you know your
child is going to be helped at the hospital.” Wilo FGD

Another common reason for caregivers taking their children to hospital,
or indeed for a traditional healer to refer a child to the hospital, is that of
an intravenous drip. There exists an understanding in the community that
an intravenous drip will strengthen a child. Giving a child strength is some-
thing that in general traditional practitioners are unable to do and therefore
is a common reason for children to be taken to the hospital. It is perhaps
important to note that the hospital is not necessarily seen to be curing the
child, but rather to just strengthen it.

With regard to health education it was found that Zithulele in partic-
ular has a reputation in the community for providing basic education to
caregivers. However it was found that there still exist inconsistencies in the
community’s cultural beliefs. Some of those interviewed spoke of the first
milk (colostrum) not being good for babies as it can cause illness (amalaze,
a traditional illness). More concerning was the belief that if the colostrum is
ingested it should be purged from the child, for example by giving the child
milk of magnesium.

Contrary to this finding some respondents did say that they had been
treated and discharged from the hospital without the hospital staff explain-
ing the problem to their patients. This could be due to the discrepancy of
beliefs between traditional and modern medicine (see section 3.3).
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Text box 2: Definitions of traditional illnesses
(From participants responses)

Plate (ipleyiti)
Ipleyiti is thought to be a problem in the child’s stomach which affects
all children. Although no one interviewed was able to tell the primary
investigator if it affects all races. The symptoms are that the child is
listless, there are prominent veins on the abdomen, the stomach is
bloated, the tongue is white (there can also be sores in the mouth)
and the diarrhoea is green or alternatively the child has ‘air’ in the
stomach. The belief is reinforced by the observation of black faeces
passed by infants (meconium).

Plate is treat prophylactically by giving the child such things as milk of
magnesium, gripe water, muthi wenyoni, drops like hernurses and
staldropples or with medicine purchased from a traditional practitioner.
If this is not done then the child will develop the problem of ipleyiti
which then needs to be treated by a traditional practitioner.

Ibala
Ibala is something that is caused by a bad spirit before the child is
born for instance if the pregnant mother was cursed by standing on
a bad spirit. The child has a writhing neck and does not sit up straight.
The primary investigator was told that one can sometimes see a red
mark on the neck which spreads up the head. It is important that this
red mark does not spread to the fontanel.

“Because if its here [on the fontanel] you can’t heal the child the
child is going to die.” Community Member

“They get healed, because those that have got Ibala you just
cut [with a blade often on the neck], do the cuts so they get help.
Then they give them medicine. Yes it’s the herbal medicine. Ja, it’s
the natural herbs, that they get from the bushes and they put...
when they do the cuts they put that black powder. We call it Insisa
I dont know how you call it in English. Yes Insisi. Then after they
burn something. Ja then the child can smell [inhale| that thing, then
the medicine. Traditional medicine after that.”
Sangoma One

64



Inxeba
Inxeba is a bad spirit that affects a baby after they are born. It either
affects the anus or the fontanel. It is not necessarily that the baby is
cursed but rather that they are affected by a bad spirit, as seen in the
following quotation regarding a ‘snake’.

“Inxeba also is bad spirit that...maybe goes to the baby...its like maybe if...lets
say the father of this house has got a snake...like he’s a witch...so he’s using
the snake...so like that snake is maybe going to face that baby and he catches
inxeba that way.” Sangoma Two

3.2 Perceived effectiveness of traditional medicine

The second theme which is interlinked with the first theme discussed in sec-
tion 3.1, is that of people’s belief in traditional medicine and its perceived
effectiveness in regard to the actions of caregivers.

The most prominent idea with regard to belief in traditional medicine is
that in the case of ‘bad spirits’, doctors at a formal institution are unable to
help and the child should be taken to a traditional practitioner in order to be
healed. Ibala, inzeba and ipleyiti, are all examples of conditions that several
of those interviewed felt are best treated by a traditional practitioner rather
than at a formal institution. Some other reasons identified as leading one to
seek care from a traditional practitioner were that of proximity particularly
relating to urgency in treating one’s child and that previous experience or
habit has led one to first think of a traditional healer when facing disease.

Several respondents stated that seeking care from a traditional practi-
tioner relates purely to the beliefs (regarding the causative agents of diar-
rhoeal diseases) of the caregiver and her understanding of disease rather than
the beliefs of the community as a whole. If the caregiver attributes her child’s
diarrhoea to a curse for some reason then it is highly likely that she will re-
quest help first from a traditional healer.

The Therapist interviewed shared this view in that the reason that a
mother chooses to seek care at either a traditional practitioner or at formal

health care facility is essentially the same.

“Because every mother wants to do what’s best for the child and they
believe it’s good and helpful.” Therapist
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These two ideas, of seeking care from a traditional practitioner being
purely related to beliefs and mothers choosing where to take their children
being based on where they believe they will find the best care, illustrate to us
that a mother’s underlying belief system influences what actions are deemed
to be 'good and helpful’ to the child.

Another recurrent idea was that of previous help. In general if one has re-
ceived satisfactory assistance for a particular ailment in the past, from either
a traditional practitioner or a formal health care facility, then one should
return there. However if the illness displays different symptoms, and one
has no previous experience to rely on, the caregiver will instead rely on their
underlying beliefs (in the causative agents of diarrhoeal diseases).

Although some of the participants believed strongly that traditional medicine
works, others modestly stated that they are aware that it only works some
of the time.

“...if you take your child there, in a belief that she is going to be healed,
she gets healed most of the time.” Sangoma One

A FGD participant, who happened to be a sangoma, told her tragic story
which includes a series of choices illustrating the complex decisions that peo-
ple make in terms of their health care. Furthermore her course of action
illustrates how traditional and modern health care is used in tandem.

Her child had ipleyiti, was vomiting and had diarrhoea. Initially she took
her child to the clinic to treat the child but then went to the traditional
healer to get medicine for ipleyiti. She said that the medicine helped initially
(it was not ascertained what the medicine consisted of), but she then took
the child to an unregistered doctor, who did not take her money but urged
her to go to Zithulele as soon as possible.

At Zithulele she said the formal practitioners were upset that she had
given her child herbal medicine. The child was put on a drip but unfortu-
nately it was too late for the child and he passed away.

We do not have all the necessary information in order to draw conclusions
as to the cause of this child’s passing, however one can assume that to some
extent the act of seeking multiple treatments may have delayed the child
from seeking the care that she needed to be treated. This particular case is
an illustration of how one’s beliefs about the causative agents of diarrhoea
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and where the best place to take a child for treatment can conflict, and have
terrible consequences. Despite being a sangoma, the caregiver realised the
danger her child was in and took her to a clinic. However believing the child
had not been cured of the underlying ailment she then administered herbal
medicine.

3.3 Causes and treatment of diarrhoea

It was found throughout this study that cultural belief was central to people’s
perception of the causative agents and appropriate treatment of diarrhoea.
The community around Zithulele attributes many of the causes of diarrhoea
to curses, witchcraft and evil spirits (although causes such as: diet, unclean
water, and lack of cleanliness were mentioned by some participants).

“Mostly because they believe in witches. They...want to know the cause
of this diarrhoea, they don’t regard things like water and diet and stuff like
that. They don’t want to know if the child is being fed in the right way:.
They just want to know who’s trying to kill my child.” Community member

As mentioned above, previous experience could also play a role in deci-
sion making as suggested by the three doctors. Past experience coupled with
belief (about the causative agents of diarrhoeal diseases) could perpetuate
the use of traditional medicine.

Interestingly a number of participants including the Nurse, blamed teething
for causing diarrhoea. One of the doctors (Doctor One) interviewed said she
would strongly hesitate to blame teething for diarrhoea that requires hospital
attention.

Other causes of diarrhoea identified by those interviewed were: heat from
the sun, herbal medication, worms, not breastfeeding and incorrect mixing
of formula.

The three doctors interviewed felt that their understanding of the causative
agents and appropriate treatment of diarrhoea is very different to those who
seek health care from a traditional practitioner as they do not relate diar-
rhoea to curses or evil spirits. As alluded to in section 3.1, this discrepancy
of beliefs between traditional and modern medicine could result in a lack of
understanding between patients and modern practitioners as well as between
modern and traditional practitioners.
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There was an identified lack of knowledge of bodily systems and conven-
tional models of disease which could be blamed on low levels of education in
the community or on strong belief in the explanations given by traditional
healers and the effectiveness of traditional medicine.

3.4 Social pressure in health

In designing the analytical framework for this study it was thought that so-
cial pressure would play a prominent role in caregivers health care decision
making. However it was found that although social pressure does play a role
in decision making, it is not a driving factor in comparison to cultural belief.
Social pressure, norms and culture do however factor into decision making
as they reinforce belief in the causative factors and appropriate treatment of
diarrhoea.

The Nurse and Therapist suggested that pressure from family in partic-
ular one’s elders (such as a grandmother or mother in law) will alter where
one decides to take a child with diarrhoea.

3.5 Responsiveness of health care providers

Although the doctors interviewed appear tolerant of their patients beliefs
(regarding the use of traditional medicine and the causative agents of diar-
rhoea) they seem to be perplexed. Their patients beliefs and the medical
model in which they are taught to reason do not fit well together. A further
confounder amongst the doctors interviewed was that of their own personal
beliefs (in line with the missionary hospital in which they work) which do
not sit well with traditional beliefs.

Doctor One acknowledges that traditional healers play an important role
in society as they often spend more time with their patients than formal
health workers and they recognise the spiritual side of their patients. Con-
versely she also expressed her concerns about the interaction of traditional
medicine with formal medicine. One of her worries is that some of the herbal
remedies could be toxic. Additionally she raised the concern that household
detergents are sometimes included in treatments given by traditional practi-
tioners.
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This disharmony leaves the staff feeling bewildered as they want the best
for their patients however they cannot overlook the fact that they are not
able to accept, or do not believe in traditional medicine, and at times even
feel strongly opposed to it.

On the other hand, the community responds to the responsiveness of the
traditional practitioners who are felt to provide holistic care.

“... the reason why people like to go to the traditional healers, they give
full care to the people, they care a lot about the people and there are things
that they know that you can’t go to the hospital having this thing.” San-
goma FGD Two

These findings seem to illustrate that despite the formal practitioners
living and practicing in the community it is possible that they are not fully
accepted into the community and that patients feel more comfortable seeking
help from one of their own community members.

3.6 Attitudes and tolerance

One area where there seems to be an identified lack of tolerance is that of
mixing traditional and formal medicine. Some of the caregivers and tradi-
tional healers interviewed stated that the hospital staff can tell that a child
has been given herbal medicines and that the staff do not like this. This
could be in part due to the unknown reaction of traditional and conventional
medicine as mentioned in section 3.5. Thus some of the traditional prac-
titioners refer children prior to giving traditional medicines (for example if
the child needs to be rehydrated with a drip) and then asks the caregiver to
return for traditional treatment.

Several of the traditional practitioners spoke about the idea of tradi-
tional and formal health professionals working alongside in close proximity.
Although two of the doctors suggested that there may be scope for working
more closely with traditional practitioners, particularly in regard to issues of
stigma and psychological concerns, they were hesitant at the idea of referral
as traditional practitioners are unregulated at present.

Some of the participants felt that the personal beliefs of the staff at

Zithulele do not influence their actions in that they treat patients in an equal
manner with clear clinical judgment. For example Doctor Two expressed her
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feelings that the staffs’ strong belief in breastfeeding has positively impacted
on the community.

The Community Member felt that the doctors and nurses at Zithulele are
tolerant of patients beliefs while the three Sangomas interviewed disagreed.
Sangoma One interviewed at Ngcwanguba Clinic had the following to say:

“...they become rude, they become arrogant... they can judge her by
telling her about these [white bead bangles on wrists and ankles] maybe this
is not good. And she knows why she has got these things, so the doctors
don’t like them, don’t like these things.” Sangoma One

Doctor One and Three were undecided on whether or not the nurses and
doctors are tolerant, articulating that tolerance maybe inconsistent. Doc-
tor One expressed that on the whole the staff are interested and concerned
for their patients, but sometimes the circumstances of the day make them
slightly intolerant. Doctor Three pointed out that doctors are only human
and he feels that it weighs heavily on him seeing children dying from herbal
intoxication.

When key informants were asked if their personal beliefs opposed those
that seek health care from traditional healers Sangoma One, the Therapist
and the Minister said that people are free to make their own choices.

When the Sangomas and Traditional Healer were asked if their personal
beliefs oppose those that seek health care from a clinic or hospital, Sangoma
One said that her personal beliefs do not oppose those that seek formal
health care. She sends patients to the hospital if they look weak and she
added that she takes her own children to the clinic. Sangoma Three did not
see anything wrong with utilising formal health care in addition saying that
she thinks that it is good.

Conversely two of the doctors interviewed (Doctor Two and Three) said
that they are completely against the use of traditional medicine. However
Doctor Two expressed great insight by saying:

“I don’t think that we’ve listened enough and heard enough and I don’t

think we walk with our patients enough. I think we are quick to judge but
it’s because we have seen so much damage from what they believe.”
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4 Discussion

In this study I have attempted to address the issue of the acceptability of
access to child health care in the rural Eastern Cape, with a particular focus
on diarrhoeal diseases. I find that: belief (about the causative agents of diar-
rhoea and traditional medicine) is central to the decision making process of
caregivers with children suffering from diarrhoea; mixed (traditional and for-
mal) health care is common in the Zithulele area; intravenous drips are seen
as a draw card to attend a formal health facility often without knowing the
rationale for their use; detergents have recently been introduced into some
traditional practitioners treatments for their cleansing properties; social pres-
sure is found not to play a prominent role in decision making; and although
seeking care from both traditional healers and conventional facilities is ac-
ceptable to the community it is not necessarily to health care professionals.

In this section I briefly discuss the key results of this study in compari-
son with current literature and suggest possible policy implications resulting
from these findings.

The central finding emanating from this study it that the belief system of
the community dictates how caregivers access child health care in the rural
Eastern Cape. Seeking health care from a traditional practitioners is deeply
ingrained in the AmaXhosa culture. Traditional practitioners are perceived
to be able to treat “traditional illnesses” which result from supernatural
causes while conventional facilities are believed to be unable to treat these
illnesses. Correspondingly Friend-du Preez et al. (2009) found that the most
common reason stated for seeking a traditional practitioner was protection
from so called abantu illnesses which are related to witchcraft, spirits and
ancestors (such as ibala and ipleyiti) which formal health care facilities are
powerless to treat. Furthermore it was found that belief in the treatment
given by traditional practitioners represented 40% and 52.6% of the reasons
for choosing them as the health practitioner of choice respectively in studies
by Friend-du Preez et al. (2009) and Nxumalo et al. (2011).

Although some individuals are moving away from using traditional medicine
the majority of the rural population are still utilising traditional medicine
either in isolation or in tandem with formal health care services. Indeed
mixed care seems to be common in the Zithulele area.

Friend-du Preez et al. (2009) has the following findings in common with
this study: the symptoms often dictate where the child is taken; and efficacy
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of previous treatment added to the trust of traditional practitioners and the
continued utilisation of traditional medicine. Interestingly converse to this
study’s findings, Friend-du Preez et al. (2009) found that the vulnerability
of small children was seen as a reason to seek care from a traditional practi-
tioner as the need to protect them from bad spirits is higher. In the current
study I found that some participants feel that infant’s vulnerability is a good
reason not to administer unknown dosages of traditional medicine, but rather
take a child to a clinic or hospital.

The use of a drip was also noted in the study by Friend-du Preez et al.
(2009) as being a reason for utilising a hospital in conjunction with a tra-
ditional practitioner. Similarly not all of the participants in their study
understood the rationale for using a drip.

An additional problem is that household detergents have been integrated
into some traditional treatments due to their cleaning properties. Friend-du
Preez et al. (2009) point out that “...morbidity related to the incorrect use of
medicines and poor management of childhood illnesses represents a sizable
proportion of injury, disease, and mortality burden which could potentially
be eliminated.”

In opposition to these arguments, Airhihenbuwa and DeWitt Webster
(2004) proposition that some formal health care concepts are flawed in that
the medical model considers “health behaviour to be a-cultural”. This is
contrary to the idea that health should be defined and understood through
culture. This idea challenges formal health care to find more culturally appro-
priate ways of taking care of the community without presenting the western
health care model as the “universal truth”.

Contrary to suggestions in previous studies (Friend-du Preez et al., 2009),
social pressure does not appear to be as prominent a factor as belief (about
the causative agents of diarrhoea and traditional medicine) in health seeking
behaviour. Due to the pronounced belief in traditional illness and medicine
in the community formal health care workers are seen as unable to adequately
explain and treat health problems. Furthermore staff at conventional insti-
tutions are often seen to not wholly understand the perceived underlying ail-
ment. In contrast, however, caregivers do not always grasp the conventional
medical understanding of an illness, its causative agents, and the necessary
treatment.

In addition, as found Mclntyre et al. (2008), the responsiveness and at-
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tentiveness of traditional practitioners makes them particularly appealing
to the community whereas in formal institutions tolerance is, in some in-
stances, lacking and needs to be addressed. With the regulation of tradi-
tional medicine, respect for traditional practitioners may increase.

In 2003, Ethiopia, introduced a ‘Health Extension Programme’ where
women served their communities as health ambassadors, seeking to improve
health through the knowledge that they had acquired in various health
areas, thereby improving access to health information and some services
(Balabanova et al., 2011). This is a good example of how one can utilise
a group of individuals within a community to improve access to basic health
information. One possibility in South Africa is that by utilising the man-
power (and womanpower) that traditional practitioners represent, it might
be possible to follow Ethiopia’s example and improve access to basic heath
information.

Mahmood et al. (2010) suggests that village doctors in Bangaladesh play
a vital role in copying with the sheer numbers of patients that need to be
seen and treated. South Africa finds itself in a similar situation where doctor
patient ratios lead us to look for new solutions in order to reach the Millen-
nium Development Goals. Mahmood et al. (2010) indicate that “...making
use of the available pool of under-skilled providers, particularly the Village
Doctors, can be a feasible option”. Omne of the ways that village doctors
in Bangladesh can be valuable is in appropriate referral of patients to more
qualified health care professionals (Mahmood et al., 2010). Mahmood et al.
(2010) suggests that kind of system “warrants building a productive network
where the services of Village Doctors and the physicians would complement
each other”. In South Africa, traditional healers could potentially play a
similar role, however as in the case of the village doctors in Bangladesh, they
would need training in order to adhere to practice standards.

There seems to exist a great disharmony between traditional and con-
ventional health practitioners in the rural Eastern Cape. I have seen that
many community members have mixed feelings toward hospitals and clinics
leading them to, in many cases, prefer to consult a traditional practitioner.
The successful results of using both informal doctors and formal doctors in
Bangladesh relied on the provision of care being complementary in nature
(Balabanova et al., 2011). If South Africa is to have similar success, then the
root cause of this identified disharmony needs to addressed, prior to expect-
ing the formation of symbiotic relationships in South Africa, similar to those
found in Bangladesh.
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Balabanova et al. (2011) in their research into the health progress of five
low and middle income countries, found that health improvements were due
to factors over and above health system strengthening, such as political sin-
cerity, increased literacy and development of road infrastructure. Notably in
Thailand contributing factors to health performance success included ‘eco-
nomic growth and poverty reduction, a high level of female literacy and a
fall in the gender literacy gap’ (Balabanova et al., 2011).

Thailand can be seen as a great role model for low and middle income
countries to emulate, as it was very successful in reducing under five mor-
tality, among other health objectives that it reached. Its success in health
system strengthening meant that in the early 2000’s all the Millennium Devel-
opment Goals had been met. In order to meet the Millennium Development
Goals the following actions where taken: ‘free antenatal care, skilled birth
attendance, family planning, and immunization’ for all; provision of medical
staff to rural areas through government bonding schemes; ‘financial risk pro-
tection’; continuity through the years in government leadership and vision;
involvement of the ‘Royal Family’ in projects aimed at rural development;
and evidence based policy formation (Balabanova et al., 2011).

In Tamil Nadu in India, it is thought that the inclusion of indigenous
medicine and treatments into the primary health care system has expanded
the access to health services (Balabanova et al., 2011). This is something
that South Africa may want to consider in the future, once regulation has
been introduced.

If we are to improve the uptake of services at modern health care facil-
ities in South Africa several factors need to be a addressed. Firstly, formal
health care staff need to become more aware of the cultural beliefs and un-
derstandings of illness in order to better serve the community. Secondly,
the community needs to be informed of the conventional causes and treat-
ments of diarrhoea and how they operate, this requires improved education
aimed particularly at women who are the primary caregivers. Finally, the
role of the traditional practitioners needs to be regulated and respected, and
possibly restricted if the health care provided is hazardous for small children.

Some policy implications of these findings are as follows:

e In this study a high level of acceptance of traditional practitioners was
revealed. Other countries such as Bangladesh and India have success-
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fully utilised ‘lay’ doctors trained in basic health care to improve the
dispersion of health care information, and this could be beneficial in
South Africa, by utilising traditional practitioners as a valuable human
resource.

Although traditional medicine appears to be highly accepted among
the community around Zithulele Hospital, it is not seen as completely
acceptable to the allopathic health care staff. Two of the major rea-
sons found in this study that traditional medicine is not accepted by
formal health care staff are, its potential toxicity to children and the
use of detergents in some medicines. At a local level there is a need to
address the use of detergents in traditional medicines. However on a
national level there is a need to regulate traditional medicine in order
that traditional practitioners provide safe, efficacious treatment, which
satisfy a set of standards that are equal in their rigor to formal princi-
ples, in line with patients’ human rights (as is also suggested by Richter
(2003)).

Regulation will require commitment from the government to invest in
establishing the safety of traditional medicines, promoting relevant re-
search and the passing of the Traditional Health Practitioners Bill. As
was the case in other low and middle income countries, things over and
above health system strengthening are needed. These include (among
other things): vision, quality leadership, centers of excellence, economic
stability, continuity in ideas and higher levels of female literacy.

In order that traditional practitioners are not exploited, care is needed
to protect the intellectual property rights of traditional healers when
it comes to pharmaceuticals that prove to be safe and efficacious.

There was an identified lack of bodily understanding by the participants
in this study, which could in some cases lead mother’s to not question
the treatment given by traditional healers or formal health care workers.
Improved quality of education is needed in the area around Zithulele
with an emphasis on female literacy so that the rural population are
better equipped to make informed choices about their health.

Communication channels need to open between traditional and for-
mal health care practitioners so that common understanding can be
reached. Formal facilities could possibly meet with the community to
develop more culturally appropriate services.
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It was hoped that this study would gain an holistic overview of why peo-
ple make the health care decisions that they make, however realistically due
to the large influence of the hospital on the area the ideas represented are
quite specific to the region and caution should be taken when trying to gen-
eralize it to a larger area.

Future studies of acceptability in the Eastern Cape as a whole could high-
light commonly occurring issues in the integration of modern health care into
into rural areas and facilitate a more holistic and culturally suitable health
system. Furthermore research will be needed regarding the regulation of tra-
ditional practitioners in their provision of safe and effective treatments.

5 Conclusion

Through the experience of other countries’ health situations one can learn
a great deal. South African needs vision, support, inspiration and commit-
ment in order to achieve the Millennium Development Goals, in particular
goal number four, reducing under five child mortality. Ideas such as util-
ising ‘village doctors’ (traditional practitioners in our case) as was done in
Bangladesh can be adapted cautiously for our own health system, provided
training and management is at a high level.

It appears that seeking health care from traditional practitioners is pro-
foundly ingrained in AmaXhosa culture. Central to this health seeking be-
haviour is the belief in the traditional practitioners ability to treat curses,
witchcraft and bad spirits which hospitals and clinics, are powerless to treat.

That been said a combination of formal and traditional health care ap-
pears to be acceptable to the community and traditional practitioners, al-
though not necessarily to the formal health care staff.

This leads to the recommendation that traditional medicine should be
regulated in such a way that it provides safe, efficacious treatment for pa-
tients in line with their human rights, prior to formalised referral between
western and traditional practitioners. As regulation is a resource intensive
process, in the mean time, traditional and formal health care professionals
should try to improve communication in order to aid mutual understanding.

Furthermore in order to improve the health system in South Africa, an
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inter-sectoral approach is needed which incorporates the education sector.
Emphasis on quality education is required in order to empower women, so
that they are better able to make informed decisions about their and their
dependents health care.

As in most cases, acceptability of health care, is a complex issue. Perhaps
even more complex and intriguing are the reasons that mothers make the
health care choices that they do. This study has revealed that in general the
community around Zithulele continue to have a profound belief in traditional
medicine, although some have a preference for attending Zithulele Hospital.
Reasons for choosing a particular form of child health care appear to be
clear to the mothers involved, however the course of action chosen does not
always result in the desired effect of successfully treating a child for diarrhoeal
disease.
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Part IV
Policy Brief

South Africa’s dual health care system

Why and how do caregivers make use of both the conventional and traditional
health care systems when their children suffer from diarrhoea?

Source: This policy brief is based on the article
“Acceptability of access to child health care, in the rural area
around Zithulele Hospital in the Eastern Cape”
written for dissertation purposes at the University of Cape Town.
Author: Lucy Shillington, Masters in Public Health,
Health Economics, candidate 2011.

For more information about this policy brief:
please email Lucy Shillington, (lucyshillington@gmail.com).

Introduction: Although proven cost-effective interventions exist for dis-
eases such as diarrhoea, South Africa is still falling short of reaching the
Millennium Development Goals set for maternal and child health due to low
coverage of services. One existing issue is that caregivers in the rural (and
some urban) areas of South Africa continue to utilise both traditional and
formal health care services, either separately or in conjunction, when their
children suffer from diarrhoea. As effective interventions have not been used
by those who have the potential to most benefit from them, progress towards
the Millennium Development Goals has been undermined.

Research objective: Formative research into the reasons mothers seek
health care for their children with diarrhoea, either from a traditional prac-
titioner and/or a formal facility.

Methods: Qualitative research methods were used with a a purposive
sampling technique. 8 focus group discussions (FGD) and 11 key informant
interviews were chaired by the primary investigator in January 2011.

Findings: Health care choices, made by caregivers with children suffering
from diarrhoeal disease, were found to be based on a complex variety of fac-
tors including cultural belief, social pressure, belief in particular treatments
and previous experience. Curses, bad spirits and witchcraft are considered
(believed) by many in the area around Zithulele to be causes of diarrhoea. It
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was found in the current study that seeking health care from traditional prac-
titioners, who are currently unregulated in South Africa, is deeply ingrained
in the culture of the rural society, with belief in traditional practitioners abil-
ity to treat curses, bad spirits and witchcraft, being central to this choice.
The profound belief and utilisation of traditional medicine highlights the
difficulty in regulating traditional practitioners, as the rural society around
Zithulele continue to seek their care and treatment even though they are
unregulated.

Interestingly it was found that a combination of care, accessing both
formal and traditional health care, is largely acceptable to the community,
however this was not necessarily the case for formal health care staff. A
disturbing trend is that detergents have recently been introduced into some
traditional practitioners treatments for their cleansing properties. What this
study has illustrated is that rural South African’s will continue to access
traditional care despite the availability of free care at formal facilities for
children under six years of age.

Policy implications: In light of the findings there is a clear need for a
change in policy regarding the integration of traditional beliefs and medicine
into the public health care model. In order for this to be a achieved one
recommendation would be that traditional health care workers need to be
regulated in order to maintain standards of practice that provide safe, ef-
ficacious treatment in line with patients’ human rights. Regulation is also
required in order to facilitate formalised referral between western and tradi-
tional practitioners. This would result in culturally acceptable health care
for the general public. Thus government support and resources are required
to ensure this regulation is effective. In addition:

e A regulatory framework needs to be provided within which traditional
medicine and formal medicine can work together in order to avoid de-
lays in access to health care for children with diarrhoea.

e On a local level, intervention is needed to address the use of detergents
in some traditional medicines.

e Dialogue between formal care providers and traditional practitioners
needs to be facilitated so that they can understand each other and
collaborate to promote good health care and disease prevention.

e As found in previous studies this intervention requires an inter-sectoral
approach to empower women for instance through improved education
and information with regard to health care.
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Part V
Appendices

Appendix 1: Written informed consent for Key
Informant Interviews

Acceptability of access to child health care, in the rural area around Zithulele
Hospital in the Fastern Cape.

This study is conducted by Lucy Shillington from the University of Cape
Town, Health Economics Unit, Masters in Public Health Department for a
Masters Dissertation. It may be published in the future.

The purpose of the study is to investigate the acceptability of care of
patients at Zithulele Hospital. The significance of this study is to see what
affects the acceptability of accessing Zithulele Hospital in terms of access to
child health care services, in particular for the treatment of diarrhoeal
disease.

Key informants from the area around Zithulele Hospital who give informed
consent will be able to take part in the study. Questions will be asked and
the answers will be recorded using an electronic audio recorder. A
translator will assist in translation if key informants speak Xhosa. These
interviews will then be transcribed and written in English.

Interviews will begin on the 10th January 2011 and will cease on the 29th
January 2011. The interviews will take approximately one hour. There will
be no follow up interview.

Each subject’s transcribed interview will be encoded to ensure
confidentiality and the participants may withdraw from the study at any
stage. Feedback of results will be available to participants on request.
There will be no risks, benefits nor cost involved for the participants in this
study. There is no insurance cover for participants in this study should
harm come to any subjects.

Ethical approval for this study will be secured from Zithulele Hospital and
The Faculty of Health Sciences Human Research Ethics Committee. All the
research will adhere to the Declaration of Helsinki (2008).
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If there are any further questions with regards to the study feel free to
contact Lucy Shillington at lucyshillington@gmail.com or cell number
0763928367. In additional, participants can contact the Human Research
Ethics Committee (Professor Marc Blockman) if there are any questions
regarding their Rights and welfare as research subjects.

Informed Consent Form

University of Cape Town, Health Economics Unit in the School of Public
Health and Family Medicine, Faculty of Health Sciences.

| IO have read (or had read to me by .................. ) the information
sheet. I understand what is required of me and I have had all my questions
answered. I do not feel that I am forced to take part in this study and I am
doing so of my own free will. I know that I can withdraw at any time if I so
wish without any repercussions.

Signed:

Participant .................. Date and place ..................
Researcher .................. Date and place ..................
Witness .................. Date and place ..................

Appendix 2: Key Informant interview

e Key Informant interview will last approximately 1 hour.

e Key informant title or role: e.g. Doctor ...................

Questions about acceptability of child health care: approximately
50 minutes

People’s belief in or the perceived effectiveness of traditional medicine.

1. Why do mothers seek care from a traditional practitioner when their
children have diarrhoea?

2. Why do you think a mother whose child has diarrhoea would go to
Zithulele Hospital for treatment?

People’s belief in or perception of causative agents and appropriate
treatment of diarrhoea.
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3. Do you think that mothers who take their child to a traditional
practitioner when they have diarrhoea, have a different understanding
of the causative agents and appropriate treatment of diarrhoea,
compared to you?

4. Do you/doctors and nurses give information to mothers regarding
cleanliness, the mixing of a rehydration solution and encourage
mothers to breast feed exclusively in the infant’s first 6 months of life?

Existing social pressure regarding certain types of health care services and
perceived responsiveness of traditional and formal health care providers

5. Do you think your/ nurses and doctors’ beliefs influence the way the
patients are treated?

Attitudes (tolerance) of formal health care workers towards patients beliefs
(regarding the effectiveness of traditional medicine and causative agents
and appropriate diarrhoea treatment).

6. What do you think about using traditional medicine for children?

7. Do your cultural and religious beliefs oppose those who seek care from
a traditional practitioner?

8. Do you consider yourself/ doctors and nurses tolerant of patient’s
beliefs?

e Conclusion: approximately 5 minutes.

e Ask the key informant if he has anything more that he would like to
say.

e Thank him for participating and give him the thank you letter
(appendix 6).

Appendix 3: Standardized Introduction to

Focus Group Participants
My name is Lucy Shillington and I am studying for a Masters in Public
Health at the University of Cape Town. I am doing a project to try to find

out what people around Zithulele think about going to Zithulele Hospital
and why you want to or don’t want to go to Zithulele Hospital.
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I do not work for the government and I have no money for you. I am just
asking you to talk with me in this group. If you don’t want to talk you
don’t have to stay and you don’t have to answer my questions. But it
would help me if you talked with me so that I can understand. You are free
to leave at any stage.

When I write my project I will not write down anyone’s names. I will just
write that I was told these things by a group of people from this area. This
project might help people to understand better, why people go to the
hospital or don’t go to the hospital. I am not promising you that anything
will change. Do you agree to talk with me?

Appendix 4: Focus Group Outline

e Group discussion will last 1-2 hours.

Introduction (appendix 3).

Group task one (ice breaker): Communication.

Line up oldest to youngest.

Group task two (ice breaker): Trust.

e Two people blindfolded, one feeds the other person a sweet.

Ideas for group discussion: approximately 50 minutes.

Outline scenario: A mother wakes up in the night and her child has
diarrhoea and is very sick. She holds the child and then put him down to
sleep. In the morning he still has diarrhoea and is very weak. She takes
him to the nearby traditional healer.

1. Why did the mother go to the traditional healer? Prompt: Did
someone tell her to go there? (People’s belief in or the perceived
effectiveness of traditional medicine).

2. What could have caused the diarrhoea in her child? (People’s belief in
or perception of causative agents and appropriate treatment of
diarrhoea).
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3. What does the traditional healer do for the child and does he explain
the problem? (Perceived responsiveness of traditional and formal
health care providers).

4. Do you believe it works? (People’s belief in or perception of causative
agents and appropriate treatment of diarrhoea).

5. Why did she not take him to the clinic? (Attitudes of formal health
care workers towards patients beliefs).

The traditional healer gives the child an enema and the mother takes the
child home. The diarrhoea gets much worse and now there are no tears
when her child is crying. She takes him to Zithulele Hospital.

6. Why did she go to Zithulele hospital? Prompt: Did someone tell her
to go there? (People’s belief in or the perceived effectiveness of
traditional medicine and existing social pressure regarding certain
types of health care services).

7. If your child gets sick where do you go?

8. Does going to Zithulele fit with your cultural or religious beliefs?
(People’s belief in or perception of causative agents and appropriate
treatment of diarrhoea).

9. Does the person that helps your child explain the problem to you?
(Perceived responsiveness of traditional and formal health care
providers).

The child is given a drip and some strong medicine and is much better. The
child and mother go home. The next week the child again gets diarrhoea.

10. Where does she take the child this time? (Existing social pressure
regarding certain types of health care services and perceived
responsiveness of traditional and formal health care providers).

11. Why does she take him there? (People’s belief in or perception of
causative agents and appropriate treatment of diarrhoea and
attitudes of formal health care workers towards patients beliefs).

e Conclusion: approximately 10 minutes.

e Ask each participant if they have anything more that they would like
to say.

e Thank the group for participating (appendix 5).
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Appendix 5: Verbal Thanks for Focus Group
Participants

Thank you very much, without your help I could not have done my project.
Thank you for telling me your opinions and for talking to me. I have learnt
a lot from you and hopefully other people can also learn from what you
have told me. I may send my project to a journal so that other people will
be able to learn from this talk and the other talks I have had with other
people around Zithulele. But I will not write your names down or tell
people who told me what.

I will send a copy of the final project in English to Doctor Ben Gaunt at
Zithulele Hospital in August 2011 if you want to read it.

Appendix 6: Letter to Key Informants

University of Cape Town,
Observatory
31st August 2010

Dear

I would like to express my sincere appreciation for your valuable
participation in my research project. Thank you for making yourself
available, giving of your time and committing yourself for the duration of
my project.

As the results collected are very valuable for learning about acceptability of
access, my Masters Thesis may be submitted for publication in the near
future. Once again I would like to remind you that confidentiality has been
preserved and no names have been mentioned.

A copy of the final write up will be sent to Doctor Ben Gaunt at Zithulele
Hospital in August 2011 for your interest.

Yours sincerely,
Lucy Shillington

Masters in Public Health in Health Economics Candidate 2010
University of Cape Town
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Appendix 7: Guidelines for authors - Social
Science and Medicine
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illness, and health care; and health-related policy makers and health care professionals (e.g. dentists,
epidemiologists, health educators, lawyers, managers, nurses, midwives, pharmacists, physicians,
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GUIDE FOR AUTHORS

INTRODUCTION

Click here for guidelines on Special Issues.

Click here for guidelines on Qualitative methods.

Social Science & Medicine provides an international and interdisciplinary forum for the dissemination
of social science research on health. We publish original research articles (both empirical and
theoretical), reviews, position papers and commentaries on health issues, to inform current research,
policy and practice in all areas of common interest to social scientists, health practitioners, and
policy makers. The journal publishes material relevant to any aspect of health and healthcare from
a wide range of social science disciplines (anthropology, economics, epidemiology, geography, policy,
psychology, and sociology), and material relevant to the social sciences from any of the professions
concerned with physical and mental health, health care, clinical practice, and health policy and the
organization of healthcare. We encourage material which is of general interest to an international
readership.

Journal Policies
The journal publishes the following types of contribution:

1) Peer-reviewed original research articles and critical analytical reviews in any area of social science
research relevant to health and healthcare. These papers may be up to 8000 words including abstract,
tables, and references as well as the main text. Papers below this limit are preferred.

2) Peer-reviewed short reports of findings on topical issues or published articles of between 2000
and 4000 words.

3) Submitted or invited commentaries and responses debating, and published alongside, selected
articles.

4) Special Issues bringing together collections of papers ona particular theme, and usually guest
edited.

BEFORE YOU BEGIN

For information on Ethics in Publishing and Ethical guidelines for journal publication see
http://www.elsevier.com/publishingethics and http://www.elsevier.com/ethicalguidelines.

All authors are requested to disclose any actual or potential conflict of interest including any financial,
personal or other relationships with other people or organizations within three years of beginning the
submitted work that could inappropriately influence, or be perceived to influence, their work. See
also http://www.elsevier.com/conflictsofinterest.

Submission of an article implies that the work described has not been published previously (except
in the form of a conference abstract or as part of a published lecture or thesis for an academic
qualification), that it is not under consideration for publication elsewhere, that its publication is
approved by all authors and tacitly or explicitly by the responsible authorities where the work was
carried out, and that, if accepted, it will not be published elsewhere in the same form, in English or
in any other language, including electronically without the written consent of the copyright-holder. To
verify originality, your article may be checked by the originality detection software iThenticate. See
also http://www.elsevier.com/editors/plagdetect.

This policy concerns the addition, deletion, or rearrangement of author names in the authorship of
accepted manuscripts:
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Before the accepted manuscript is published in an online issue: Requests to add or remove an author,
or to rearrange the author names, must be sent to the Journal Manager from the corresponding author
of the accepted manuscript and must include: (a) the reason the name should be added or removed,
or the author names rearranged and (b) written confirmation (e-mail, fax, letter) from all authors that
they agree with the addition, removal or rearrangement. In the case of addition or removal of authors,
this includes confirmation from the author being added or removed. Requests that are not sent by
the corresponding author will be forwarded by the Journal Manager to the corresponding author, who
must follow the procedure as described above. Note that: (1) Journal Managers will inform the Journal
Editors of any such requests and (2) publication of the accepted manuscript in an online issue is
suspended until authorship has been agreed.

After the accepted manuscript is published in an online issue: Any requests to add, delete, or rearrange
author names in an article published in an online issue will follow the same policies as noted above
and result in a corrigendum.

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' (for
more information on this and copyright see http://www.elsevier.com/copyright). Acceptance of the
agreement will ensure the widest possible dissemination of information. An e-mail will be sent to
the corresponding author confirming receipt of the manuscript together with a 'Journal Publishing
Agreement' form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal
circulation within their institutions. Permission of the Publisher is required for resale or distribution
outside the institution and for all other derivative works, including compilations and translations
(please consult http://www.elsevier.com/permissions). If excerpts from other copyrighted works are
included, the author(s) must obtain written permission from the copyright owners and credit the
source(s) in the article. Elsevier has pre-printed forms for use by authors in these cases: please
consult http://www.elsevier.com/permissions.

As an author you (or your employer or institution) retain certain rights; for details you are referred
to: http://www.elsevier.com/authorsrights.

You are requested to identify who provided financial support for the conduct of the research and/or
preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in
the collection, analysis and interpretation of data; in the writing of the articles; and in the decision
to submit it for publication. If the funding source(s) had no such involvement then this should be
stated. Please see http://www.elsevier.com/funding.

Elsevier has established agreements and developed policies to allow authors whose articles appear in
journals published by Elsevier, to comply with potential manuscript archiving requirements as specified
as conditions of their grant awards. To learn more about existing agreements and policies please visit
http://www.elsevier.com/fundingbodies.

This journal offers you the option of making your article freely available to all via the ScienceDirect
platform. To prevent any conflict of interest, you can only make this choice after receiving notification
that your article has been accepted for publication. The fee of $3,000 excludes taxes and other
potential author fees such as color charges. In some cases, institutions and funding bodies have
entered into agreement with Elsevier to meet these fees on behalf of their authors. Details of these
agreements are available at http://www.elsevier.com/fundingbodies. Authors of accepted articles,
who wish to take advantage of this option, should complete and submit the order form (available at
http://www.elsevier.com/locate/openaccessform.pdf). Whatever access option you choose, you retain
many rights as an author, including the right to post a revised personal version of your article on your
own website. More information can be found here: http://www.elsevier.com/authorsrights .

Please write your text in good English (American or British usage is accepted, but not a mixture of
these). Authors who require information about language editing and copyediting services pre- and
post-submission please visit http://webshop.elsevier.com/languageediting or our customer support
site at http://support.elsevier.com for more information.
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Submission to this journal occurs online and you will be guided step by step through the creation
and uploading of your files. Please submit your article via http://ees.elsevier.com/ssm. The system
automatically converts source files to a single PDF file of the article, which is used in the peer-review
process. Please note that even though manuscript source files are converted to PDF files at submission
for the review process, these source files are needed for further processing after acceptance. All
correspondence, including notification of the Editor's decision and requests for revision, takes place
by e-mail.

During submission you will be asked if you wish to suggest the names and email addresses of potential
reviewers. Note that the editor retains the sole right to decide whether or not the suggested reviewers
are used.

Please note author information is entered into the online editorial system (EES) during submission
and must not be included in the manuscript itself.

Social Science & Medicine does not normally list more than six authors to a paper, and special
justification must be provided for doing so. Further information on criteria for authorship can be found
in Social Science & Medicine, 2007, 64(1), 1-4.

Authors should approach the Managing Editor if they wish to submit companion articles.
Information about our peer-review policy can be found here .

Please note that we may suggest accepted papers for legal review if it is deemed necessary.

PREPARATION

We accept most word processing formats, but MSWord files are preferred. All author-identifying text
such as title pages and references must be removed. Submissions should be double spaced and use
between 10 and 12pt font, and any track changes must be removed.

It is important that the file be saved in the native formatof the original wordprocessor used. The text
should be in single-column format. Keep the layout of the text as simple as possible. Most formatting
styles will be removed and replaced during typesetting. In particular do not use the wordprocessor's
options to justify or to hyphenate words. However, do use bold face, italics, subscripts, superscripts
etc. Do not embed "graphically designed" equations or tables, but prepare these using the
wordprocessor's facility. When preparing tables, if you are using a table grid, use only one grid for each
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align columns.
The electronic text should be prepared in a way very similar to that of conventional manuscripts (see
also the Guide to Publishing with Elsevier: http://www.elsevier.com/guidepublication). Do not import
the figures into the text file but, instead, indicate their approximate locations directly in the electronic
text and on the manuscript. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check’
functions on your wordprocessor. The editors reserve the right to adjust style to certain standards
of uniformity.

Authors should retain an electronic copy of their manuscript.

Text

In the main body of the submitted manuscript this order should be followed: abstract, main text,
references, appendix, figure captions, tables and figures. Do not place tables and figures in the
main text. Author details, keywords and acknowledgements are entered separately during the online
submission process, as is the abstract, though this is to be included in the manuscript as well. During
submission authors are asked to provide a word count; this is to include ALL text, including that in
tables, figures, references etc.

Title
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Please consider the title very carefully, as these are often used in information-retrieval systems.
Please use a concise and informative title (avoiding abbreviations where possible). Make sure that
the health or healthcare focus is clear.

An abstract of up to 300 words must be included in the submitted manuscript. An abstract is often
presented separately from the article, so it must be able to stand alone. It should state briefly and
clearly the purpose and setting of the research, the principal findings and major conclusions, and
the paper's contribution to knowledge. For empirical papers the country/countries/locations of the
study should be clearly stated, as should the methods and nature of the sample, the dates, and a
summary of the findings/conclusion. Please note that excessive statistical details should be avoided,
abbreviations/acronyms used only if essential or firmly established, and that the abstract should not
be structured into subsections. Any references cited in the abstract must be given in full at the end
of the abstract.

Research highlights are a short collection of 3 to 5 bullet points that convey an article's unique
contribution to knowledge and are placed online with the final article. We allow 125 characters
per bullet point including spaces. They should be supplied as a separate file in the online submission
system (further instructions will be provided there). You should pay very close attention to the
formulation of the Research Highlights for your article. Make sure that they are clear, concise and
capture the reader's attention. If your research highlights do not meet these criteria we may need
to return your article to you leading to a delay in the review process.

Up to 8 keywords are entered separately into the online editorial system during submission, and
should accurately reflect the content of the article. Again abbreviations/acronyms should be used only
if essential or firmly established. For empirical papers the country/countries/locations of the research
should be included. The keywords will be used for indexing purposes.

Methods

Authors of empirical papers are expected to provide full details of the research methods used, including
study location(s), sampling procedures, the date(s) when data were collected, research instruments,
and techniques of data analysis. Specific guidance on the reporting of qualitative studies are provided
here.

These can be entered separately into the online editorial system during submission and should not
be included in the manuscript. This is to help preserve anonymity during the double blind peer review
process.

Endnotes and footnotes should not be used and any such information incorporated into the main text.
If unavoidable a very small number of endnotes can be listed separately at the end of the text. These
should be identified with superscript Arabic numbers.

Electronic artwork

General points

e Make sure you use uniform lettering and sizing of your original artwork.

e Save text in illustrations as "graphics" or enclose the font.

¢ Only use the following fonts in your illustrations: Arial, Courier, Times, Symbol.
e Number the illustrations according to their sequence in the text.

¢ Use a logical naming convention for your artwork files.

¢ Provide captions to illustrations separately.

¢ Produce images near to the desired size of the printed version.

e Submit each figure as a separate file.

A detailed guide on electronic artwork is available on our website:
http://www.elsevier.com/artworkinstructions

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats
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Regardless of the application used, when your electronic artwork is finalised, please "save as" or
convert the images to one of the following formats (note the resolution requirements for line drawings,
halftones, and line/halftone combinations given below):

EPS: Vector drawings. Embed the font or save the text as "graphics".

TIFF: color or grayscale photographs (halftones): always use a minimum of 300 dpi.

TIFF: Bitmapped line drawings: use a minimum of 1000 dpi.

TIFF: Combinations bitmapped line/half-tone (color or grayscale): a minimum of 500 dpi is required.
If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then
please supply "as is".

Please do not:

e Supply files that are optimised for screen use (like GIF, BMP, PICT, WPG); the resolution is too low;
e Supply files that are too low in resolution;

e Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF, EPS or MS Office files) and with
the correct resolution. If, together with your accepted article, you submit usable color figures then
Elsevier will ensure, at no additional charge, that these figures will appear in color on the Web (e.g.,
ScienceDirect and other sites) regardless of whether or not these illustrations are reproduced in color
in the printed version. For color reproduction in print, you will receive information regarding
the costs from Elsevier after receipt of your accepted article. Please indicate your preference
for color in print or on the Web only. For further information on the preparation of electronic artwork,
please see http://www.elsevier.com/artworkinstructions.

Please note: Because of technical complications which can arise by converting color figures to "gray
scale" (for the printed version should you not opt for color in print) please submit in addition usable
black and white versions of all the color illustrations.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used.

Number tables consecutively in accordance with their appearance in the text. Place footnotes to tables
below the table body and indicate them with superscript lowercase letters. Avoid vertical rules. Be
sparing in the use of tables and ensure that the data presented in tables do not duplicate results
described elsewhere in the article.

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and vice versa).
Any references cited in the abstract must be given in full at the end of the abstract. Unpublished results
and personal communications are not recommended in the reference list, but may be mentioned in the
text. If these references are included in the reference list they should follow the standard reference
style of the journal (see below) and should include a substitution of the publication date with either
"Unpublished results" or "Personal communication" Citation of a reference as "in press" implies that
the item has been accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last accessed. Any
further information, if known (DOI, author names, dates, reference to a source publication, etc.),
should also be given. Web references can be listed separately (e.g., after the reference list) under a
different heading if desired, or can be included in the reference list.

References in special issue articles, commentaries and responses to commentaries
Please ensure that the words 'this issue' are added to any references in the reference list (and any
citations in the text) to other articles which are referred to in the same issue.

Reference management software

This  journal has standard templates available in key reference management
packages EndNote (http://www.endnote.com/support/enstyles.asp) and Reference Manager
(http://refman.com/support/rmstyles.asp). Using plug-ins to wordprocessing packages, authors only
need to select the appropriate journal template when preparing their article and the list of references
and citations to these will be formatted according to the journal style which is described below.
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The current Social Science & Medicine EndNote file can be directly accessed by clicking here.

All publications cited in the text should be presented in a list of references following the text of
the manuscript. In the text refer to the author's name (without initials) and year of publication e.qg.
"Since Peterson (1993) has shown that..." or "...as claimed elsewhere (Kramer, 1994)". For more
than 2 authors the first author's name and "et al." should be used e.g. (Annandale et al., 1994). The
manuscript should be carefully checked to ensure that the spelling of authors' names and dates are
exactly the same in the text as in the reference list. Responsibility for the accuracy of bibliographic
citation lies entirely with the author(s). Authors are also responsible for the accuracy of the content
of the references.

References should be given in the following form:

Annandale, E., & Hunt, K. (1998) Accounts of disagreements with doctors. Social Science & Medicine,
46(1), 119-129.

Macintyre, S., & Ellaway, A. (2000). Ecological approaches: Rediscovering the role of the physical and
social environment. In L.F. Berkman, & I. Kawachi (Eds.), Social epidemiology (pp. 332-348). New
York: Oxford University Press.

Blaxter, M. (2010). Health. London: Polity.

The current Social Science & Medicine EndNote file can be directly accessed by clicking here.

Elsevier accepts video material and animation sequences to support and enhance your scientific
research. Authors who have video or animation files that they wish to submit with their article may
do so during online submission. Where relevant, authors are strongly encouraged to include a video
still within the body of the article. This can be done in the same way as a figure or table by referring
to the video or animation content and noting in the body text where it should be placed. These will
be used instead of standard icons and will personalize the link to your video data. All submitted
files should be properly labeled so that they directly relate to the video file's content. In order to
ensure that your video or animation material is directly usable, please provide the files in one of
our recommended file formats with a maximum size of 10 MB. Video and animation files supplied
will be published online in the electronic version of your article in Elsevier Web products, including
ScienceDirect: http://www.sciencedirect.com. For more detailed instructions please visit our video
instruction pages at http://www.elsevier.com/artworkinstructions. Note: since video and animation
cannot be embedded in the print version of the journal, please provide text for both the electronic
and the print version for the portions of the article that refer to this content.

Elsevier accepts electronic supplementary material to support and enhance your research.
Supplementary files offer the author additional possibilities to publish supporting applications,
accompanying videos describing the research, more detailed tables, background datasets, sound
clips and more. Supplementary files supplied will be published online alongside the electronic version
of your article in Elsevier Web products, including ScienceDirect: http://www.sciencedirect.com. In
order to ensure that your submitted material is directly usable, please provide the data in one of our
recommended file formats. Authors should submit the material in electronic format together with the
article and supply a concise and descriptive caption for each file. For more detailed instructions please
visit our artwork instruction pages at http://www.elsevier.com/artworkinstructions.

AFTER ACCEPTANCE

The Digital Object Identifier (DOI) may be used to cite and link to electronic documents. The DOI
consists of a unique alpha-numeric character string which is assigned to a document by the publisher
upon the initial electronic publication. The assigned DOI never changes. Therefore, it is an ideal
medium for citing a document, particularly 'Articles in press' because they have not yet received their
full bibliographic information. The correct format for citing a DOI is shown as follows (example taken
from a document in the journal Physics Letters B):
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doi:10.1016/j.physletb.2010.09.059
When you use the DOI to create URL hyperlinks to documents on the web, they are guaranteed never
to change.

One set of page proofs (as PDF files) will be sent by e-mail to the corresponding author (if we
do not have an e-mail address then paper proofs will be sent by post) or, a link will be provided
in the e-mail so that authors can download the files themselves. Wherever possible, please return
corrected proofs within 48 hours. Elsevier now provides authors with PDF proofs which can be
annotated; for this you will need to download Adobe Reader version 7 (or higher) available free from
http://www.adobe.com/products/acrobat/readstep2.html. Instructions on how to annotate PDF files
will accompany the proofs (also given online). The exact system requirements are given at the Adobe
site: http://www.adobe.com/products/acrobat/acrrsystemreqs.html#70win.

If you do not wish to use the PDF annotations function, you may list the corrections (including replies
to the Query Form) and return them to Elsevier in an e-mail. Please list your corrections quoting line
number. If, for any reason, this is not possible, then mark the corrections and any other comments
(including replies to the Query Form) on a printout of your proof and return by fax, or scan the pages
and e-mail, or by post. Please use this proof only for checking the typesetting, editing, completeness
and correctness of the text, tables and figures. Significant changes to the article and author list as
accepted for publication will only be considered at this stage with permission from the Editor. We will
do everything possible to get your article published quickly and accurately. Therefore, it is important
to ensure that all of your corrections are sent back to us in one communication: please check carefully
before replying, as inclusion of any subsequent corrections cannot be guaranteed. Proofreading is
solely your responsibility. Note that Elsevier may proceed with the publication of your article if no
response is received.

The corresponding author, at no cost, will be provided with a PDF file of the article via e-mail. For an
extra charge, paper offprints can be ordered via the offprint order form which is sent once the article
is accepted for publication. The PDF file is a watermarked version of the published article and includes
a cover sheet with the journal cover image and a disclaimer outlining the terms and conditions of use.

AUTHOR ENQUIRIES

For inquiries relating to the submission of articles please contact the Managing Editor, Dr. Ryan Mowat
at rm158@leicester.ac.uk

© Copyright 2010 Elsevier | http://www.elsevier.com
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Guidelines for Qualitative Papers

There is no one qualitative method, but rather a number of research
approaches which fall under the umbrella of ‘qualitative methods’. The
various social science disciplines tend to have different conventions on best
practice in qualitative research. However SSM has prepared the following
general guidance for the writing and assessment of papers which present
qualitative data (either alone or in combination with quantitative methods).
General principles of good practice for all research will also apply.

Fitness for purpose

Are the methods of the research appropriate to the nature of the
question(s) being asked, i.e.

e Does the research seek to understand social processes or social
structures and/or to illuminate subjective experiences or meanings?

e Are the settings, groups or individuals being examined of a type
which cannot be pre-selected, or the possible outcomes not specified
(or hypothesised) in advance?

Methodology and methods

e All papers must include a dedicated methods section which specifies,
as appropriate, the sample recruitment strategy, sample size, and
analytical strategy.

Principles of selection

Qualitative research is often based on or includes non-probability sampling.
The unit(s) of research may include one or a combination of people, events,
institutions, samples of natural behaviour, conversations, written and visual
material, etc.

e The selection of these should be theoretically justified e.g. it should
be made clear how respondents were selected

e There should be a rationale for the sources of the data (e.g
respondents/participants, settings, documents)

e Consideration should be given to whether the sources of data (e.g
people, organisations, documents) were unusual in some important
way
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e Any limitations of the data should be discussed (such as non
response, refusal to take part)

The research process
In most papers there should be consideration of
e The access process

e How data were collected and recorded

Who collected the data

When the data were collected

How the research was explained to respondents/participants

Research ethics

e Details of formal ethical approval (i.e. IRB, Research Ethics
Committee) should be stated in the main body of the paper. If
authors were not required to obtain ethical approval (as is the case in
some countries) or unable to obtain attain ethical approval (as
sometimes occurs in resource-poor settings) they should explain this.
Please anonymise this information as appropriate in the manuscript,
and give the information when asked during submission.

e Procedures for securing informed consent should be provided

Any ethical concerns that arose during the research should be discussed.

Analysis

The process of analysis should be made as transparent as possible
(notwithstanding the conceptual and theoretical creativity that typically
characterises qualitative research). For example

e How was the analysis conducted
e How were themes, concepts and categories generated from the data
e Whether analysis was computer assisted (and, if so, how)

e Who was involved in the analysis and in what manner
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e Assurance of analytic rigour. For example

e Steps taken to guard against selectivity in the use of data
e Triangulation

o Inter-rater reliability

e Member and expert checking

e The researchers own position should clearly be stated. For example,
have they examined their own role, possible bias, and influence on the
research (reflexivity)?

Presentation of findings

Consideration of context The research should be clearly contextualised. For
example

e Relevant information about the settings and respondents/participants
should be supplied

e The phenomena under study should be integrated into their social
context (rather than being abstracted or de-contextualised)

e Any particular /unique influences should be identified and discussed

Presentation of data:

e Quotations, field notes, and other data where appropriate should be
identified in a way which enables the reader to judge the range of
evidence being used

e Distinctions between the data and their interpretation should be clear

e The iteration between data and explanations of the data (theory
generation) should be clear

e Sufficient original evidence should be presented to satisfy the reader
of the relationship between the evidence and the conclusions (validity)

e There should be adequate consideration of cases or evidence which
might refute the conclusions

(Amended February 2010)
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UNIVERSITY OF CAPE TOWN

% Health Sciences Faculty
Faculty of Health Sciences Research Ethics Committee

Room E52-24 Groote Schuur Hospital Old Main Building

Observatory 7925

Telephone [021] 406 6338 e Facsimile [021] 406 6411
e-mail: sumayah.ariefdien@uct.ac.za

23 November 2010

HREC REF: 557/2010

Ms L Shillington

Health Economics Unit

School of Public Health & Family Medicine
Dear Ms Shillington

PROJECT TITLE: ACCEPTABILITY OF ACCESS TO CHILD HEALTH CARE, IN THE
RURAL AREA AROUND ZITHULELE HOSPITAL IN THE EASTERN CAPE

Thank you for submitting your study to the Health Science Faculty Research Ethics Committee for review

It is a pleasure to inform you that the Ethics Committee has formally approved the above-mentioned study.
Approval is granted for one year till the 30 November 2011.

Please submit a progress form, using the standardised Annual Report Form (FHS016), if the study continues
beyond the approval petiod. Please submit a Standard Closure form (FHS010)if the study is completed within
the approval period.

Appendix 1: Written Informed Consent. Please remove “university of Cape Town Ethics Board” and please
reference the Helsinki Declaration of 2008 (not 2000). Please add that participants can contact the Human
Research Ethics Committee (Professor Marc Blockman) if they have any questions about their Rights and

welfare as research subjects.

Please note that the ongoing ethical conduct of the study remains the responsibility of the principal
investigator.

Please quote the REC. REF in all your correspondence.

sAriefdien



Yours sincerely

PROFESSOR M BLOCKMAN
CHAIRPERSON, HSF HUMAN ETHICS

Federal Wide Assurance Number: FWA00001637.
Insdtutional Review Board (IRB) number: IRB00001938

This serves to confirm that the University of Cape Town Research Ethics Committee complies to the Ethics
Standards for Clinical Research with a new drug in patients, based on the Medical Research Council (MRC-
SA), Food and Drug Administration (FDA-USA), International Convention on Harmonisation Good Clinical
Practice (ICH GCP) and Declaration of Helsinki guidelines.

The Research Ethics Committee granting this approval is in compliance with the ICH Harmonised Tripartite

Guidelines E6: Note for Guidance on Good Clinical Practice (CPMP/ICH/135/95) and FDA Code Federal
Regulation Part 50, 56 and 312.
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