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REBSTRACT
The puwrpeose of this study was to explore definitions of  an

iliness condition amafufunvane and the =subzedquent help-

seeking behaviour amongét Rlack Psycﬁiatric patients who were
attending & peuchiatric community climic in Gquletu {a
residential arza for Hlackes in Cape Town). Fsychiatrists have
alwaye bheen +faced with the problem of having to deal with

patients who present with this condition.

The concern wes to do an esploratory research in this  area
ueing the Explanatory Model framework as a method of enguiry

i studying the condition of ampafufunvane. Pithin the.

parametere of thiz model, BElack pevychiatric patients=
nresenting  at the peychiatric clinig, were studied in order

toe explore the context of illnese definitions regarding the

canditiaon of amafufunvane. OFf importance al=o was to enplore

in

the patterns of help-=eeking bhehaviouwr emploved by  the
patients, and the effect that the pzychiatric orientation

adopted at the clinic had on such patterné,

A interview Echedulevwaﬁ developed using the Explanatory
Model framework a= a guideline. The sample was identified by
screening the population of Black peychiatric patients  who
werei attending the community peychiatric climic in quuletu
‘A residential area for Rlacks in Cape Town) in 1988, The
patiente were screened by using & preliminary questionnaire
de=zigned for thi=s purpocse., The sample included only thoese

patientse who conceived of their condition to be amafufunvane

The data collected were analysed by reading the protoccols and
extracting themes that were then summarized and discussed.

Evplanatory models elicited from the patients revealed that



the present-day notion of amafufunyane is not easily defined,
and it varies from informant to informant. This <finding
contradicts previous research. done on the amafufunyane which
always showed this condition to have a typical cluster of

identifiable symptoms.v

The study also demonstrated the defferential use of various
treatments by patients, and associated factors with future
patterns of help-seeking were established. The importance of
énquiring about the ﬁatients' explanatory models regarding
their illness condition, has been highlighted. Case
illustrations are presented to illuminate the discussion éf
the findings. Laétly, some suggestions for future research

are offered.
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CHAPTER-

CHAPTER OQUTL IME

The work reported on in this study focuses on three aress:

{1} exploring the ways in which Black pesychiatric patients

attending & Courgman 3ty pevehiatric climic comstruct
explanastions to sccount for their illnese condition -

amafufunyvene. That is, how Rlack pesychiatric patients define

armd edplain thelr lllness comdition of amafUfunyvant. The

prOEReEs o+ defining and explaining was =zeen as an
interpretation af ary illness within & narrative

reconstruction of their lives,

111} The second area included relating the issue of illness
definitign ard &xplanatinn‘to the patterns of help-seebking
ehavicour fregarding & particular illness episcde). That is,
enploring how certain cholces are made in order Lo decide
whether to continue in care, when to switch practitiocners and

oractices, and how to interpret treatment ocutcome.

111 The 1la

n

t area erxamined the effect of the psychiatric
setting o orientation on help-seeking behaviouwr . aAlso how
the patients within the setting evaluate and interpret

treatment outcome.

In order to address these questions a study was undertaken
vincluding a sample of Hlack psychiafric ratients attending a
peychiatric community clinic run by Yalkenberg Hospital in
Cape Town. Certaln questions were raicsed, namely; how do the
patients who atternd this clinic define and 'éxplain their
illness ﬁmnditimha? what informs the patterns of help—cseeking

employed? how are these viewed by the clinic staff? and to




wmhat entent do the answers to theszse guesticons influence the

kind of treatment which the patient receives?

Chapter—-2 provides a detailed description of conceptual

tzsues suwrounding epirit possession and curvent vresearch

iesues on amafufunvane. Chapter-3 examines theories of help-~

geeking behaviow &z applied in other countries and  the

,

s

Jound
oy
-
rr
po)
n
r
T
a
fns
iy
|1I
ti

been done in

1)

cuth Africa. Chapter -4
intrivduces the reader to the pesycehiatric setting of  the

clinic.

The psychiatric clinic in Gugulethu e residential area for
Blacks) ie run by VYalhkenberg Feyehiatric Hospital., During the
pericd under study (19788), thevclinic was inn ite eighth vear
nd existence. It was open te patients svery week from monday

to thursday, with a psychiatrist o a pesvchiatric registrar

coming twice a  week. Feferrals were made from other
inestitutions, clinics, private oractiticners, social
agenciec. The orientation of this clinic was mainly

chematherapy.

In Chapter—ﬁg the raticonale for and the aims of the study are
presented, and the reader is introduced to the theoretical
frameworlk onn which the pFEBént study is hased. In Chapter-4
Hleinmén's £1989) Explanatory Model was used to demonstrate

tow it can aid in overcoming the limitations of descriptive

]

gpeyechiatric models. The Explanatory Model (EM) alliows
zpecific  way of leoocking at how the patientes pattern,

interpret and treat their illness condition amaftufunvane.

That iz, it &llows the patients to offer explanations about
particular episcdes and the significance these have for  the

patients and their families.

+J
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SBince the central issuwe in the study was the concepticon  of

amafufunvane and the implications of help-sesking, patients

who were included in the sample were only those patients who

labeled their illnecs condition tin he amafufunvane and whic
were attending the psychiatric clinic for the first time {(in

19881 after discharge from psychiatric hoepital.

This thesis = considered the #ntire spectrum of

conceptions of amafufunvane in the content of  the sabove

model . The main concern being.ta establish whether useing such
a model would help in creating skille in eliciting patiente’,
families’ and practitioners’ EMe pé illness. Also, whether iﬁ
woald  help in describing culturally based problems affecting
the patient and families’ perceptions of symptome and

compunication of distress and coping responsecs,

.

A interview =chedule was developed uvweing the EM framework
g% a guideline. This included in-depth interviews recording
the WEY patients defins and explain the condition;
explaraticon of decisions taken and the scocial networi  of
referrals involved in such deciaioné, consultations with
various healers, and actual determinants of such behaviours
and lastly, the examination of the orientation uvsed at the
clinic and its E##ect in influencing future patterns of help-
seeking behaviouwr, and how the patients evaluate the
treatment received. This practical work is  illuminated by

case illustrationse and diagrams.

Theoretical conclusions relate to this framework. It is,
thowever , in combination that the parts of the study
demonstrate the contribution that can be made to the

understanding of illrness condition of amafufunvane by using

i



the EM approach. For the present study, such an approach

commited itself by slucidating the logic of these behaviowrs
from the patients’ percspective, in the contexnt of their other

life sxperiences. Fleo, it provided an overall framework in

which to view several distinct yvet overlapping areas of

i

interest to peychiatrists and pesycholeogists., Drawing from the

interviews, the findings of the thesis argue the positions

advanced on the basis of an examination of the above aresac.

Data presented illustrate what being mentally 111 entails (to
these patients) and how belisfes about i1llness affect
individual and family decisions in the health seebing

process.

The findings are divided into three sections. Chapter—-7A4

reveals that the present—day notion of amafufunvane i= not
eacsily defined and it varies from informant to informant. For
some it conveys a condition with symptoms that bring physical

noes a2 well as changes affecting interpersaonal

oh

i

relationships at home and at the wqu place. For others it
signifies a condition with drastic, frightening symptoms, and
for the rest it conveys the idea of a peychological disorder.
On  the qugstion of esplanations of gcause, some informants
attribute the cause of this condition to  whona, that 15:
jealousy . Others also acknowledge the influence of other

factors inveolved such as psychosocial stresses. They view

these stresses as engendering the condition of amafufunvyane.

In Chapter—-7R decisions about what to do and who to consult
have been shown to be based on illness beliefs regarding the
pafticular illness condition., Also, the various patterns
illustrated <=show that help-seeking is based on wvaricus

determinants the mo=t dominant being an illness label which



implicates eticlogical factors which further provided logic
for the choice of a particular ‘treatment and evaluation
thereof. The chapter ends with twancase illustrations of the

patients invelved in the buman ‘drama’ of help-zeeking.

Chapter—-7C: In relating the peychiatric =setting to  the

i
Hi

proce of help-—seeking behaviour it was found  that the
pEychiatric services are not seen differently from any other

medical servives in the community. That is, the =kills of the

peychiatric professionals are not so well uwnderstond, other
than that they are drug dispensers. It was also shown  that
peyihiatric assessment does not appear to give as full an

apprecistion of the patients’ defimitions and explanations of
their illness condition as world have been the case 1+ a
different model were used. And this had implications  for
future patterns of help-seeking behaviow that were bazsed on

the patients’ experiences within this particular setting.

Chapter-—-7D0 concludes the Faport o ?indingﬁ by drawing
together  the information on the definitions and patterns  of
help-seehking to seek an wnderstanding of the implications
that the=e have on patients who attend the clinic. This is
presemnted in the form of two case illustrations,

Chapter-8 concludes by: Ffirstly relating the findings to the
main concern of the study which was to use the EM frameworl:
in =liciting conceptions cf paychiatric nhenamenon

amaftuwfunvane, thereby confirming the relevance of using such

a frameworiig z=econdly, the limitaticons of the present study
are discussed:; and lastly, recommendations for further

research are presented.



CHAPTER-2

WHAT IS AMAFUFUNYANE? WHAT IS ITS PSYCHIATRIC SIGMIFICANCE

The concern of the present chapter 1is to examine  the
conceptions of mental  dllnesse  anmorgst a group of Black
peychiatric patients, who congeive of their illness as being

\] L g - . . . .
anafufunyane rather than mental illnes. Firvetly, definitions

and  types of amafufunvane will be given, placing it within

the caontext of evil spirits. Secondly, to tart the

{1

discussion aty what is uwnderstood by the condition

amafufunvane, conceptual issues pertaining to the condition

will be addressed. This will be done zgainst the background

af current research on spirit possession, and amafufunyane in

carhticul ar.

Z.1. DEFINITIONS OF AMAFUFUNYANE

tintil  poubane's  {1277) work ornn the dyuswa spesking people

-r

T

Hy

Cher was  wvery little ‘seriops effcrt done to study the
condition of amafufunyvane (wfufunyane - amafufunyane in Juluw,
and wkuphosela in Xhosa). In the present thesis the Zuluw
ver=zion is retained because that is the commonly used term by

both Zuluw and Xhosa speaking people. The English dictionary

definition of  wfufunvane, illuminates the essence of

amafufunyane, as Mrapidly s=zpreading dicsease which causes

delirium and insanitys type of brain diseace, mania,

1]

hysterig” ‘Doke and Vilakazi in MNMgubane, 1977y . Ufufunvyane

thern is a form of possession by a spirit which i= not  deemed
to be acting on its own accord, but has been sent by anm 111~
disposed perscn by means of sorcery lukuthakatha) {Ngubane,

19773 Weiss, 1784) .,



Mangariyi (1972)  refers to this condition asz & form of

hysteria which is called Wfufunvane by the Zuluw, and

UGhuphosela by the Xhosa.

1
1
“+~
i)
3
it

giving & brief description of uwfufunvane, it is
important  to first describe the other type of evil spirit

fumoya wokukhohlakala ckarnye omdabka), that might ke confused

with it, and that ie indiki. This is & milder form of

rossegsion by evil spirits that develooned at the turn of the
century (Bryvant, 1949,;1970: Juncod, 1727) in Mgubane {1277).
This conditicon was mostly experienced in  Zululand and  in
Morambigue, among the Tsonga, around 19123 - a periocd of

industrializcation in Africa.

Men  from the rufal areas moved into the cities and mines to
look for work. bhen they died, sometimes there was nobody to
inderntify them and therefore relatives were left ignorant of
these incidents. PAccording to African custom when a person
dies, av burial rite {ukubuyisa ceremony) must be done in
order to allow the =pirit of the dead person to he integrated
withh the body of other sancestral spirits., EBecause the
relatives of these dead persons were left ignarant of  such
deaths, +these burial rités were never done or are never done
evern today. Thus the spirits of these dead persons then roam

around and by chance take possession of innocent victims,

Once the ingdiki =pirit enters the person {(this happens by
chance) , it resides in the chest. The possessed person start
betaving like somebody who is mentally deranged. That is,
crying  in & beliowing voice, =peaks in fdreign tongues,
Effective treatment is by a diviner who was also possecssed by

indiki; This means that indiki poseession usually leads to

.



spirit  cult membership. The whole initiaticon calls for &
zacrifice of an animal, and appealing to one’'s=s ancestors to

replace the alien spirit and protect one from  further

i

attacks. The process 15 =said to promote within the possessed
PNEr SCn powere  of  proghecy and  healing. That is vty
excorcieing of such @ spirit is mostly dorne by a diviner wha

was als=o possessed by indiki.

Amafuwfunvans, oan the other hand, differs from indiki  in

certain wavs. In both indiki and wfvfunvans, the possessing

zpirits are said to be males. bWith indiki there is only one

male epirit that enters the person, whereas in wfufunvane

thers are many and it ie only in rare cases that onmly one
spirit enters the per=on. Whereas the possession with indiki

iz by chance, sorcery 1is given az the primary cauvse in

wfufunvane though cther factors are not ruled cut as will  bhe

demonstrated in  the next section. After the spirit ha

U

zntered the body, the ornset is sudden in both  types  of
possessian. The symptoms of indibki appear to bhe milder than
those D#A vfufunvane which are severe. fFe shown in the
previous sectiony indiki possession can lead to healing
powers  {(if treated properly) which is not the case with

ufufunyvane.

Edwards {(1983) distinguishes two types of amafufunvane, and

zhe calie the=e, the gpeaking and the silent types. There are
three stages through which the person having an attack goes,
but  the =seqguence can change depending on the type of

amafufunyvane poszessing the person as will ke indicated

below. The salient features of each stage are cutlined below.



'Z.2. IYPES OF AMAFUFUNYANE

Z.Z2.1. THE SPEAKING AMAFUFUNYANE:

STAGE-1

bhen amafufunvans enter the body, they are belisved toe lie

doe-mant  for  some time with no obvious changees that can  bhe

i)

cheerved 1in the person’s behaviocur. fAfter a certain pericd
the person complains bf’persistent headache, stomach crampe,
walks with the body slightly thrust forward, the limbks  feel
heayy and thi= makes theiperaun drag the body wh?n walking

ithere is no cbhvicus swelling that can be =ssen).

There 1 & strange gquietness about the person which makes

Hi

those who krnow the person better, suspect that there is
something  wrusuwal abouwt this bhehaviour. The person  further

vaide contact with other family members and keeps more to

i

himsherself. The person displaye iotse of appetite ana craves
for certain foodestuwffe especially white bread; I+ the
environment cannct offer what the person needs, s/he bhecomes
very irvitable with those arcund and i= believed to be
entering the second stage of the attack.

STHEE-11

g;;;;;__;hig stage anything ‘ﬁan trigger off the vioclent
outbraak tfor example, direct cunfrqntation, mere presence of

by=tanders, simging and clapping of hands in church,

hn)

reaching etc.). Without wgrning the person jumps high with
arms flinging araﬁnd kicks out wildly and iﬁ the process
hurtse theose standing around, There is & wild look on the face
with evyes protruding from the sockets, tears and sweat
running down the face. When pedple try to hold tﬁe person

down s/she displays such strength that it reguires a lot of




peaple to hold himsher down.

STAGE-111

the oround and ‘passzes out’, Strange voices begin to  speak
from the person’s mouth which remains slightly open  but
unmoving. The voices sound strange in the sense that tﬁey are
different from the person’'s voice; speak a languagess  that
ie/are different from that spoken by the persan. This haépenﬁ
evers  though it can he prmvedAthat the person hase never been

=xposed to 1t. (For example, most often in XYhosa speakers the

woites speak in clear, fluent Zulu and/other languages.

The wvoices will then start by: idemntifying themselves by
names sometimes without being asked: the rnames refter to
persons from the Morth and to those who sent them: the reaszon
why  they were sent; the length of time they are going to
cizcupy  the bodyy start vthreatening anvybody who tries to
encorcicse them in whatever manner. After some time {about ten
to fifte;n minutes) the voices stop and the person lie= on
the floor as if i a coma. There is always something that the
pereson spite. out in the form of a mixtuwe of saliva and
straight pins mised with split ends of human hair. When the
person wakes up hesshe has no recollectjon of what happened,

will complain of headache, tiredness and sleepinesa.,

2.2.2. THE SILENT AMASFUFUNYAME

The =silent amafufunyvane differs from the above presentation

because of the more pronounced symptome of guiestness, stomach
Cramps, spcial withdrawal and no appetite. The silence is

attributed to the fact that the amafufunvane have been

introduced puwrposely to present in this manner = agubudile.




The person only enters the second and the third stage when
provoked {(for example, " in the presence of a healer and when

the person is being praved for).

The above picture of the presentation of a gerson possessed

by  amafuwfunyane is  summarized by Mguhane (1977) in the

following pas

it

ages

A person with ufufunyane in its worst
fora usually behaves as if mentally
deranged. She becoses hysterical and
ueeps aloud uncontroliably, throws
herselt on the ground, tears off her
tlothes, runs in a frenzy, and asually
attespts to commit suicide. GShe reacts
viplently and aggressively to those who
try to cals her.

p.144

From the abhove description it becomes apparent that

amatfufunvane can present in & mild form {for instance, in the

case of the =ilent type) on the one hand,; and can present in
a very wild and disruptive form, on the cther {(as shown  in

the speaking type, and in the passage ahove).

Having drawn a picture of the manner in which a person  with

amafufunyvans presents when having an attack, one gets the
impression that anyboady who conceives of hissher illness to

be that of amafufunyane would necessarily present in the same

manner. HBut that would be disturting the picture.. Dy zoaing
from the experience of working in a psychiatric institution,
"the present author came across psychiatric patients  who
believed - that they had this condition but had never gone
through the ordeal of a typical attack. It became of interest
to find out the different conceptions surroundiﬁg the notion

of amafufunvane. Alsoc , why people get amafufunvane in the

firet place.

11




plso, the language used in the above descriptions  regarding

the condition of amafufunvene reflects a strong emphasis on

the issue of gender.

2.5, COMCERTUAL ISSUES

fs with other medical disciplines, psychiatry has generally

’

sought to belittlie ‘mystical interpretations of =pirit

poessession where these were claimed by those who experience
them to represent “irrational, non—scientific thinking’

.

lewis, 1271, The sanction of heresy has proved a powerful

deterrent i curtailing and discrediting these wayward’
pers=onal mystical experiences  dibid). In circumstances
discus=zed in l.ewis 11971, poessession ig concerned

ezsentially with the enhancement of status. The effect of
posses=sion by ‘peripheral’ spirites is to enable people who
lack other means of prctectidn and self-promotion to advance -
their interests and improve their 1ot by escaping, even 1f
temporarily, from the confining bonds of their allcoctted
positions in society. He further warns other disciplines tha

the phenomena of rossession states, that are =o readily
azsimllxted tﬁ the bizarre and abnormal, must be approached
cantiously if the issues involved in their assessment are not

tc be prejudged.

The literature reviewed has provided differing approaches to
the., understanding ﬁ# epirit poscsession. The first approach
adﬁpﬁé a personalistic systems approach. Proponents of this
éppraach ‘would argue that spirit passession ;s due to the
purposeful artive intervention of an agent, such as a
supernatural  being {a gaod), a non-human béing ighast,

ancestra apirit), o a human being iwitch or sorcerer)



{(Foeter & Anderson 1978, in Helman). The =zecond approach
tries to locate illness (in this case spirit possession) in a

zocial context. Following ie a review of these approaches.

Z.3.1. APPROACHES CENTERING ARDUND PERSONALISTIC SYSTEMS

- sorcery/witchecratt

— ecological approach

- African worldview - ancestors

{a) foproaches centering around socerv/witcheraft

According to the proponents of this approach, amafufunyane is

primarily  due to sorcery - ukuthakatha {Mgubane, 1977

13

Edwards, 1983;: MWeiss, 1984) though chance is not ruled out as
& secondary cause iMgubane, 1977). In their original form,

amafufunvane are believed to be ants that sorcerers take €from

the graves, grind and mix with other substances ta make a
harmful  concoction (Mgubane, 19773 Edwards, 1983;  Weicss,
1984y Mdleleni, 1985). Such & concoction is spld to anyhody

who needs it to harm cthers.

The nmoticn of amafufunvane is belisved to be a very complex

phencmenon Lo explain in simple terms. One needs to bhe well-
versed in  the cultural language of healing in order to

understand it (Mdleleni, 1986). fmafufunvane are evil =spirite

which are introduced into the body by people who are envious
of others’ achievements and want to harm or kill them. The
rich and the more fortunate are the most liable to attacks by
ébathahgﬁﬁl ISGFCEFEFS. These people are s=subiect to such
practices because their fortunate positions arouse envy and
jealousy in the minds of cthers. To get out of this impasse,
’péople consult a sorcerer who will collect ants from  the
graves and mix these with soil and herbs to make a desired

-
R !
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concoction.  When this ie ready for use it is =s0ld in powder

form.

There are wvarious ways of introducing amafufunvane to  the

perscn.  These include: direct poisoming, that is, by putting

the powder in the person’s food; by using the person’= name,

that ig - in the absence «f the target person - by calling
cut  the person’s name and klowing the powder into the air,

amaftufunvane will enter the body: there is &l=so what is

called chance affliction, that is - in cases whers

amafufunvane &fter bhaving been taken out of the afflicted

person are helieved to be roaming around until they attach

themselives to those innccent people who are vulnmerable to any

if

kind of environmental illnesses, It ie important to note that

age of the pame in the absence of the target person 1is

Lt

i

gignificant in this context, The senders have the power to
hold  magicsal dominion  over the recipient’'s bedy by mere
possession of the person’s name. Another common method iz to
chtain =ame of the BSSENCE ot the person tnx be harmed,
person’s nails, cut-off hair, shadow, reflection as in &

mivror, or footprints to have magical dominion over the other

person’s body (Mdleleni, 198&).

‘h) Approaches centering around ecclogical factors

The term ecology here refers to the relationship between the
person and his environment, and the squilibrium between the
two (Mgubane, 1977). This Ealance can be disturbed if there
are vwndesirable elements in the environment that a person can
contact by stepping over dangerows concoctions placed on the
rathways, especially by people who culturally are regarded as

vulnerable to the environment. For example, pregnant women,

14



and the hereaved, are believed to have very low resistance,
their =tate of marginality males them particularly

susceptible to the condition (Ngubhane, 1977).

This exnplanaticn ie linked to the phenomencn of ipleti  f(a
mal formed placenta), which is an  ailment of infants

connected with amafufunyane, This is believed to have been

introduced during the late twenties and thirties {ibid). The

pregnant womery  suffering from amafufunvane during  these

perionds, often gave bivth to babies with ipleti. The midwives
vwére appparently carelgses when discarding such afflicted.
placentae in the sense that they used to bury these along.the
common pathways. &= a result, pregnant women or any other

vulnerabhle persons were easily affected {that ise, when they

i

tepped ovEr suech  pathwaves = umeqc). Ecological or
grnvivronmental factors may, therefore, form the basis for an

explanation {Cheestham and Griffiths, 1982).

() Approaches centering around: anqered ancestral spirits

This i= ancther explapation tﬁat relates illness causation to
the supernatural world. fncestral  spirits, as spiritual
beings who are responcsible for the 1;ving, are invisible
members of the society {(Shembe, 19846, Although they live in
the spirit world, they continue to care for those in the
immediate world., All faifh, hopes and fears are centred in
them. FProsperity, health, misfortune and even death are
attributed to the ancestors, by whom such events are arranged

{ibid).

There are several ways in which ancestral =spirits reveal
themselves to - the living. According to Lewis {1971), the

ancestors can reveal their identity. by the particul ar



symptams they cause. The most important and dramatic wavy
being by spirit possession, whether this leads to health {as
i the divining process) or to 111 health {as in

amafufunyane), It is important, therefore, toc maintain good

relations with the ancestors. I they are angry with their
descendants, for whatever reason, they are telieved to have

the

If

the power  to withdraw their protection, which lezave
individual wvery vulﬁgrable and this can lead to 1lliness and
mistfortunes {(Ngubane, 1977: Shembe, 1986 . The person
concerned  can show guilt feelings and may develop the signs
of & person ppossessed, behaving az thouwgh mentally deranged
iMgubane, 1777). In such cases invocation of the displeasure

af  the ancestors is freqguently given as an explanation of

illness that is viewed as punishment -izinvanva zimfulathele.

2.3.2. APFROACHES CEMTERIMG ARQUMD PSYCHQOQSOCIAL STRESS

Frevicous studies on spirit possesesion have revealed that
there iz & relationship bhetween spirit pdasessimn and stress,
and this can bhe brought about during times of répid social
change hMgubane, 1977;: O'Connell, 19823 Edwards, 1983) .
During the nineteen twenties and thirties there was a high
degree of industrial development apd this .concentrated on
certain geographical areas like the cities and the mines. s
a result urbanisation increased, ﬁeaple came from different

parts of the country to work and live together.

To many Africans, it was necessary for the men to leave their
homes i order to work in the mines bhecause work was not
available nearer home. The family life that is so vital to

these men was disrupted because this meant long pericds of



timeg in separation. Relationships, a% in many cultures,
depend on such bonds as loyalty and affectiony these in tuwrn
depehﬁ uwpon mutuwal support and comfort and shared experiences
{Thomas, 1274). When the smigrant workers were forced to leave

home all these had to bhe zacrificed.

In the rual aress insecurity became rife because women  n»o

lenger £

h]

1t confident about their own positions withy
huabanjag marviages broke up, there was unfaithfulness; there
was often less support bhoth material and emcotiomal, coming
from the breadwinners. #As a result  there was poverty,
malnutrition became rife, and there were cuthreakes of diEEESE‘

and 1llness. It became worse in the wrban areas because of

f

strecssore

ai

segelated with:y the migratory lahow system and
itz related consequences; the men were faced with stressors
occasioned by living in the ghettces -~ poor housing
facilities, overcrowding, lack of privacy, no comfort from
loved ones, no secuwity of person and property:; at work it
was  the swwival of the fitteét (resources were scarce and
unequally diatrithed) as people competed +or johs. There was
total individualization as people promoted and protected

their own interests {(Thomas, 1974).

In an individualistically ariented whanizing and
industrializing society group protection is removed (Kiev,
1272). Alen, it hecomes evident that this pericd of
heightened transition gave rize to inzsecurity, unhappiness,
distrust, lack ot lovalty to friend=, and increased tensions.
Feople became suspicious of one another, envy and Jjealousy
iumonal increased and pecple regarded one another as enemies.
This created  an opportunity for the people to practise

zcrcery  f{ibid), in order to‘protéct themselves against the

17



‘enemies’ and to fight the ‘enemies’.

In this context sudden change was in itself a spurce of

strese. This is demonstrated in forced migration which

T

= and sametimes viclent

expozed individuals to new, strang
environments which placed enormous demands o the coping
strategies ‘Mgubane, 12773 Manganyi, 1781). Overwhelmed by
the immediate problems of adiustment, the migranmt may become
frustrated, angry, insecure, isolated and helpless (Kiev,

1972).

Givern the extent of th

i

stresses sand strains, the incidence

m

of Sspirit possession is not oﬁly pronounced in migrants  dwho
are usually men) but alse in women  ilewis, 1971 Hammond-—
Tooke, 19407 Moubane,1977; 0 'Connell , 1980), There is also the
guestion of marginality which states that people who occupy
marginal sccial positions are strongly at risk {lewis, 1971},
This view is supported by hNgubane (197?) and 0 'Conmell (19862)
who argue that hecause of their inherent female
Yulnerability, Womer are at higher rish than their

male counterparts.

Mgubane 131977} has argued thét the fact that women are
rnaturally mérginal as compared to men, may be a conseguence
of women’'s greater wvulnerability during certain  critical
periode ifor example, during pregnancy, death, and other
perioda in the rites of passage). Women are also believed to
mee‘ spirit possession for  secondary gains Lewig,1971:;
Mgubane, 1977: Weiz=,12843). This 1is based on the assumed
evidence that women have fewer coping alternatives than men
whd are pDrtrayed.as Eﬁjnying what Q' 'Conniell il?BO) calls

"sanctioned freedom” by having mistresses in the cities, too
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‘comtort’ them (Ramphele, 1988).

In this contexnt émafufun?ane is seen to he an expresszion of
digturbed social relations associated with rapid =social
chiange (Mgubane, 1977 Manganyi, 1781). The migratory labour
system is shown to have played a significant role in creating

many stressors edperienced by those directly expeocsed to it

n

Maubzane, 1977; Edwards, 1983). Failure toc cope with conflict
that i=s generated 1= believed to have increased the

experience of insecurity, and this resoclved into a culturally

ift
g)

ctioned way of expressing Rurh stresses in the form of

this condition {ikidg).

~l

Drawing from the above assertions, Mgubarne {1977) suggests

that amafufunvane represents an extreme form of depression

which may be coupled with hysteria and suicidal tendencies.
The assertion therefore is that pesychosocial stress leads to
newrases such as hysteria and reactive depression which then

are expreszed in the form of & belief in spirit possessian.

Mamganyl 11981) lends support "to the above assertion, by
pointing out  that the impact of industrialization 1is
reflected in the ways used by Rlacks to cope with =social
stressors. Meurosis shouls no longer be seen as a whites only
iliness, it has been zeen to exist not Gnly among Hlacke in
the wurbam areas but al=so in the rural areas. The type of
nEUfmsia zeen  amonget the Rlacks manifests itsels in

amafufunyvane in Zuluw, and in wkuphosela in Xheosa Manganvi,

1973) ., He came to the conclusion that with increasing
madernisation and industrialization the Africans will
wltimately lose their cultwal mechanism used in traditional

sopcieties, and in  the process become more vulnerable to

[



Further, given the insec ur3t3e= that were related to +the

disruption of family life through such laws as  the influx

control  and the wmigratory labouwr svystes, new  clinical
patterns of neuwroses would emerge,. He suggeszts that there is

a need to zearch for explanations of the sources of change in
pevehopathology, with parficular regard to neuwroses. This
seems to suggest that the processes of modernization have led
ta a change in the patterns of coping with stresse and this

needs to e looked into.

2.53.3. COMCLUDING REMARES

The high incidence of csupernatural cauvesation of 1llness is=s
representative of general beliefs held by the society about
iliness in general ‘Kleinman, 1780). This does not explain to

what extent the individual patient views possessiocy with

i

amafufunyans as ietituting a wertain type of mental

iliness. Cuwrent theories on possession states share a coimmon
aecumpld on that the Features of s=such conditions ar e
determined by culturzsl factore ‘Leff, 1981) and that they
represent social  tensions anq stressore in  the commuani sy

Mgubarne’'s (1977) =tudy of health and'disease amongst the Zulu
attempts to situate the understanding of disease within  an
ecological  content. She does this by drawing a distinction
tetweern natural causes of illness and illness related to
sorcery and ancestral cults. By sa doing she emphasises  the
mysterious and exotic cut of context. At the same time she

does  appreciate the role of sccial factors - stressore and

strains.



Thise apoproach places her in the tradition of South African
transcultural psychiatric research (Swartz, 1984). Schweitzer
11977) has alsco been criticized for decontextualizing illness

in his research work, that is, by tr

lli

cating 1llneszes as mere
catzgories  instesd of =ituating such illness in  e2vervyday
soccial &nd health practices (Mills, 1963) ., On the other hand

‘Compell (1980 attemptes to give

]
»

izl meaning and context
Tt the study o thwasa, but fails to view it from  the
peErson s pErspective. The beliefs about epirit possession are
& response to psychosocial strains found in scciety, and the

1.

more exactly those

i

traine can be identified the hetter we

can wnderstand the response Maver, 1754).

The present study takes a

i
)

2 ooint of departuwre, the idea
that reality {in this instance, mental illness) is sméially
constructed iHerger and: Lgckmann, 197&)Y, and that the
reErson’s  position in thevaucial atfucture willdl influence the
Emplanafimnﬁ developed in order to account for particular
enperience é and deciaioﬁshmade iElder,  19%73). The <social
stress perspective takern in the literature reviewed, suggests
that differernces in exposure to stressful enviromnments and in
the marginal position of those éxposed, can account for  the

differing proportions of amafufunyane among the people. sl s

hecause of their limited vesources o©f copingy spirit

possession can be a convenient way of dealing with siress.

.

Rut, regardless of which interpretation of amafufunvane is

accepted, the issue of illness as a‘means of coping 1is  more
complexr than would first apbear (Swartz, 1986); Rack (1782)
states that in order to understand why a perzon reacts in  a
certain way to a particular situation, one needs to

understand what that situation meant to that person. That



means  finding out how the patient i=s communicating  the
distress. [afal the cultural symbols uvsed during such
communication provide a way of articulating mental illness

for the particular patient?

amatufunvane can only bhe understood as & culturslly

1

peclfic mode  of reseponding to traumatic experiences,

dramatic social circumstances or life events. The case of

amafufunvane should bhe regarded as constituting & test case
in the craoss—-cultuwral definition of ‘normality’ and
“abncormality ., In =uch =states, the person whe becomes

by

zeed i response to difficulties is at once provided

Ross
with a means of ‘ceoping’ with the situation which does not
aliemate him disadvantageously from cther members of the

community ifkKiewv, 1977).

iy

For possession to cocur, Yap (17260 in Lewis, 1971) holds, the
follawing conditions are nececssary. Theze are: the person
ise dependent and conforming in character: the person cccupies
a position in society that does not allow for reasonable
self—assertion; the pereson is confronted with a problem which
e/he sees no hope of solving. Qther ceonditions that Maver
41954; phserves are: obeervable tensions and strains in the
society both at interpersesonal and at commgnity levels, with
resultant social disorder;. there i1is jealousy and envy as
individualization and competition amongst people increazes -
and action 1= taken against néighbourE and friends: the

person with amafufunyane becomes the victim of circumstances.

bihether these hold for the presentustudy, willnhe addressed

in the later chapters.

Some psychiatric or psychoanalytic theories of hysteria which

o8]
b




attempt to explain p

8]

seession &S aggression on the part  of

the socially repressed as in Freud ' = theary) seem to be
overlocking the fact that such aggression is a wvoice of
protest directed against other more fortunate members of  the
spciety. Lewie (1771) puts 1t very well when he =zave,
This aggressive assertion is

directed at society where some of it

inevitably rubs off in cospetition

and conflict for power, and also at ;

the +total environmental conditions

in which sen live

p.203%

fogainst  this  background, the present study &adopts  the
retrospective method of the Explanatory Model proposed by

Klginman $1980) and attempts to explore some of these problen

Sy eat.



CHAPTER-3

HEL P—SEEKING EEHAYIOUR

The previcus section on concepticns of amafufunyvane has shown

that explanations of illness are embedded in the cosmology
which defines what patterns of disturbed hehaviour are
ragarded as illness, It has drawn the attention to the fact

that amafuefunyane should be understoocd to have its meaning in

it

a =acial context. These ewplanations of illness should not be

B

sgen as mutually exclusive, but as interrelated, because they
form the hasics for decision making regarding which treastment
to chnase., fe & stress-related condition it becomes
interesting to s=e how cultuwral elements can be marcshalled as

& regpbnse to s=tress brought about by =social change.

From experience of working in & psychiatric setting, for some
patients peychiatric treatment seemed to be effective for

amafufunyane. But in other situations =such  treatment was

regarded to be effective only in relieving symptoms. This
gheervation became evident when patients’ relatives came *to
hoepital reqguesting to take thé patients ocut to a healer of
their choice. This was done because the relatives believed
that the hospital doctors would not cure the condition unltike
the healers who were regarded as specialists in that area.
When many explanatory systems and a‘_variety of healing
techniques are encountered in search for the cure of & =ingle
illmness, it becomes intereéting to establish how patients can

gnperience the multiplicity of points of view.

There 1ie very little work done in South Africa on how
pevchiatric patients conceive of mental illness and how they

seek help. A few =tudies that have been conducted have shown



that concepts of physical illnesses among Blacks residing in
the wurban areas have altered, and this is attributed to the
influence of medical services and christianity, but that
peychiatric illnesses are still enﬁlained i traditiconal
terms {(Daneel ét al., 1987). The étudy tey Edwards et al.
{1783¢) lendes support to the above findings, and that is that

mixdern medicine and psychiatry recelved ingreasing acceptance

ih

=)

and this is attributed to education and uwrbanizetion. He also
found  that traditional thearies arnd practices to 1llne=ss  in
generasl and mental illness. in particmlaf, were still  found
amoang most  people. He cdngluded that these theorieas are

reinfarced by traditicnal practitioners who tvpically

diagnose and treat the wkufa kwabantu disorders’ (1983 pld).,

In referring to ukufa bwabantu bNgubane (1977) says:

The nase is used sainly because the philosophy of

causality is based on African culture; this seans

not that the diseases or rather their symptoas, are

seen as associated with African peoples only, but

with African ways of viewing health and disease.

p.24.

In South Africa there has been a general trend in trying to
enplain  why patients choose to go to hospital. It ie gften
thought that when patients are brought ta hosgital this
action is uw=sually a last resort. The relatives amnd =some
inexperienced healers are uesally blamed for delaying bringing
patients to hospital, that’they try and treat in vain, It is
anly when the patients display @ behaviour that isg
uncontrallatle and unacceptable to the community that they

will decide to take these patients to hospital {(Edwardes et

al., 1982; Gillis, 198&).

The above arguments may have certain validity for some cases,

but what needs to be addreszsed here are the factors behind



the delaying. In other words, there should be an attempt to

investigate the factors that explain the choice of healer.

in a s=study to investigate attitudes of Black pevyechiatric

pratients to their choice of healer, Farrand {(1784) found that

Elack patients u=e and approve of a wvariety of hezling
systems., She reports that such a choice depends on the
etioclegical explamation of the illness and the helief system

aszociationed with it. That means, whether patients see the

it

illrness &€ treastabl

bl
hil

by western medicinme or by the

A

“indigenous healer’ will determine the tvpe of healer chosen.
Alen that the availability and the provimity to the reguired

rescurces will be a determining factor.

Boonzeier (1985) points out that the patients ars awaré of
the availability of variﬁus healing options and most appesr
to be able to exercise a significant choice when szeking help
ketween these. A recurring question then is: what determines
the differential use 'of thése resuurcgs? Unlike Farrand
11984) , Boonzaier points out that treatment ovtcome seems to
be the determining factor. In other words, to this writer the .
choice of healer is based on the sﬁccess or failure of the
healing system concerned:; that i=s;, one is cho=sen when the
other has failed. At this point one would alsc add  that
modern resources  are used only when the condition is  wvery
severe or critical. Another possible way of knowing whether
treatment practices are successful or not can be done by
cheerving how they are evaluated by those who use them
idanzen, 1978).

The views presented above are not unigue tro Elacks i Scuth

L

Africa but are found world wide and acreoss cultures. Frevious

rJ
o



research has shown that €or different reazons patients delay
consultation with western doctors, In most developing
countries, various health systems ang a diversity of healiih
c2eking  behaviouwr patterns coeniet iNichter, 1980) . This

writer suggeste  that much could ke achieved i€ research

focused more on the ways in which the layperzson thinks atout
medicine, and how such thought patternes can influence  the
wtilization of altermnative healing systems.

Lin et al, 11978) have Dbserved‘that littlie attention has
been given to patiterns of help—seeking by psychiatric
ratients in  the commanity. They also chserve that the
patiente’ family and friends do_play a zignificant role in

patterns of help-seeking. In a study conducted among Chinese

severely disabled mental patients, Lin et al {1978) tried to

reconstruct  arnd  analyze these patterns of help-seeking in

v

relation

5[

o ethinicity., The findings proved in favour of

the

hypotheais,/ that 1=, ethnic background played an important

role in help-—seeking behaviour,

Mitcher £1980)  =suggests  that much could be achieved i1if

resgarch focused more on the ways the layperson thinks about

medicine, and how such thowght patterns can  influence

the

uwtilization of alisrnate healing systems. In support of the

above, Chrisman (1977) vheerved that decisions about what to

gdo  whern one gets i1l tend to be based upon  knowledoe

beliefs about the illness,v and what treatment options

available. He suggests that research should pay

and

are

more

atterntion to the lay comsultation and referral processec. In

other words, these factors should direct the researchers’

attention to the critical contextual factors of

thiealth



beliefe and practices, and the social network of sigrificant
cthere as=  they impinge on the natuwral history of lliness

fibid).

Decisions about help-seeking should not be seen as  coming
=zlely from the patient, but as often represzsentative of the
outcome  of complex negotiaticons within the sccial network

Weicse

ivt

t oal., 19840 .« »Fur example, a person may  consult
gthere faor help in identifvying an illness, for eugoestions
about treatment and for récommendations to competent help. In
this contexrt it would bhe inappropriate to foocue cross-
cultursl studies an illness/diseaae, patients/healere without
lacating them in particulér heglth care systems, becauvse that

would sericusly distort social reality (Fleinman, 19890).

Kleinman £17280) - states that it is important to study

o

patients’ and families’ explanatocry models hecause they tell

1

one scmething about how they give meaning to illiness, and huow
they choose and evaluate particular treatments. He puts it
very succinctly when he savys:
..« it 1is also isperative to examine the context
of seanings and relationships within which certain
choices are sade not only to decide asong
alternative treatsent options, but alsp whether to

reaain in care, when to switch practitioners and
practices, how to interpret treatsent outcome...

B.
After patients receive treatment, they return to the popular
sector to evaluate it and then decide what to do next {ikid).
From the above passage it hecomes imperative to rely not only
on the decisions made by the professionals about what is good
or not good for the patient, even though such eValuatiqns are
usually made on behalf of the patient and not in consultation

with the patient. The popular domain should be seen az asz the



chief sowrce and most immediate determinant of  health cars

dbidy. It is  the most central part of all  health care

4l

Hi]

vetems

a‘l

cross cultures (Chrizmany 19777.



CHAFTER-4

JTHE PSYCHIATRIC SETTING

The peychiatric community ﬁlinics from which the present
sample was obtained, are part of VYalkenberg Fsychiatric
Mospital. Durinmg the pericd under study, peychiatric
community facilities were still 1acking. The present clinics
were accommidated at the loccal Day Hospitals, run by one
professional nurse with & deily attendance of &60-70 patients
per day. There was a doctor caming once a week and & social

da

worker from Cape Mental Health Scociety coming once a week to

a

see  thnose patients who had egn  referred  with ‘spcial

problems’. Referals were made from other hospitals and other

agencies, and the patient capacity was increasing daily.

The orientaticon of the clinics was mainly chemotherapy,
various factores made 1t difficult for the nurse to offer
proper care to these patients. These were: overcrowding 1o
the clinicy not enough staff to run the climicy; restrictions
cn follow—up visits {one had to go through a.lut of red tape
hefore permission to do a hone visit could be cbhtained)., A1l
these made it difficult for the already overworked étaff Ew
give a proper community service. Many patients who were

‘defaulting’ and those who had absconded from hospital, could

not be properly followed-up.

Thi=s meant +that the ‘community’ nurse could not reach  out
into the needs of the community. The restrictions were made
bv  the very =service that claimed to be helping.. This often
brought a lot of job dissatisfaction and resentment because
of the disparity in the application of the measureg of

constraints. For instance, these appeared to be relaxed when

gty



they applied to the white community.

Given this background one would expect fand justifiably =)

-+

to find a high rate of ‘defauwlters’ or non-compliance t

)

treatment, followed by & high rate of relapses and re-—

il

admissions. The role of psychiatric services in the community

g

opeayr ot to have crystallised, it is nmot clear to  the
lavperson. That is, these services are not seen ditferently

from  any  other medical services present in  the community.

0

Sometimes the willingness, enpressed by some of the patients,
to attend these clinics wasbbecause nf the drugs they aqot,
that they thought were helping them. But the skille of the
peyvchiatrist as well as of the psychiatric nurse werefare not
=0 widely understond and accepted, other than that they are

drug dicspenczers,

Alsc, the demand for psychiatric service for the few who have

i

imsight into its effectiveness, far excesds its availabilitvy.
In other words, the scarcity of psychiatric time ‘for the
coumpunity)  has made it difficult for the few patients  who

wogh to avail themselves of the psychiatric services coffered.

With thise background 1t becomes imperative to asses=  the
effectiveness of aftercare services provided by community
psyéhiatrﬁc health programes. In other words, do these help
discharged psyéhiatric patients remain in the community?
Feszearch evidence showese that there is little work done on
thise area. Gillis et al. {198%) 1 Sandler and Jakmet £1985)
have raised useful suggestiones to indicate that there is a
need for more effective community-based services in order to
minimize re—admission rates, by payiﬁg more attention to more

eftfective patient care and after care.

’
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The findings of ancther follow-up study by Gillis =

<
o
=
-
]
ih

{1984 1989) has yielded disappointing resulte. FAmoTg

-~

acters  {(like; inadeguate after care, short hospital stay

By
-
i
s

1y non—-compliance and non-attendance have been highlighted

i
in

being most prottlematic. An evaluation of the effectiveness
of community follow-up has been done scolely ocn pill count and

one: home vizit basis. These findings have actually reinforced

thi= attitude

o
i

v creating an impression in the minds of the
patients and their families that there‘is no other form  of
zervice that pevohisatry can offer their patients sxcept to
reaszuwre them that drugs are the best form of care. Also,
that i+ they can learn to take their drugs as prescribed,
their conditions will improve. One home visit per patient has

heen found to bhe sufficient to arcuvse their sens of

1]

rezponsibility towerds their cwn health.

It is & gQiven fact that one cannot change a patient’'s past
pesychiatric history or demographic characteristics to
increase the prmbability  nf remaining in  the community
{Stuart, 1974). But =something can be done to change  the
social circumstances of such a community at risk directly bys;
creating housing facilities, creating Job opportunities,

improving living conditions, egual distributions of health

services imy emphasis because this 1= where any health
service can directly involve itself in the creation of such a

service).

Fatient satisfaction within a health service structure has
not  been investigated in South Africa. Research in  other
countrigs has linked patient satiefaction to practitioners

meeting patients’ perceptions and expectations {ike and

1% J
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Ivzanski, 1787y Linder—-Pelz, 1982 in O 'Meil, 1989). Thie has
alsc been attributed to patiente’ participation in  the

decizion-making process (fola, 1981).

It was against this background that the third sim of the
mresent study was advanced in order to explore the eftect of
zuch & service on help-sesking behaviouwr of its patient

population.

-
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CHAFTER~S

RATIONALE AND SCOPE OF THE STUDY

S.1. PROBLEM

Frevious research on mental illnesé has laid heavy emphbasis
on trying  to understand peychiatric phenomena fincluding
amafufunyane) in  terms of descriptive psychiatric models
(Klelnmar, 1977). One way to determine how people make
decisicong and carry them out in their daily lives would he to

=

1%,

rwe thelr actionss ancther i=s to ask about what they dog

Rl
or

15
it

-

szeing that direct chz=ervation has not bheen a typical feature

in peychiatric research, there is bound to be some

distorticon {(ibkid).

For dinstance, in reflecting upon the results of pr&viaus
peychiatric research 10 South Africa (Gillis et &l |, 1983,
i?@é, 19846, 1987), it can be chserved that tables like
thos=se appearing on the findings of such research 4d¢ not
reveai the reality of Everydﬁy interaction which leads to
decisiaons about help—-seeking/ adherence to treatment/
admission/ readmission rates etc. Such tables do not show how
family 1life or the person’s daily activities produced

the various phenomena those tables porﬁray iCicourel in Mehan

and Wood). This becomes evident when looking at the Gillis et

“~n

al 1987 1789) study on non-—-compliance with psychotropic

medication.

Feychiatrists have most often been confronted with the
nroblem  of high rates of readmissions; non-compliance to
treatments arnd late referrals to hospital ‘due to prolonged

delays wor detours via other treatment systems), especially
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when treating Black patients.

Y
i
3

The casze of amafufunvane has pr roved problematic encugh

the professionals treating such patiente and for the patients

themselves. Thie ceems to stem from the fact that neo

consensus  has  been reached regsrding the dynamics  of  this
cordition ithat iz, betwesn those who treat and those who

experience it),

The  way pedgple
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they refer to disease and
iliness reflecte their beliefe concerning such. Listening to
people speak about their own illnes=, what they =ay, as well
as the way they szav it, may give the listener some  insight
inte what they hkelisve asbout the illness (Kleinman, 1980).
Allowing people to give their own views of their i1llness
conditions may prove to e valuable, especially when olanning

an appropriate treatment apprcach.
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ceams oiite reasonsable then that by studying the content
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ot people’ of 1llness, some insight
might be gained into how: a) they choose particular treastment
models for their illness; b)) why they remain or do not remain

in cares <) or why they move from one model to the other

Kleinman, 1280).

Experience of working amongst pu,rhlafrxc patients has shown
that patients and patients’ relatives often do not volunteer

information comcerning their own concepticone about i1lliness,

i

When they do, the information givern is short, single-phrace

explanations and the reason bebind this is the expressed fear

1

of being ridiculed and intimidated. Sometimes the patients
would express  the notiocry that they do not zee the rneed to

gdivulge =uch information because the doctore and staff will



not understand,

1]

It

ws been observed that the encounter between the doctor

and t

—

e patient ie one between experts and those who are
igrorant. This often limits research to ‘proahiem frames’

defined by bicomedicine, that is, the soluticns offered fit

orily from that standpoint Hleinman, 17803). In agresment with

the above aszsseritlion, Sager et el £1972), wobhserved that
therapy that results from such an encounter may besr little

relationship to the problem for which help was  wiginally

sought.

Given this backgreound, it becomes important to know how  the
patient populaticon who use psychiatric services define and

gvaluate them since it iz the layperszon who first defines and

initiates he

H
P

ith care activiities {itic) . “lea, it ceems
important  that patientz be made to feel that they are

participating in the planning of their well-bsing.

Experiernces csuch as those of spirit possessiocn demsand

attention for several reasons, irrespective of whether they
ayre recognized o labelled as mental 1liness by the
individual,, civrcle of friends and relatives o professianals.
Firstly, possession states are not only common, bBut are in
large part the result of experiences that are Etrmngly
related to social position. Feychiatric disturbance and  in
particular the possession Etatgs which are the main focus of
this study, are in a critical sense social phenomena, and
their distribution in a population is therefore an  important
way of evaluating and understanding the workings of a society

{Ferown and Harris, 1975).

There are no systematic follow-up studies of patients treated

A
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those currently receiving
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‘modern’  treatment, with careful evaluation of their health
status before and after treatment. TEE present  study  has
tried to enter this untouched arsa, thouvah retrospectivelv.
The data dirncliude case illustraticons and feanrte £ v
pEychiatric patiente treated by "traditional’ healers who are
aleo currently receiving psychiatric trestment. &lso, what

has been done in the preeent study was to Lry and  establish

the orop tlﬁﬂ of amafufunyane smong patients receiving
neyehiatric treatment.

S.2. THECORETICAL FRAMEWORK
The arownent put foward in the thesis is that the meaning of

t

5ll

n

illness epicades should i iteelfd he tr =d a2 a phenosenon

worth investigating; that is, cutside of descriptive methods

of Enquify adonted in psyohiatry. Because without =uch  an
undertaking noe full  understanding  of patients’ =1
conceptionse of ilinesse will ever be reached. bith  this
background, &  theoretica framework is introduced that is

4

going to look specifically at waves of alleviating some of the

sroblems highlighted in the previows sections.

Fleinman {1980 has proposed a veeful way of looking at  the
wrocess by which illmess is  patterned, interpreted  asnd
treated, which he calls the Explamatory PModel. lithin  the

parameters of this model, the present study adoptsz  the

m

splanatory  Model EMY and seeks to explore the context of
meanings and relationships within which certain choices are
- made, to decide among altarnative treatment opt1nnq. whether
to contivue in care, when to  switch practiticrers  and

practices, amd how to interpret treatment outcomes.

A
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EMz cffer sxuplanations about particular illnese epizsades and

th

It
ifi

significance of =zuch episcdes for the patient and n#i
tamily, along with  their treatment goals. EMe need to he

diztinguished from general bheliefs about sicknezs and  healih

F-1s

Tt
7

a Ewven though they draw upon these general beliefs, they
are marshalled in response to particunlar illness episcdes. In
cther words, EMe 'are formed and emploved to cope with &
epectific  health problem, &nd consequently they need to  be

analvyvzed in that concrete setting’ (p.198). Equally, unlike

r

he widely shared beliefs that form a public ideclogy
idiomsvyneoratic sets of beliefs are alsc held by individuals

arnd families. Herger and Luckman, (1973) describe these acs

“individual packagss of ideas, no two of which are exrxactly

alike...  {(p.?70-2&6).

Kleinman (1780 distinguicshes between EMs held by patients

and those held by practitioners, stating that the study of

practitiongrs’ EMs explains how practitiorners understand  and

it
HH
s

trest sickness on the one hand., O the other, th tudy of

vt s angd families’' EMs telle readers thiow patient=s  and

n

ul

o
’ II

+

rn

familises give meaning to parti =l sodes of illness,  and
how they choose and evaluate particular treatments {ibid). It

egd  with

2

ieg the latter that the present =tudy will bhe concer

{AIM-3)

With these probdems in mind, several gquesticons were

raised which related the preblem of illness definition  and

1T

explanation to the patterns of help-seeking. It was therefore
decided +that a study would be undertaken to try and examine
the idi=sues raised in the literature reviewed, arnd those

stemming from the author s experiénces. Irn order to do this=,

RY=)



the decision was made to study &

z

1]

ample of Black pevehiatric

patients who were attending & psychiatric community clinic

~-r

run by Yalbkenberg Hospital in Cape Town.

1. The primary alm was to prezent a cultural gerspective on
che study of amafufunyane through an ekploration of patients’
explanatory nodels, That 1=, the definitione and enplanations

opffered by RBlack pevchistric patients. who regard  their

1liness to  be amatufunvane were explored The focus o &

carticulsr  phenomenon of  African illpess is not measnt Lo
cvergeneralize  what ssems to ke the aobvicus. But to try and
Righliaght detalls of explanations about the concepticons of
illness Bticicgies that miéht be re?ealing of the dynamics of

anafufunyans az perceived from the patients’ point of view;

2. The second aim waz to try and and establish the existing
patterns of help-sesehking behaviour., That is, by explaoring the
corvtent  of meaninges and relationships within which certain

b 1lliness

i
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choilces are made i{regarding a particual:
ez to decide among alternative treatmeEnt options:  that
iz, whether to continue in care, when to switch practitioners

and pracltices.

Ry The third aim was to explore the effect of the
peychiatric setting or erientation on help-zeeking behaviour

of patientse who are using the pesychiatric service. This

includes the patients’ evaluation of the psychiatric service.

39
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CHAPTER-G
METHODOLOGY

S.1. INTRODUCTIOM TO KLEINMNMAN'S FRAMEWORK

]

Kleinman {1980) has  introduced & conceptual  model for

studying general criteria  that guide (1) the heaslth care

sesking process and how  people evaluate the treatment
approaches: (23 the marnagement of particuwlar 1llnecss

episndes. Hise approach  to the proposed model is by citing
field motes of clinical ethnographies, in crder to illustrate

the phenomena that need to be understood.

Explanatory model

]
it

(EMe) are the notions about an episode of
sichness and its treatment that are emploved by all  those
invaelved in the clinical process Kleinman, 12780, p. 195). He

enphasices  that the interaction between the EM= of patients

by

ard practitioners is central component of health care. Tives
study of practitioners tells the reader something about How

mractitioners understand  and treat dlinmess. The study of

patisnt and family EMs tell the reader how patients make

i

h

=en

}

e of given spiscdes of illness, and how they choosze and

evaluate particular treatments.

In ST, both patients’ and practitioners’ EMs cf fer

T

avplanations of illness and treatment to guide choices among
available therapies and therapists. They &also reflect
personal and =ocial meaning on the experience of sicknhess
iklelinman, 1980). Of particular importance, they provide
=planations for five aspeéta of 1liness: 1) eticlogy of
tﬁe corndition: (2 time and meode of onset of symptoms: 13}

the pathophysiological processes involved; (4} cour s QF

illne=ss iincluding both the degree of severity and tvpe of
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illrness roale - acute, chronic, impaired, etc.l: (% the

appropriate treatmente for the condition,

These models are marshalled in response to & particular

ppiscde of illress. They are used by individuals te explain,
organize, and  manage particular episodes of impaired  well-
beirng iHe Ll man, 1984) . These EMs can only be understood by
eramining  the sSspecific circumstances in which  they are

amploved fibkid).

Hel man L17ad) proposes another way of looking at  the same
process and that is, to examine the zsorts of questicns that

\i

people ask themselves, when they perceive themselves as being

ill. These are: 1) What has  happened? iwhich includes

organizing the esymptome and =igns intoc a recognizable

L Er T and giving it a name or identity): {2 Why nas it

happened? fexplaining eticlogy of the condition)i (Slwhy has

it  happened to me? {trvirmg to relate the illness to aspeclts

of  the patienmt, such as bebhaviouwr, personality, heredity
eto.y 4) Why now? {(the timing of the illness and itse mode of

onzet, sudden or slowry (3 What would thhapnpen 1if nothing were

denme about it?  {its likely course, ocutcome, prognosis  and

danpers); and {6} What should I do about it? istrategiss for

ting the condition, including self-medication,

Y

tre

consultation with friends or family, or going to see &

doctor) .

6.2, FRATIONALE FOR USING EXPLANATORY MODEL FRAMEWORIC

The maodel it=self is presented to demonstrate how it cann  &id
avercoming the limitations of the bipmedical model bacause it
studies medicine az an inherently semantic subject that is

inseparable from  the conceptualizations of it held by

41




patientsz, communities and practitioners. Kleinman s deszign is

i

fournd wseful in ) present study, because it allows =&

specific way of looking at how patients explain illnhess.

&.3. THE DESIGM OF THE STUDY

The expleanatory model framework is found to be useful i the

prezsent study, becavee 14 allows |

W

specific way of looking at

rr

heow  patients explain illness. It i= possible to suplore the
three basic areas which form the gime of the presspt study.
it firetly, the zample haﬁ ta be ididentified and that
vl ved zcreaening the gopulation of patients wheo attended
the cclinic in 1988, Thiz was done by uwsing a preliminary

questicannaire designed for this purpose.

Data  was callecxeﬁ by using dEptthinterviewﬁ which are
regarded as relevant in cbtaining qualitative materialn Open—
erpjed questions  were ashked under  each  category mentioned
abrove., A piloht  study ﬁas conducted initially to test  the

efficagy of the instrument. Patients and their next-of-kin

e azked t | describe their  illnpecss condition

,

famafufunvane); describe decisions that had been made  and
qive reasons for those decisionss list all treatments that
lad been given and the different healers who ha been

conswlted in the sequence they were chocsens aszszss  the

aouvtcome of gach treatment.

The interview schedule was administered in the following

format {see Appendix for details):

v1) THE PATIENTS' DEFINITION AND EXPLANATION QF ILLINESS
Thi=s was measwred by the responses to the following questiaons
dealing with illness episoude history. These included:

- onset and course of illrness



- what made you aware that something was amiss?

= what do you think has cauvsed vouwr condition?

= why do vou think it started when it did?
~ what dees youwr condition do to vou?

- e severe i€ it7T will it have

m

shcrt o long cowrseat
- what do yvou fear most about veouwr condition?
- what Are the chiegf problemes/difficulties W

condition has caussd for you?

{Z) THE PATIENTS ™ HELF-SEEKING BEHAVIOUR

Datea were obtained about help-seeking behaviour for  this
specific condition and abeout attitudes towardes uwtilization of
“traditional ’ hesalers and of professiconal care, and  the

pvaluations thereotf. Thie area included the following
gquesticonsy
~ past consultations pricor to pesychiatric treatment

- what made vou seek help in the present  treatment?

&
i

ihere the concern is on perceived failure o  succes
of past treatments)
- what kind of treatment do you think you shouwld receive

for your condition?

{3) THE INFLUEMCE OF THE PSYCHIATRIC SETTING OR ORIENTATION

HELFP-SEEKING BEHAVIOUR

- what did the doctors call your i1illness?

- what do they think of amafufunvane?

- what are the important results you hope to receive
from the treatment? {enpectations)

- have vyour expectations been met by a&ny  of the
treatments you have received in thelpast and present?

- have you come acroes anything in this service that you



S

are not happy about and wounld like to raise”
- what are vour plans regarding futuwre consultation fare
o intending to remain in care, continue charnging

practitioners?)

-

G. SAMPLING AND CASE FIMDING

iﬂ

AFince the central  deszue in the present study was in the

conceptions of amaf UfHHanp and the implication of nelp-

Hil

geking, many of  the central iscues that came cut of the

study can anly be viewsd by looking at patiente whoe concelve

cof their illness to be amafufunvyane but are presently
receiving pesychiatric treatment. However, idexlly there wonld

e a control group of patients with  comparable conceptions
tut who have nolt sought peychiatric help, in oarder Lo see the
range of coping responses in the populétimn. Lacking such a
grovp,  the oresent study would be limited in the inferences
made from the data. OF particular importance would be those

inferences related to gendesr issue=s. Only those men and women

[Hj

mwhoss  conditicone resulted in pesychiatric intervention could

e compared.

]

The following criteria were used for inclusion in the samples
Any Black person receiving psychiatric care between the ZInd
of January 1988 and 28tk December 1788, who . was a resident of
Guguliesthu  when s/he entered treatment s defined  as A
‘patient ' Satellite clinic; are psychiatric clinics
developed in  theese areas for the purpose of providing
community psychiatric services teo the loccal communitys The

requiremaent of residence in this community excluded patients

tﬁ

whose homes were eslsewhere, tut . were under psychiatric

treatment in  the =zame community: For example 1t exluded

0

psychiatric patients who came to Guguletu satellite «linic
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from other communities like‘New Croesroads, KTC csguatter
A . FPatients who wer e iﬁcluded in the present study were
those who were attending the peychiatric community clinic for
the first time after discharge from hospital. It wae,
theretore, assumed unlibkely that the pazsage of time or their

experiences in hospital would distort their reports.

The <cole avenue of acoess te data regarding personal details

imames and addressss) was through the Qut-Patients records

trom VYalkenberg Pevohiatric hospital. Permicssion from  the
hiead of  the Fsyohiatric Department, as well as the

cooperation of the psychiatrist in charge and the community
nurses of the clinics concerned were pbtained. These were

Thought to be essential to the realization of the ah jectives

Firstlvyy the list of all the patients who have been attending
the Gugulethu psychiatric clinic in 1788 {January o

te & total of 117.

it

December) was obtained. This cam
Subsequent  to thiz, all one hundred and seventeen patients

were screened at the clinde during attendance, this was done

in order to get to the target population. The screening was

done by using the preliminary aquestionnaire which WEES
designed for this purpose The patients were asked two

guestions: (i) what do vou call vour cundition? twhich alsc
refers to iliness when tramslated intoe Xhosa)ds {1i) why have
viouw given it this name? ithis was supposed to confire  the
firet guestion). Only those who self-lakelled themselves &=

taving amafufunvane wers included in the cample.

Froblems were encountered during this stage of the research.

The attendance rate at the clinics was very low. For the

4=
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first three wegks in the Guguletu clinic {which cperates wn i
daily hasis from Monday to Thuwrsday), only fowr out of twenty
patients  from the sample attended whilst -DthEFE defaulted.
The only possible sclution was to do the soreening  at  the

patients’ bomes instead of at the clinic  as  was  plarned

Out ot the total poprlation of 117, only 78 were actually
eoreensd. 19 were untraceable either hecause =ome had moved
to. cther areasy one héd died {cavse of death wanknowni)
nthar ‘s whereabouts were unkncwn; and others had returned to
the homelands. Out  of the 78 that were scresned, only 14

callied their condition amafuefunyvane., All 14 patients were

interviewsd together with their mext of  kin. The depth
interview schedule was - csgmi-structured with open—ended
guestions  teo allow the respondents an opportunity to answer

questions according to their own choice and formulation,

H.0. ANALYSIS OF DATA

This =tudy made uvse of qualitative wmethod for comparing
patients’ EMe of the condition of amafufunvane. Rpnalysis of

data collected involved reading of protocols and extraction

of different themes. These were then summaricsed and the

if

discussicns take the form of case illustrations as will ez

shown in the next chapter on findings.



DISCUSSION OF FINDINGS

SECTION-1

CHAPTER—-7A

DEFINITIONS OF AMAFUFUNYANE

7.1, INTRODUCTION

The present chapter is devided inmto thfee sections. The first
=ection deals with the incidence rate of amafufunyane among
the psychiatric patientse. The second section focuses on the
first aim of the present study: that is, to explore the ways
in which Black psychiatric patients define, and explain their

condition.

7.2. INCIDENCE RATE OF AMAFUFUNYANE

It was in the interest in the present study to firs
establish the proportion of Black pyschiatric patients who
conceive of their. illness to be amafufunyane. The rates of
amafufunyane were calculated by relating the rnumber of
psychiatric patients admitted to the Guguletu pschiatric
cammunity clinic for the first time‘in 1988 (between January
ard December) and who labelled their i1illness to be
.amafufunyane, to the total number of patients who attended

during this periad.

Table 1. Incidence rate of amafufunyane for the period 1988:

Areas Total no. of patients Total number of patients
attending the clinic with RSP
in 1788 ' :

Guguletu: 98 14

'

Table~1 shows the total number of paychiatric patients who

were attendiﬁg the cliniec for the first time in 1988; and the

47



number of patients who conceived their 1ilinesz to be
amafufunyare. Data revealed that only 13,72% of patients
receiving psychiatric care retain the belief that they atre

suffering from amafufunyane,

7.3. EXPLORATION OF DEFINITIONS OF AMAFUFUNYANE

The patients were asked to describe the kind of symptoms they
had experiernced when they first got ill. Since gualitative
material pertaining to individual patients will be presented,
exch patient 1is assigned a pzeudo name to protect the

identitiese of the patients.

Table-2 {see Appendix—-1A) shows the frequency distribution of

symptoms associated with amafufunyane as they were presented

by the patients in the sample {(when they fifsf got 1l1l).
Some o0f the patients presented with none of the distinct
symptoms usually associated with amafufunyane, although they
still believed they were possessed by the same condition.
Three patients had one ‘classical’ =symptom each: two  were
asocial and one had stomach cramps. Three patients had two
features each: one showed persistent headache and asocial
tendencies; +the other wild behaviour and asocial tendenciesi
the last one showed running aimlessly and jumping around. One
patient exhibited three classical symﬁtoms: irritability,
wild behaviour and enormous strength to those who tried to

restrain him.

When the patients weré asked to describe their symptoms, the
expectation was that they would mention at least a cluster of
the distinct symptoms usually associated with this condition
(FRefer Chapter 1). The picture which has emerged, however,

contradicts this initial explanation. The patients were then
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asked about their current ideas regarding the symptoms

assoCiated with amafufunvane. Table-3 (see Appendix—1E) shows

a list of symptoms given by patients reqgarding their current

ideas about amafufunvane

The impression ome got when patients were describing their

current views of symptoms usually associated with

anafufunvane, was that the patients looked pleased by the
fact that they did not present with thbse symptaomse. This

might have been due to their frightening nature.

The data 1in thie section allows for certain inferences af
attitudes displayed by the patients. Patients’' attitudes are
inferred in this section from the observations made on the
symptoms given' in tables-2 and 3 rather than from direct
questions presenfed to these patients during the interviews,
For example, when a discrepancy was cobserved between their

presenting symptoms and the typical picture of amafufunvane,

the patients were not asked & direct gquestion in order to
uwnveil this: "what do vyou think is the reason for thé
discrepancy in vyour cbnception of amafufunyane?”  Instead
inferences were drawn from the open comments they made when
the author showed a surprised gesture. They were asked to
coﬁment on the other =symptoms £hat appeared in the picture
when they were describing this condition. Emphacsis was placed
ot establishing whether in their comments they were relating

the symptoms of this condition to mental illress or not.

Twa said they did not know, they thought what they told the
autihhor were all the symptoms associated with the condition:
Tally - =said ber symptoms could not resemble the typical

picture because her amafufunyane were put in the brain. She
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believed that if she had had the ordinary type of

amafufunyane that reside in the stomach she might have
presented differently. Thus, the absence of classical
symptoms was made explicit and such presentations contained
statements to Justify such an  absence. The following
statements were erxemplary: as they refute & notionm of
‘tlassic symptoms '3’

«+» well in my case the amafufunyane were put in

the brain, that is why I did not da all thase

things that other people with amafufunyane do...
Tally

c«. ®ay be it's because I am alsoc different froes
other patients with this, I am a strong person and
will not allow syself to be like thes...

Aaelia

The presenting symptoms of the four patients were possibly
like those of people who are mentally 111. They did nmot think
that their condition was different from people who are
mentally 1il1l, berause their symptoms were no different from
those of mentally i1l pafients. They further ewplained that
in both conditions there 1is a disturbance in bBrain
functioning, and thi=s usually happens when a person worried
toe much. The following comments shed some light intao  the
matter:
a person with asafufunyane talks about things that
ather people cannot understand, talks alone,
wanders in streets awiay fros hose...acts like
scesehody who is mad...the brain does not function
properly, it is disturbed...
Eric
...whatever the cause, sosebody with amafufunyape
acts like a person who is amentally ill, becomses
wild, undresses in public, wants to have sex all
the tise, has an enoracus appetite. The person’'s

brain does not functioning well, it is disturbed...
Arelia

The symptoms in the above two quotes depict a picture of



people who are very disturbed but who define their
disturbance in terms Df the culturally accepted idicm. The
presentation appears to be linked to the explanations of
cause ithat 13, personality traits), and to the type of
amafufunyane that differs from the known conventional type.
To these patients, this became a justification for the
differnt symptoms that do rnot reflect those of & classical

nature.

In conclusion, the presentation of symptoms does not reflect
adherence to the conventicnal ideas held in general_about the
gsymptoms of this condition: also, the current views regarding
the symptoms asscciated with amafufunvane reflect a certain
amount of knowledgé about conventional ideas regarding this
condition. Some of the patients expressed the view that

people get amafufunyane prior to becoming mentally i11. In

other words, amafufunyane had predisposed these patients to

mental illness. For 1instance, when a percson has been

bewitched with amafufunvane, he/she never functions rormally

again. The following comment from a patient’'s mother is an
example:
«c.@y sSon is mad now, but he had amafufunyane
tefare he becaae sad...these can be intraduced
through witchcraft, I say witchcraft because I
don’'t know how to explain amafufupyane...
Gnele

In their original enplanations of cause, all the patients

in the sample attributed the cause of amafufunvyane to

sarcery/witchcrafty except for Amelia thought that it was
sarcery/witcheraft on the one hand, and the works of God on
the other. From the examination of explanations of cause, it

was found that witcheraft beliefs still existed linking



amafufunvane to the evil of cthers who harbor malice toward a

patient. They seek out a sorcerer to cause their enemy harm.

7.4, CHANGING PATTERNS OF COMNCEFPTIONS

This secticn shows that explanatiaons of caucse changed after
hospitalisation thecause of asxposure to other orientations),
to show ann interplay of other factors other than those
azsociated with conventional ideas regarding amafufunvane
that were rot accommodated in their initial explanations.
This iz & confirmation that EMs do change with time, they are

dynamic in nature.

TAELE—4: Categories of enplanatians gf cause

Sy mmrm s Tm o

1. sorcery/witchcrafts 147

2. pesychosocial stress @ externa1’~ job related stress :1/14
~ intrafamilial stress:2/149

. personality traits 3 3714

4. supernatuwwal causation (God) : 1714

Table—-4 shows four diffefent categories of explanations of
cause offered by the patients. These categories should not be
zeenn  ag exclusive categories, hut as interrelated and were
thus used interchangesble by the patients. The figures nent
to each category reflect ﬁhe number of patients using those.
Rs canrn be =seeny, the teotal ﬁumber of patients who used the
categories is more than the total number of patients in  the
sample. This was because four of £he patients used more than
one eMplanation. For instance, ome patient exploited all four
categories in her explanation of cause, this will become

gvident in the following discussion.

All  the patients 1in the sample attributed the cause of



amafufunyvane to sorcery/witcheraft; ore patient thought that
it was sorcery/witcheoraft on the one hand; and the warks of
God an the other hand. From the examination of conceptions of
cause, different themes emerged. It was found that witchoraft
beliefs atill existed linking to the evil of others who

harbor malice towsrd a patient. They =zeek out & sorcerer to

ot

cause thelilr enemy harm.

I addition to zsorcery/witchoraft and supeErmatural
causation, patients gave other explanations. Such magical

erplanations abowut Cause coericsted with ‘rational’

explanations that are similar to those used in  peychiatry.

n

o instance, & patient’'s belief that she had been bewitched

£
e
ift

accompanied by her awareness that she could have become
111 because ehe had been working under stress, alse that she
had been worrvyving too much with nobcdy to share her worries.

fe. scme of the respondents gave 'more  than one causal

#plarnations, their responses were divided into fowr

il

different categories. Theilr conceptions were then considered

under zach category.

{1) SORCERY/WITCHCRAFT

For 83%4 of the patients.in the sample, witchoraft/corcery was
=till the major explanatory model for the occuwrance of

ampafufunyane’ even after hospitalisation. This became evident

in the last section when the conceptions of symptoms were
explored that, even if the patients’ presenting symptoms

differed from conventional idess about amatufunyane, two of

the patients retained the conception of the cause of their
illiness which was in agreement with conventional ideas about

the etiology of amafufunyane. But Eric and Faith no  longer

|
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aseaciated their illness  with amaftufunvane, through
discussione with their doctors they came to reslise that the
nature "of their personalities were responsible for their

ilinees [Refer (2) belowl.

V2YPERSONMALITY TRAITS

tag mentioned above), that certain personality traits were
perceived  as  having predispesed  them tn illness. These
natients had changed their original conceptions about the

cause and the very label of their illness. They now thought

1
1
their i1llness was due to a disturbance in the functioning of
the brain and this in tuwrn is caused by worrving too  muach.
They also thought that the doctors in hospital made them see
thinge differently. The following comments were exemplary:
.=« I have always been a nervous person. I get
worried easily over small satters, that would not
worry ather people...
Eric.
...I had a lot of worries before I becase ill, and
we used to quarrel a lot with sy husband... he did
not want to listen to me and I decided to keep
gquiet... doctors said that is what made me sick and
I agree with then...
Faith.
... 1 am a very serious person, I take things
seriously and this makes mae worry a 1lot... things
were bad at work but there were also may in-laws...
Amelia.
These patients viewed themselves as having been made more
vulnerable to iliness by the very nature of their
persconalities. Amelia, unlike the other two, had not ruled

out sorcervy/witchcocraft. She =zaw her personality disposition

az agdditional factor that contributed to her illness.

{3) PSYCHOSOCIAL STRESS

fis can be seen from Table—4, this category was used to group



anly  two  types of paychosocial stress, that is, external

1

stress related to one’s Job;  and interrnal stress related to

intratamilial problems.

1) d0B FELATED STRESS:

fnly one patient related directly to job related stress  as
playing & role in brimging about her condition {that 1=,

Pmelial. She had proved herself well in the company as  a
result she was recommended for a higher position which  was

particulerly demanding, and was expected to peform extremely

b

mell. She could ﬁot peform we}l because of various reasons:
she did neot have ﬁhe necaﬁeéry Maths =skills furvthe work =she
was supposed to doy she alén hated the auhjett at =cheols her
superviseor was very unsympathetic. She, therefore, considered

thie job to be a significant cause of her illnecss.

1

1a)y IMTHAFAMILIAL STHRESS:

The same peatient discussed in the previcus gateqgory Was
convinced that bher long-standing problems with her in—-laws
whic hated her coupled with an unhappy marriage were

recsponsible for her illness. She felt that there was nobody
with 'a right ¢rame of mind who could survive such pressures.
The fact that she was exposed to such stressors made her ill,

=he could neot function "'normally’ under such circumsetances.

Arnother patient also thought that his unhappy relationship
with his wife made him 11l, they was always friction in the
howse anmd he did net know how to handle the <situation. He

then became.ill.

(4 SUPERMATURAL, CAUSATION:

Here illness is attributed to the direct actions of

supernatural  forces, =such as Ged, demonic or ancestral



spirites. In the present sample this explanaticon was uveed by
Amelia anly, when she described her illness as a Test of her
Faith. ©She used demonic possession interchangeably with evil

z=pirit  to mean amafufunvans on the cne hand, and as &

predisposing factor for  amafufunvane on the other hand.

Drawing from her religious orientaticon, one patient said that

reoprle could get =sick 1f God =0 wishes. In her case it was
God who made her 111, hecasuse He was testing her Faith. I¢

=he had been loyval to God, praved evervyday she would not have

got the evil spirits/amafufunvane/demons hecause God would

have protected her from such attacks. She used these concept
interchangeably to mean the Same thing, that im,

amaftufunyvane.

in sum, most of the patients still helieved that the sole

cause of their illness condition was that they had been
bewitched: O thoght it Was the combination o
sorcery/witcharafdt and intrafamilial strecs that VRS

rezponsible for his illness: one thought 1t was the interplay

of &ll four cateqories: sorcery/witchorafty her personality

in

traite which predicsposed her to illness; job related stress
and intrafamilial stress als=c made her 1l1l; and lastly it was
the direct action of God): the last twe patients totally
rejected their initial cmnceptions which placed emphacsise on

sorcery/witcheoraft, and instead adhered to the explanations

emphasising percsonality traite.

Borcery/witchoraft was the major explanation of cauvse for all

the patients, tha ie, when the symptoms first appeared.
The different conceptions given by patients showed &n
interplay between the magical and social /natural



grplanations, This interplay was probably characterisetic of

their psychiatric orientation. Thus, along with the idea

aboul sorcery or witchoraft, =ome of the patients pointed to
furtner determining influences such as =sowial stressors.
During the interviews it hecame evident that the majority of

these oatients had never discussed amafufunvane with the

western—trained doctors who treated them. Their pevchiabric
crientation was  based on their personal  interacticons with
sther  patiente  in the wards and during their visitse to the

clinic.

7.2.ABBESGMENT OF LONG-TERM PROGNOSIS OF CONDITIOM

A guesticon had  been posed to the patients as to bhow  the
condition had affected them. The responses were divided into
twosy  that i1s, those who thought the condition had affecfed
them and the kind of changes reported;y and thaose who thought

it Mad not affected them.

The patignts who thought the condition had affected them,

Pt

B e clear Jjudgements about “impairment of functioning
proaduced by symptoms of this condition. These judgements were
partly explained i terms of interference  with Nt mal
furictioning f(that is, =social and interpersonal rvelations).
For =zome impairement was SEQQFE and permaﬁent, and for others
it was temporary. Several of the patiente volunteered the
information that they were unable to perform their work
taske, that they had DGDF‘EDHCEﬁtFatiDﬁ or were fearful of
the future. The following statements are illustrative:
This has really affected se, [ always feel tired,
cannot pay attention or concentrate in class..,

Hillie

«ee it i3 no longer easy to do sisplie tasks at
hose, like cooking, cleaning the house... I do not



have the energy te go anywhere...
Rill

«e. 1 1lose interest when I am working, 1 often
fear that 1 will never be able to work again.
Connie
To judge the impairement a5"permanent o temporary  was
sesotiated  with  the length of time the per=son had had the
condition, and the failure of the differsnt treatments that

had been tried. The patients who had bhad amafufunvane for

more than two years, said they had lessz chanc of recovering
from  the impairement incuwred from the condition, The
follomwing remarks were typicals

I can no lunqer do household chores like uashxng,
cieaning the house...
Cnnnxe

... all the healers we have contacted have not
been able to cure ae, 1 am still sick...
Isabeila

... there seess to be no cure for this, 1 have had
it for many years... [ do not think I wmill be
normal again ... [ can no longer do the things I
used to do... :

' Bill

Same  of the patients said that they stopped working becaucse

of amafufunyane. They never had energy to go out and look for

weorksy 1f they were lucky to get a job, ?hey could not keep it
far long because they often got sick at work., This condition
made them susceptible to harsh trestment thet they got from

uneympathetic emplovers who expected a lot from them.

The other two patients felt différently o the issue of
impairment., They did not  think ‘tﬁatt the conditionn had
affected them that much. The changes thalt were experienced
when the illness started were perceived as  temporary. Some
made reference to their previous functioning ‘before they had

amafufunyane), comparing that with present functioning. Thevy

w8



could not s=ee how the condition might have affected them
because they could not perceive any difference in  the way
they thought and behaved, and in their relationships with
others, This was clearly reflected in the statement made by
one  patient whe did net think that he bad been affected by
the conditian:
... 1 cannot see any change in se, I can still
feel and think like before. At work I as still
holding ay old job, nothing has changed...
Eric
bhen asked sbout their future plans,' there was a lot of
uncertainty  amongst those who felt that the condition hHad
atfected them. They did rnot know what would happen to them if
they could oot get = cure. The following comments were
Enempl arys
1 do not know what will happen to se if [ cannot
get a cure...
Hillie

e everything will depend on whether the
treatment from Pinelands will cure this
asafufunyane...

Biill

«2. 1 $eel well now and the doctor told me I am
not sick anysore. But I as not sure whether I will

not get amafufunyane again...
Tally

The above comments had a bearing on the futwe patterns  of
help-seeking as it will be shown in the next chapter on Help-—

seeking behaviour.
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SECTION-2

CHAPTER~7H

HELP-SEEKING REHAYIQUR

7.1 INTRODUCTION

From the literature reviewed it was shown that amefufunvane
is perceived by patientes in general, as a witchoraft-related
conditicn., HAlsc that, it is helieved to be amenakle only to

the therapeutic intervention of "traditional’ healers and not

=

restern trained professionals, It was shown in the previous
section on eticlogy that all the.patients in the sample still
explain  illness by recourse to sorcerys/witcharaft sz major
expianations. That heing the case, these patients would be
expected to zeek help from 'traditianali healers. From  the
examination cf the present da{aq it was found that patienfs
have heerr to and are Etillvcénsulting various heslers {(prior
ard after hmspitalisaticn).:lt is this passage from treatment

to treatment that is the focus of the present =section.

The different themese that emerged from the data will he
discussed under the following categories: 1) patterns of
help-sesking prior to the first referral ftoc . hospitals
frequency of visits to healeré and average time spent on such
vigits prior to hospitalisation; determinante of help-seeking

kehavigur.

>

7.2.PATTERNS OF HELP-SEEKING PRIOR 7O HDéPITALIZATION

Im ﬁhis section different_healers thét the patientes have
consulted prior to hospitalisation are deecribed and
iilustraﬁated by mearns of tables: the freguency of visits to
these healerse and the aVerage time spent on such visits; and

the crucial features lesding to hospitalisation.



TARLE-E:

Iypes of healers consu}ted pricr to hosgitaliza{ion

e et e i o e o I i S o T e AP T o B D o e e . o o o e e S s S S o B S o . o o . o T o o o

N of patients visiting
visiting each healer

o e A e ot A . e o o o e T s T " T " b S . e S " o < b o i o R e . ik S o A o T o T o o e e

Faith healer 8
Herbalist 3
Diviner 2

Practitioner in

private practice 1

Table~5 shows the different types @ of healers that the
patients had consulted priof to haspitaljsatimn, that 1isa,
between the .Gnset vuf symptoms and the first referral to
haospitaly the number of patients visiting sach healer. Faith

healer

o
ifi

weEre visited by & high proportion of patients in this

it
t

u

sample (8). The freguency of visits to these healers was also

high, with five patients visiting twice; herbalists were

vigitad by five out of fourteen patients and this made them

~

=t Sy the

I5

the second type with & high proportion of  pati
diviners and the general practitioner were the least visited,

with the lowest proportion of patients (Z2:1, respectively).

The average time spent between the onset of symptoms and the
‘first referral to hospital ranged from & periad of twa months
to as long as nmine years. During these periods patients had
bkeen moving from one healer {D the other in an attempt to get
treatment. On examination of the reasons for this pattern, it
appeared that some patienté wanted arn explanation and
treatment for their condition;: some wanted a confirmation for
the label they had givern +to their conditinn; and alsc
treatment. When they did not get better, decisions were

arrived at  through consultation with wvariocus sources, as

&1



will e shown in the following section.

' 7.3.DETERMINANTS OF HELP-SEEKING REHAVIOUR

TABLE-G:

Determinants of help-seeking behaviour

- Specific illness label

- The aetilogies the label implicates

- Network of referrel

- Severety of syaptoas

- Evaluation of healers’ therepeutic interventions

- Proxisity to a particular treatsent résource

- ignorance on the part of the patient and the social network

about available psychiatric comsunity resources

Table—-6 liste +the wvaricus determinants of bhelp-seeking
behaviour., The specific illness label appéarﬁ to dominate in
determining  the decision/s or action/s that will be taken.
bWhen patients were asked what motivated them to seek help

from healers, they &ll1 used the 1abel amafufunvaneg tc

describe their state. " The label implies & specific
eticlogical explanation. That i=s, they relaéed a s=series of
misfortunes that had pursuwed them either recently or as long
as @& vyear or more hefore and had persisted toc the present
time. The network of referrals alseo proved to be an important

determinant of help-seeking.

One was advised by a social worker whn was hoth & friend and
a neighbour because her symptoms were getting worse; four
were advised to go to hospital by concerned neighbours
because their symptoms were getting worse and the treatment
was not helping: two patients were advised by & private

practicner and South African Police (respectively) becausze

&2



they displayed wild and aggrezsiQeAbehaviour that could not
be contraolled by relatives; it élsn appesred that the patient
wha  was referred by a private practitioﬁer to hoepital,
friends had taken her there because they did not know what tc.
do or where to goy  the rest of the patients were referred by

relatives.,

The patients bhad gone to the healers bhecause the healers had

diagnosed the amafufunvane and, therefare, the expectation

was that they would be able to che the condition. Alec, the

fact that these healers had been recommended by friends  and
relatives to be specialists in.thia field, raised patiente’
hopes, Six of these patients consulted more than one healer,
until  they could see that they were not getting better, and
at  the same time the condition was getting worse. In other
worde, iﬁ WES féilure of the healers to treat these patiente,

and the severity of the symptoms that made it possible  for

them to be referved to hospital.

It was alzc the igrnorance on the part of the patients  and
their netword of referrals about the available psychiatric
Eérvices i the community that éccounted for the delays in
seeking psychiatric help. The healers were within reach and
easily accessible and aléo the fact that they had the
reputation for treating cqﬁditimn of this nature made them

the only plausible resource available tp them.

Figure-1 {see Appendix-2) is an illustration of the variocus
determinants of help—-seeking behaviouwr and the actual steps
inveolved in the process are shown in the seguence they

followed.



SECTION-3

CHAPTER-7C

THE EFFECT OF PSYCHIATRIC SETTIMG ON HELP-SEEKING REHAVIOUR

Tol. INTRODUCTION

The +third aim of the present study was to enplore the effect
of the pzychiatric setting on help-seeking. /A= a point  of

departure, it is important to remember that data presented in

~

the previous sections demonstrate that when these patien

1

hy

came to hospital and were admitted, they =still conceived of
their i1llness in terme of sorceryswitchoraft and supernatural
rausal explanations as  the primary determinants of help-

zeeking behaviouwr; amafufunvane was not viewed to be related

toe mental illness; they had come to hospital because
treatment from the healers had failed to cure them; and their
symiptoms had persisted and worsened. It ie the purpose of the
present chapter to establish what happens fo these patients
in the pesychiatric service by exploring vafioua issues, These
include: {1} the psychiatric diagnosis and treatment and
place qgiven to patients’ conceptions of illnesce; (i1}

patients’ evaluaticon of psychiatric treatment.

—
!

2. PSYCHIATRIC ORIENTATION énd PLACE GIVEN TO PATIENTS’®

CONCEPTIONS

It was not the aim of this study to investigate the
assezsment processes and approaches uwsed in hospital, to do
that wonld reguire a different approach to that applied in

the present sample. The main purpose of this section was to

o+

establish whether psychiatric doctors do consider patients’

=4

n

in  the assessment of psychiatric conditions. The

h
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gxpectation was  that: if pavehiatric doctors do consider
patients’ EMs in their asessments, that would be indicated in
the different phases of assessment, dizgnestic formulation

and  in the planning of treatment. The aim of this endevour

£ ta look  through  the out-patients records of  the

W + e
matients to examine in retrospect the criteria emrloyved by
the peyeochiatric doctore i attributing diagroses  snd i

planning treatment. Such a criterion weuld have implications

for the patients’ future patterns of help—seehing.

TABLE-7:

Psychiatric diagnoses of patients with amafufunyane

DIAGNBSIS N

Schizophrenia b
Schizophreniform disaorder 4

2]

Deprescion

Organic Brain Syndrome t
Culture-Bound Syndrome i
Table-7, shows that nine of. the patients in the present
sample were diagnosed as either Schizophrenia or

Schizophreniform disorder; three as Depressed; one with
Organic Brain Syndrome: and cne with Culture-Bound Syndrome.
Looking at Taﬁle—z (see Appendix—1) and comparing this with
patients’ presenting symptoms in the hospital records {(Table
not available), it became interesting to find that none of
the history in the records reflected culture specificity of
the condition as was seen in Table-2 except for the last
patient onlthe above table. What can be inferred from this
pobservation is that, when in hospital, patients appeared to
select only those symptoms -that they thought would be

&



apprerciated by the doctors. The diagnoses assigned to their
condition were based only on what they presented with which

gxcluded their original conceptions pricr to hospitalisation.

Psychiatric diagnoses assigned to patients, reflected
important impressions and evaluations. These were: nothing
reflects an enquiry into or knowledge of the patients’
conceptions of illness and patterns of help-seeking prior to
hospitalisation: the prevailing inadequate assessments
mitigate +the accuracy of the diagnoses and this can lead to

the questioning'of the processes involved.

The patients’ records contained such scanty information, that
it would be an injustice to come to any sorts of conclusions
about these issues. After examining the records, it was found
that throughout thé entire assessements there was no mention

of amafufunyane or any related term and enquiry thereof to

give an indication that such material had been explored
before. The patients’ presenting symptoms were classified
into diagnéstic categories that did not reflect (a) how those
had been arrived at:; (b)) a full understanding or appreciation

of the patients’ conceptions about the illness.

Of significance, though, is whether a fuller appreciation of
the patients’ original problems would have lead to any change
in the perceived diagnosis. Also, it is not known whether a
fuller appreciation of patients’ EMs would have 1led to
judging the presenting problém as fepresenting more, less, or
equal amounts of disturbance. Treatment which consisted
mainly of drugs, was provided on the basis of the diagnostic

categories without enquiring into the patients’ models.
The second issue here is to determine what inferences can be

1=



drawn from the information available on patients who attend a
psychiatric clinic. Do patients find themselves in the middle
of two contrasting world views and conceptions about illness?
fAre doctors’ diagnoses, prognoses and treatments readily
accepted and in good faith by the patients? Though the
patients were not asked such guestions, .it is permiscsible to
draw inferences froﬁ the cnmmgnis that patients made when

they were asked questions to ascertain their evaluations of

psychiatric treatment.

7.3, PATIEMTS EVALUATION OF HOSFITAL THREATHMENT

From the examination of the patiente’ responses on whether
they thought psychiatric treatment was beneficial or not for
their illness, it became evident that they evaluated that on

the bacsis of whether it had cured amafufunvyane or not.

TABLE-8:

SE==S===

Patients' evaluations of psychiatric treatment and

their diagnpcses

Fatient's evaluation N ) Diagnosis
Treatment very helpful in pE €ulture-Bound
curing amafufunyane Syndronme

rF Qepressicn
pT Organic Brain
Syndrome

Treatment helpful in the
short run but uncertain of ]
its help in the iocng run B Schizophrenia

pC , Chronic
Schizophrenia

pB Schizophreniforam
illness
pH Paranoid

schizophrenia

nQ Schizophreniform
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iliness

pT - . 78chizophrenia
Treatment helpful but neede
to be complemented with .
treatment from the healers A Hajor depression

g Deprescsion

pE ' ?Alcohol

hallucinopsis
?Schizophreniforas

illness
pH Schizophrentifora
iliness
pl Schizophrenia
Table—-8, shows patients’ evaluations of psychiatric

treatment, the 1list of batients using their initials, and
the diagnoses of such patients. Three of the patiehts
believed that psychiatric treatment had cured amafufunvane:;
si%  of the total sample =aid that the hospital treatment was
helpful in the short run but were uncertain whether it would
be helpful in the long run;» It had managed to alleviate tﬁe
severe symptoms like aggression. That is, patients were no
longer aggressive or too nervous after using the treatment
{Similo and Mongezi respectivelyl); Although there was some
relief, other symptoms were still present. For example,
Cnele’'s mother felt it wa=z difficult to say, because Onele
was still =sick, amafufunyane were still in his body. The
injection that he received from the hospital and the clinic
only helps in making him less active but it also makes him

feel weak all the time.

Five patients felt that hospital treatment was helpful but
needs to be complemented with treatment from the healers.

Amelia said the treatment received in hospital made her very

a8



sick, that is, it made her feel more depressed that before
she was admitted and nobody paid attention when she
complained, and she thinks that was the reason she spent =o
much longer in the psychiatric hospital than she bargained
faor. Also the fact that doctors did not address the problems

that she thought were uppermost in the cause of her illness.

Would the uncertainty expressed by these patients be
heightened when they discover that even inm the long run the
cure is still doubtful? What would happen to them when they
find out? Would they find it convenient and comforting to

still appreciate a wvisit to the healer?

7.4, FUTUIRE FATTERME OF HELF-SEEMING REHBAVIOUR

In the previous section it was found that the patients’ main
concern was that the cause of the illness was still present,
it has not been attended to. This made them uncertain as to
whether they should continué_with the same treatment after
discharge. In Chapter-7A the patients’' responses were
examined to assess their conceptions regarding the prognosis
of this condition. In the same chapter ~ {FRefer Chapter—-7A1
patients’ conceptions regarding the cause of amafufunyane
were assesed to see whether these had changed; and the
implications o©of such a change regarding patterns of help-—

seeking.

The present section looks at the patterhs of help—-seeking

being or to be utilized by these patients. The findings show

a hierarchical resort, mixrxed type {in Kleinman, 1980). The
various patterns of help-seeking behaviour are illustrated in
Figure-—1 {Refer, Appendix—-2R”) and the patterns show an

exclusive type. That is, patients’ movements involved only
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‘traditional’ healers. The mixed type of pattern illustrates
the movements of patients amongst a variety of healers

including the western trained professionals.

Figure—-2 {see Appendix-2H) illustrates movements pf patients

as they seek treatment for émafufunyane among different

healers. The above pattern’ was evident in the patients’
responses when they were asked about their plan of action for
the future. Their responses took the form of recommendations
to others: |

- when the symptoms appear the person should seek psychiatric
treatment without delay. This response came from patients
who, themselves, believed that psychiatric treatment - was

helpful in treating the conditiong

- to =eek psychiatric help only when there is no relief after
& persan has used ‘traditional’ treatment;

- to go to hospital only when symptoms become severe, that
is, when the person gets wild and uncontrollable. These two
responses were uttered by hatients whoe believe that
psychiatric treatment 1is helpful for short term but its
success in the long run is uncertain. This means patients
continue to allign themselves with the treatment that brings

relief even if it does not bring a cure.

The last group expressed unceftainty and ambivalence about
what their future patterns wiil be because they were not sure
of a better cure themselves; They had reservations about
the treatmeﬁts they had used so far. They viewed psychiatric
and tfaditional-interventions as both appropriaté and can be
used interchangeably in their situation. In sum they ended up

recommending psychiatric treatment anyway, that is, if
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symptome get out of hand. To this last group, the treatment
that they got bore little relationship to the problem for

which help was originally sought.

From the patients’ comments it became obvious that most of

the patients had never discussed amafufunyane with the

psychiafric professionals who treated them. Various reasons
were given for this. Firstly, professionale were not told
about the condition because they never asked about it.
Secondly, patients never volunteered information because they
feared being ridiculed, and that doctors would not
uwnderstand. Thirdly, patients said that doctors do not have
time for them, they also do not expect patients to be capable
of erngaging in & '‘normal’ conversation with them., Fourthly,
déctors think that only tablets and injections are good for

this condition, but these can make a person sich too.

That patients had ideas about the attitudes of doctors and
abouﬁ the use of treatment; meant that they had a basis for
evaluating the doctors’ actiona. The patients have their own
expectations when they go to see a doctor, and any evaluation
each makes is compared to these expectations. Furthermore,
that these patients had ideas about the causes of their
illness, meant that they had notions of the appropriaten?ss
cf their contributions in the treatment process. It was

unfortunate that these were never met.



SECTION-4

CHAPTER-7D

CASE ILLUSTRATIONS

7.1 INTRODUCT ION

The purpase of this section ie to illustrate the trends and
arguments of the previous chapters and to illuminate them
withh the gpresentaticon and discussion of caze studies. The
izeues that emerge from the first twoe cases {(those of damelia
and Tally) are mainly concerned with the definitions  and
explanations, and help-sesking behavicwr accordingly  taims
182), Most impoartantly, these cases are presented in order
o 1llustrate issues =wrounding the effects of the
peychiatric aorientation adopted at the clinic, on the patient
faim  3)., Hoth have had one admisgsicon to & peychiatric

institution, diagnosed Depression and rganic Brain Syndrome

7.2.CABE~1

THE CASE OF AMELIA

fmelia is a 38vr old female born and bred in Cape Town. She
has been living in & township neaF_East London from 1978 till
17988 while emploved at a local factory. During this pericd
she got married (1981) and hés a 7yr old daughter. At present
she is separated from her huspand and is back in Cape Town
ztaying with her sister in‘a 4—room  house  in l.anga. ©She
belangs to the FRoman Catholic Church,.and attends church very
often. When she was at =school she had always cherished the
idea of becoming a nurse. Her dreams were ¥ru5£rated when she
passed ztd-19 and could not get a vacancy to train as a nurse

in &y of the hospitals to which she had applied. Then she

~|
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started loacking fcar any kind of job she could get. When =she
was  visiting in East London she met zome influential pecple
whao organised & Jjob for her at a local factory. Ghe passed

the aptitude ftests with

4

aze.

This was 1978 when she got her first job as & packer, the
position =he held wntil 1780, Mabel describes her
relaticonship with collegues as ‘not =0 good’. Evervbody,

including the supervisaor,  was rude and jealous. Between 1980

and 1987 <h

act seven promohions. Tt was very important to
her to prove herseif by excelling in every position that she

oooupied, as she put it in her cwn words: Y.L, I was realy

happy . proving myveself, found evervthing challenging.”

Events Preceding the Onset of Illnecss
Towards the end of 1987, Jjust prior to the cnset of her
illmess, she was promoted yet again to work at  ACCCOUNTS
FAYRBLE DEPARTMENT when fhin_s started to chamnge, Unlike in
the previous degartments where her work brought  her  into
crlose contact with people, the precsent department differed in
the =sense that she was dealing with figures and accounts all

day. This frustrated her because she never liked figures

it
s
iy
4
=

at school—- "... 1 didnlt like the jok... it was ncoct my line.
it was frustrating me. I alsc didmn't like the way the
supervisor was teaching me. She was not favourable to e, she
was  a YERKRAMFTE..." At this stage she really felt very

frustrated.

At home, the Situation was no better. She was living with her
hushand &t the time and she describes her relaticnaship with

Him a= 'disastrous’. She say

h

she marvried him out of pity

becauze he was a nice man when they first met, the only



problem was that he was not working., He pressurised her into
marrying him, and because she was 'hopelessly’ in love with
Fodm she agreed on condition that he finds himeelf & jab.

Amelia  thinks her busband married her becauvse of her  money

and the house, He did not care for her, was unconcerned about
ey unhappiness at work,  at the same time he wanted her  to

chamge the houee into his neme and =he refused. She thinks he
her, <he could sense that he felt undermined

and threatned though he never voiced that cut.

OMSET OF ILLMNESS

The more she thought abouwt it the more she did not fesl  like

L.

L

Qiﬂg‘ toe work and the very idea of wordk  birought wmiserable
feszlings. What was Etrangé was that the husband locked happy
as 1+ he was enjoying seeing her like that, and he never
biobthered to ask what was qQoing on.  She was very nervous arnd
frightened,. had a persistent headache and could not sleep at
nmiaht. She became forgetful, and her mind was working  very
fast, thinking of too many things at the same htimpe. She could
rot concentrate, had a poor evesight and lost interest in her
word  and in her friends. Others at work also noticed these
changes and wereg passing remarks likeﬁ iwhy ie Amelia sc

stupid?”’

She +felt very lonely at work., The jeob situwation had turned
inte & nightmare for her. The last straw was when another
supervizor from the same dept. uwsed abusive lanquege to her.
This was very degrading, she felt eﬁpty isside, The personnel
manager noticed the change in her and remarked.abaut it. He
told  her that she had leét the spark she used to have, and

that she wa

[t

less commuicative with those around her,

sitting alone sometimes, something she never did before. He
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called her and made thiz remark “... Ampelia you have bheen &

crogressing., strong o woman,  why ail df & sudden vou are
stupid woman who can't cope, whereas voun have been coping ail
these vears... There's something strange in vow, vou're guiet
arnd accepting everyvihing that iz done to you... I'm nursing

Al

tears your attitude has charmged, vou're not vourself. ..

The First and Second Consultation

Gy the following deay she did not go to work, insteasd
Capproached  her neighhmur‘wba was both a friend and & sccial
worbker by profession. She toid the =ocial worker that she was
net feeling wéll and asked for her advice on what to do. The
5Dciai wor ke advised »h&r to go te the local psfchiatric
community service where she was where she could bhe helned.
At the ﬁ%rvite ehe was assessed by & psychiatrist whoe told
her that her condition was due to the fact that she was
undergoing & lot of stress at worl,  and was given  treatment

i the Fform of tabhlets to take thome. She knew at the time

H

that the stress at work was not the real reason why she was
il1l. BShe tad been bewitched by her huszband, her inp-laws and
heyr Ex—boyfriena with amafufunyane: to her, stress created by
the working conditions waa'ﬁecondary te sorcery. The tablets
which she was given by the psychiatrist were not going to be
helpful becauvse she was staying with a jealous husband  under

one roof, who would use everything in his povwer to see to it

that those tabhlets did not help her.

While she continued with this treatment, she wvicsited the
lecal  church  and asked to see the priegst. She asksed the
priest to pray for her and ask God to forgive her for failing

to worship His word, explaining that she has not been feeling



well in the past few davs. Sie knew God has besn testing her
Faith in Him, and now the demons are possessing her.  She
hoped that by praying and asking for forgiveneseg, God would

protect her from further attack

in

of soroery.

Gfter a few davs sh tcppedlfal ing the treatment and her

i
i

condition became worse and she did not go to woark for a week.

bhen  she did retuwrn to work she was not locking any  hett

‘T

o
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she was subsequently taken to  the peychiatrist who
told  her that she was having a nervous breakdown beczuse of
wark-related stresse.  When she tried to convince them that it
was her hushand wﬁ- WAS after hery nobody listened. She was

then referred tTa a pesychiatric hospital for admissicon.

Uporn  admissicon bt the hospital, she was diagnoeed asz  Major

Depression? Adjustinent Discorder with Mixed Emcticons. She was

described in the hospital record as follows: very depressed.
i the face of stressful woerking and a non—supportive
environmenty pereception normal (previously head  auwditory
hallucinatiana); affect wmood congruenty cognition  fully
prientated. Her conceptions about her hﬁsband's, in—1laws and
ex-boyfriend’s motives for bewitching her werese dismissed.

After three weeks of treatment with antidepressants, che waz
described in the record as controlled and was discharged to

the care of the husband.

When she returned home she found her own mother waiting for
her, and demanding an explanation for her'daughter's illness
from the husband who avoided eve cmntact.v Her mother
concluded, without being told, that the whole family had
btewitched her daughter and that she was takjng her home. The

following day, rAmelia submitted her resignation letter which



was  received with shock by her employers who still eupected

her Lo return to work., She explained to them that she nesded

rt
a
(=g
i

ey from her hushand because he.was the cause of her
illness. GShe immediately made arrangements to sell her house
and  a@ove her btelongings to hef mother '« place where she is
resently staying.

At the time of the présent interview f{that is, three months
atter gilscharge from hoapiéal) =he has been staying with her
=sister for & vyear, finslly separated from hber husband,
appears settled and has found a '?ulfilling' job in one of

the leading local companies.

7.3, DISCUSEION OF CABE-~1 -

A ortline of Amelia’'s view of the etiocleogy of her condition

as it emerges from her case history showe that the causes of
heyr amafufunyane include sprcery/witchoraft; demonic
pozzession: situational stresses such as the over demanding

Jjob she held and the intrafamilial problems with her  husband

i

related to

n

1

and in-laws. The antecedents of the illrness ar
Dﬁe ancther. For example, theisymptmms dieplayed by Amelia
indicate those of someocne who is underqoing a lot of streaé
and without enough caping’methods; he; feelings about being
possessed in turn are fostered by the kind of unhealthy
relationship she has with her busband and in-laws which leads
her to bkelieve that they aEe,bewitching her. Events in  her
inmer  and  interpersonal life such as: worrying too much,
aﬂehding JlEEQlEEEvﬁightS, her quilt feelings over the fact

that she has rnot been worshiping her God, make her vulnerable

and produce susceptibility to amafufunyane.

The above description 'depicts all the causes and their



relaticonship as they were described by fAmelia and her mother.
But  when they talked about the onset and the progressicn  of
the illness, they do not try to relate any of the causss thevy

give into

b

abvove., Each cau=al

i
i)

logical whole as it is don
explanation can stand alone as a self-sufficient explanation
for  amafufunyane. To her it was true that people who  doubt
the word of God and do nGtApray, will always f&ll prey o
gvil spirite. Even thoze wha:really belieie in Him, can =still
get 111 because God tﬁﬁtg their faith ~ God allows them to
get ill., During the interview she recounted that she had not
been praving as before, has failed to ge for focllow—up
treatment from the 4ai£h healer, ali these made her
vulnerable to sarceryswitcheoraft., Mflso, possession can be
attributed to sorcery. This shows that one patient can hold
almost  &ll  the above simultanecusliy and without apparent

discomfort.

Whiist giwvirng this acéountﬂ she acknoﬁledged the =shtrecs
factors that she was esxperiencing a£ the time — unloving énd
wresupporting busband, wunsympathetic supervigmr; inabkzility to
cope with  her work etc. She also offers & peEychologilosl
enplanation for her illness, that is, ‘1 hecame depressed,
felt isclated, could net think stfaight...’-what ham  been

interesting was that she used the magical theories of

[

1Y

explanation without denving the ‘truth’ i the psyvechisatric

erxplanation stress.

I believe that she gave as accuwrate data as possible. She
proved to be & culturally dynamicvand well Driénted per Sarn
concsidering the fact that cshe made‘ suchh clear remarks
regarding the difference between what is cultural belisé  on

-

the one hand and psychiatric facts on the cther. She sensed

"



and made open remarks that I valued bher discriminations about

the criteria for her explanations. &t the end of  the

le to divide the information into

interview it was possi

e

T

categories ofs how she helieved sorcery/witchoratt had cauvsed

her 1llneses supernatural  causaticon as a reswlt of God'se
wishs arnd  what ehe considered to have been sychielogically
caused i1liness — psychosocial stress,

Thie patient appeared to be highly motivated ; but I do not
think that she therefore gave me false impressicons based on &
preconceived ncetion of what kind of information would please
me. She even remarked at the end of the interview that she
felt like somehody who has besn relieved of some burden she
had been carrvying for a long time. The following statement
clarifiese this:

Talking to you was very helpful, you know it's the

first tise that 1 have talked about these things.

Even ay sister does not know about spoae of the

things 1 have discussed with you. You sade se feel

like saying more, 1like, you didn’'t judge =me or

anything... '
I then askesd her whether she had ever discussed what she had
Jjust  been telling me with the doctors in hospital or at  the
clinic, =he dismissed me by séying:

Why should 1? doctors are not interested in that

stuff, they don't have tise for a mad person. They

don't expect any norsal conversation with thea...
In addition to assescsing her own standards of accuracy it was
passible to measure the reliability of her data by comparing
what she said with the psychiatric record. In her file only
cne enplanatory model appeared and which correctly designated
the couwse of illness that she described earlier to me, and

that was the psychosocial stress paradiagm which fitted well



with the doctors’ model. The other ewplanations zhe described
to me did not appear in the file. There was' no  indication

that there had been any enquiry before.
i

it becomes very important, therefore, fto enguire abeout the
patient 's EM in order to get a global picture of the illness

e was  never ashked

1]

at hand. When Mercy was in hospital,

about  her conceptions regarding her illness. She was merely
t

toid that the stress at work was reszsponsiikxle for her

condition,  and it was too much for her to handle that is why

she broke down into & depressive state. She believed it

[t

i

important to understand what was wromg with her and to play a
f

part in planning her treatment. She placed considerable value

on communicating with her doctors, but this was not happening
vbecause db”tors were "always in a hurry to see the next
patient”, She came to the conclusion that doctors do noet have
time for their patients, they should try and give themselves

genough time to talk to their patients - to get to khnow them

better. She felt that they do not have time for a mad person,

they do net expect any normal conversation with them.

In terms of the broad divisions between magical and -
sgientific theories, the patient uwsed the magical theory in
her explanation of cauzation of illness without denying the
“truth’ i the psychiatric explanation. The failwe of the
doctor to enquire aboutlthe patient ‘= EM méy lead the patient
toe s=eek treatment from another sdurce in order to meet this

rneesd.
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7.4. THE CASE OF TALLY

BElack patients have a variety of healers to chocse from in

seeking treatment for illness. These include: amagagirs

(zingulsar  iqgira), translated &= diviner/s: amsavthwele

{zingular ixhwele), trarmslated as herbalist/s, abathsndazeli

(eingular umthandazeli), translated as faith healerds, the

private practiticoner, the hospitals. The: present case study

u

-+

4

traces the movement of crne patient zeeking treatment  $for

amafufunvane 4from & munber of healers. These healers are
arounded in different and sometimes cantfaaictory assumptions
about the cause of illness., In this céntext, the case of
Tally iz of interest because it clearly illustrates how a

patient can manade to move from one digrneostic and  treatment

T

syet

= Lo another withoulh ever experiencing conflict with her

T
o

Lty concex

i ernis about the cause of illness and help-seseking

i

thereaf.

Tally 1= & 39-year old single lady witﬁ 3 children whao are
staying with thelr grandparents in the‘Tranakei. She first
came to Cape Town in 1974 to look for work. Ghe did domestic
work  for different families until 1§7é when she decided to
sell second-hand clothes. . She continued in  this business
urtil 1980 when she got sick. She had been staying with the
fatﬁer of her three children in the‘menli hnstel which they

shared with three other families.

The presgnt i1llness sfarted irn 1980 when she woke up one
morning, ferling hmﬁe sicg. This was strange tp Rer because
she had just returned frDm home. This went on for a week then
she decided to tell her boyfriend who did not  take ther

seriounsly (dismis=ed that as a joked. Then one morning =he

at



started pachking her suit

n

ases and put them outside the
hostel. OGther people remarted about this and asked her i€

something had happened at home (for example, death in the

family), tbut <ehe igrnored themn. bihen people from the
neighbmuring hostels came @round {(to conscle her lest

csomething had really happened at home), she started swe

m

ring
gt them, The boyfriend sayz she had been talking to herself
the whole night and that they could not sleep.. She had told
them that she was hearing a voice talking to her. When
started running and jumping around, peopls said she had

amafufunvane and would have to be taken to a healer. When

this bhehaviow subsided for ax while,  she could not explain

what has got intn her, she did not know what was happening to

The first Consultation

The boyfriend took her to see a diviner who diagnosed

amafufunyane and gave her treatment to take home. After

taking this treatment for a week there was slight improvent,

she stopped being wild but she gtill felt ill. She did not

1

:leep well at night, was frightened and felit litke running all
the time. The boyfriend became worried and suggested that
they go to the Transkei to visit a faith healer whao was  very

famous at the time for her healing powers.

The second Consultation

The faith hesler alsc diagnosed anafufunyang and gave her

to

treatment in the form of Holy water to drink, Holy ropes
tie arournd the waist and she also laid bands on  her. She
remained at this faith healer ‘s residence for a period of

about three months using the same treatment. Although she was

=t111 using this treatment, she thought it was not curing

]2



amafufunyvane and decided to go back to Cape Town to trvy octher

healers.

The third Consultation

Thise time the hovyfriend took her to & herbalist who aft

i

-
listening to their deseription of her symptoms, alsc tald

them that she had asafufunyane and geave her medicine to drini

every morning and evening, and ancther to wash her ody every
niabht before she goes to =lesgp. She uwsed this treatment for

about a week and she could not feel any better.

Fourth Consultation

By this time they did nmnot know what teo do when & neighbour
recommended yet anpther faith healer who they went to see the
folowing day. The diagrnosis wae still the same, she was given

Holy Ropes to tie arcund her waist 211 the time, these were

Holy water to drink; laid hands on her and then she returned
haome. In the folluwiﬁg t@a' days hef behaviour EECaﬁe
uncontrollable: she was screaming and siﬁging aloud: jumping
around and running aimlessly; undressing in public. Everybody
was  astpunded by her behaviow and they did not know what to
do, but uwltimately the boyfriend with the help of & few
friends, decided to take her to a private doctor, fccording
to the bhoyfriend, the private doctor did ncot even edamine her

but told them to take her to hospital immediately.

Upon admission to hospitaly, Tally was told that there was
something in her brainAtH;t rneeded to be remaved, According
to bher hospital record, she was treated for a subarachrnoid
haemorrhage and a middie carehralv aheuryﬁm which Wwas

suheequently clipped when she was bperated ari. Her behaviour

3]
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atter the operaticon was gdescritbed as problematic. Her
problems were listed as follows: difficult}- restiess; with
impaired judgement and agaressiveness. She was asseszed as &
fromtal lohe ayndrome  and was  then referred to the

peychiatric hospital.

Hoepitalization

Orn admiesion to the psychiatric hospital she was described in
the record as wmildly diginhibited and weas diagnoseds Organic
Brain Svndyr ome with Frontal L.abe Features - Pﬁﬁf
Mewrosurgery. After three weeks on medication, (phen&tmin and
taloperidoel) Tally was described in her record as settled and
giving no problems on the ward., She had been put on ﬁhenytoin
follcwming a grand mal seizure post-cperatively. Upon

discharqe, =she was told that she had

i

amething in ber brain
‘which was  then removed. The doctors bhad stressed that  the
druge  would put evervthing right and that her life would he
normal  &gain if the medication were taken regularly. There
was no menticon of her priar consultatians, nor the condition

of amafufunvane.

Zhe has been an out-patient for eight months after discharqe,
during which time she was seen twice by the docctor at  the
local clinic. Durimg the Ffirst interview, the doctor
descritbed her as 'better", o fitse since di=charge,
appropriate, giving a reaconable accoqnt af.herself, reduce
haloperidol. The second and last .time the doctor had
described her as guite appgcpriate, no more fits, to attend
day hospital for raicsed bfood pressure, stop all medication

and discharage.
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7.%. DISCUSSION OF CASE

The idinterview of the present study was done a week prior to

her  discharge from the clinic. She and her bkovfriend felt

that she was "‘cured’ of amafufunvane. When she was asked wha

she  thought about the causes of the illness, cshe zaid  that

ashe  had amafufunvane that could not be cured by the healere
. v

she had consuited pricor to being hospitalised. That the
doctors in hospital removed them when she wis operated on.
She thounht that the progroosie of her illness was  somehow

good  because the amafufunvane had been remcved and has  been

azsured by the doctors that she will be "fine’', and if she

should get sick again she must just go back to the clinic.

Thise pesitive evaluation of her condition contradicted that

of the doctor

ifl

thoath in hospital amd at the clinic) who have
recorded 1t as= poor. To confirm that, on discharge from the
clinic, they bad put her on a disability grant renewable

EVErY Year. The implication here is that her impairement h

i

been judged to be germanent and not of a temparary nature  as

et thought.

She  thought that the healers failed to cure her because her

amatfufunyane were in the brain, if she had had the ordinary

tyvpe which is put in the stomach they would have cured her.

Irn short =she still adhered to her original conception of

amatufunyane, that is, the- méin cauee of the illness was
sorecery/witchocraft. The doctprs in bhospital Qere not aware of
the cultural context ot the-%atienté’ wnderstanding. But from
the patient’'s point of viéw,' what happened in hospital,
although somewhat mysteri@ua, was assimilated to her

explanation of sorcervy.



The overall impressicn which emerges from this case is that
it shows that the patient is invelved in a number of healing
svetems linked together through cauzal relaticonships roocted

healers have

hii

in African beliefse about illness. All thes
helped Tally and her bovfriend to translate the illness into

an acceptable culturasl idiom.

The hospital iz an exception to this general situation of

g

m  of

U

hared belief, The hospital @ operates within & syete

H

medicine that is hidden from the patient’'s understamding, in
which her diagnosis is Organic Brain Syndrome and  her

treatment

88

Can operation and}then hialoperidel and phenvtoin.

Byt though not wsing language that i=  accessible to the

patient, the hospital refers fto the idea of amafufunvane when
it precsents the illness to the patient as a result  of

sgmething put i the brain.

The language which the doctors use to describe the 1llness
to the patient (for example, ’Samething in the brain that
needs to  be remgved’); simply hbecause it uses the most
meaningful  explanation ravailable, inevitably calls to  the

mind of this patient the explanations and 1images of

amafufunvane located 1in her brain. In that context the

patient translates psychiatric eticlegy into her N

ri

ateoory and this allows the patient to explain her i1llness

in collusion with the doctors’ definition of her i1illness.

In =zpite of their divergent theoreticsal frameworks, 10
practice the various healing systems provided this patient
with eticlogies susceptible to interpretation in terms of a
common idiom, and with consistent fepetitién of a diagnostic

process which help maintain the eticlogical explanation of
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gxternalized forces. These characteristics of the healing

systems are created, not by any connections among the

]

wystems
themselves  but,

by the passzage or movement of the patient



CHAFTER-G

COMCLUSIONS

8.1. INTRODUCTIOM

The prezent chapter concludes this study bhy: firstly giving a
brief overview regarding the relevance of using the EM
frameworky secondly, summarising the findings and relating
these to the aims of the studyy thirdly discussing the
1imitatian5 of  the present study;.‘and lastly propos=ing

recommendations for future recearch,

The puwrpeose of the present study was to raise issues in an
area where at present the identification of meaningful
auestions appears necessary. Where tentative questions were
raised, these will have to await confirmaticorns by  further
research. It is hkelieved that thé method of enquiry applied
forr studying csoine aspects of pesychiatric phenomena was
~ueeful, since it must of necessity define the help finally
given too a patient. The methdd has indiﬁated & way for
finding answers or indicators to theoretical and practical
issnes concarning peychiatric phencmena, that is, when used

on a large scale. It may also complement intensive studies on

[l

zimilar problems.

2.2, SUMMARY OF FIMDINGS

a) AIM-1: DEFINITIONS OF AMAFUFUNMYANE

The primary focus of the éiudy waa to gain an understanding
of the EMs offered by patients.in termS'cfltheir definitions
and explanatieons of illnes episode amafufunyane from their
point of view. 14 patients (and their next of kin) made up
the sample for the study. The depth interviews centred around

isgues concerning the three basic aims of the study.
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The findings revealed that the present-day notion of
amafufunyane 1is not Easily' defined and it varies from
infaormant to informant. For some it conveys a condition with
symptoms that bring about phyéical changes that can lead to
impairment in functioning, as well as changes affecting
interpersonal relationships with others. For some it
zignifies a condition with drastic and frightening symptoms.

For the rest it conveys the idea of a psycheological disorder.

Patients with amafufunyane may complain_of' symptoms other
than those specified in the lfterature. For example, a person
may complain of hearing voices. Patiente believe that these
noises are due to thé amafufunyane inside thg person. The
person is continually looking wild as if to run and is liable

at times to jump, seemingly without cause.

The symptoms experienced when the patients first got 111
gdiffer from the current views held about amafufunvane. That
is, the patients showed awareness and knowledge about the

symptoms that a person with amafufunvane experiences, but

they did not associate these symptoms with their own

experiences of the condition. They ' recognize that the

~condition of amafufunyane may manifest itself in different

forms depending on the type of amafufunyane possessing the

person.

The' patients attribute the cause of amafufunyane to umona,
that is, Jjealousy. For example, the more fortunate are most
liable to attack by sorcerers/witcheas. It ig beiieved that
they are subject to these conditions because their fortunate

positions arouse envy in the minds of others.
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A few others also acknowledged the role of other factors,
such as psychosocial streseses. Buf these they view as
engendering améfufun ane, that is, stress is experienced when
a person is bewitched. These findings lend support to the
works reported in Kleinmén 117980);  that is; the ewplanations
given by the patients were consistent with their views
regardi;g a particular illness condition and its significance
for the patient and the family. It was a general feeling

amongst the patients that the condition is incapacitating in

nature.

When analyzed closely, the concept of amafufunxanevor what is
regarded as madness by the patients, can be regarded as
constituting a continuum between ‘traditional’ beliefs and

western orientations to medicine.

b) AIM-2: FATTERNS OF HELPF-SEERKIMG BHEHAVIOUR

The second -aim of the study included an exploration of the
patterns of help-seeking behaviocur emploved by these
patients. It was found that a patient who eventually gets
admitted into a psy;hiatric ingtitution passes along various
routes. (i) The first route consists of relatives who attempt

to label the condition

{ii) Where relatives were either unresponsive (in the case
of Amelia) or when'they were at a loss about what to do, help
was cobtained from neighbours and friends. This implied a poor
understanding of mental illness because a community that
knows the causes of psyéhiatric'conditions and the resources
available will respond by taking advantage of the=e

resources. (Hollingshead and Redlich, 1958).

(ifi) The +third route was by way of traditional healers.
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Feference to hospital was only made after +treatment had

failed to improve the condition.

In trying to understand the patients’ definitions of the
conditiﬁn, it should be-realiséa that the patients’ Eﬁs take
the essence of mental illness to be witchcraft/sorcery and
noct necessarily social stress, which is what the concept
denotes in psychiatric usage. The lay interpretation of
amafufunyane as an 1illness is an African EM that helps
explain the high rate "'Df "non—compliance with

chemotherapy that characterize the condition.

Mon—compliance is held by professionalé to be a major
obstacle to the effective management of’mental illness., When
patients feel /experience the symptoms, they believe they are
suffering from amafufunyane {which to them denotes s=something
different from mental illness). The percistence of this model
in the patients’ minds is a heasure of the staying power of

cultural meanings (Kleinman p.23);

It is not just traditional lgbels of disorders that are
value-1aden; symptoms, too, carry cultural signi%icance
{ibid). When an individual has a serious disorder — when the
normal functioning is radically impaired and the person does
not get relief from symptoms quickly from one resource - it
is reasonable to assume that he might try nearly everything
available to him. This is-in fact what the patients in the
present cample have doney; they are patients who have tried

nearly everything to which they had access.

The present study has tried to assess the differential wae of

various treatments by patients in the sample - to establish
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the asscciated factors with future pat£erns of help-seeking.
It was found that features vafhe condition were helpful in
accounting for the way they.used different resources Of
particul ar importance, the perceived etiology of the
condition and the degree of functioning/impairment caused by
the condition were found to be associated with the selection

of a therapeutic alternative. And from this, compliance and

future patterns of help-seeking could be predicted.

criali—3: PEYCHIATRIC SETTIMNG AMD 1TSS IMPLICATION ON

HELP-SEERKINMG BEHAYIOUR

The third aim of this study was to explore the effect of the
pasychiatric setting on the help-seeking behaviouwr of the
patients. The findings showed a lack of appreciation of the
patients’ conceptions of illness and patterns of help—seeking
behaviocur | prior to being hospitalized. Secondly, the
peychiatric treatment was evaluated as good in bringing
relief to the dreadful symptoms, but this was only in  the
short term. The patient; exhresaed  uncertainty regarding
whéther they should continue in care on nﬁt, and this =temmed
from their dissatisfactiﬁn with the way their pefsonal
illnese ewperiences were ignored or overlooked, These had

implications for the future patterns of help-seeking.

In view of the long—-standing call for professionals in the
field of psychiatry to impréve their uhderstanding of the
mental disturbances of FRlack people b§ considering their
tanguage and culture, too little has been published, though
authors like Burhman (1977);'Edwards et ail (1981)_have called

for attention to issues concerning this.



d) CASE ILLUSTRATIONS

The two case illustrations were presented in order to show:

~ how a patient’'s EM and view of clinical reality can be
discordant with professional psychiétric model , thereby
producing misunderstanding aﬁd problems in management;

- how cultural beliefs shape the patient’'s EM, which then
stromgly influences the perception of clinical reality...

- the importance of negotiating between discrepant patient
and psychiatrist EMs;

-~ how ‘practitioner’'s EMs in case-2 are translated by
patients in terms of their views of clinical reality. Such
tramnslation most frequently occures outside the doctor's
awareness and can result in marked distortion of the doctor’'s
explanatory model and the treatment prescribed.

- clinical reality 1is wviewed differently by doctor and
ratient. Discrepancies between these views strongly affect
clinical management and léad to inadeguate or poor care

{Kleinman, 1978).

8.3. LIMITATIONS OF STUDY

It was anticipated that there could be some difficulty in
keeping a track of patients who would be moving in and out of
the area under study. That is, when one has to determine
whether people with amafufunyane are originally from the area
in which they were counted or came from rQral or other areas.
The literature reviewed has:. indicated that thé rate of
amafufunyane is higher in the urban than in the rural areas.
Some of the patients may have dévelcped amafufunyvane hefore
moving' into an wurban area under stﬁdy, others may have
developed this condition‘when they got into the area. There

has been no attempt to try and control this possible source



cf error.

Aleo, the focus on the incidence in those patients only who
were attending a community clinmic for follow-up rather than
on the incidence of the condition in the whole community can
render the present study to be less representative of the
population under study, and therefore methodologically
inadequate. FProblems were encounted during the screening
stage because of the low clinic attendance rate. This was
resolved by doing the scfeening at the patients’ homes

instead of the clinic . as was planned initially.

Ideally there would be a need for a control group of people
with comparable conceptions but who have not sought
psychiatric help, in order to see the fange of coping
responses  in the population. Lacking such a grouwp, the
prezent study would be limited in the inferences made from
the data. Of particul ar impértance would be those inferences

related to gender issues.

8.4. RECOMMEMDATIONS FOR FUTURE RESEARCH

Although the present study dealt with only a small sampie of
14 patients, they represent 12 months turnover at the clinic
and can therefore be cénsidered as reasonably representative
for the clinic. The study was exploratory in nature but the
findings have raised important issues pertaining to
psychiatric care given to Elack psfchiatric patients. These
include lack of appreciation of patients’ EMs by doctors wheo
treat them. Typical comments weré that doctors do not give
encugh time to their patients and fall short in enquiring
about what they {(patients) think about their illness

caondition. This is an area that will need to be looked at
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seriously in  the future if confidence and trust i= to be

maintained.

The second issue concerns the services provided for these
patients. These are inadequate and besides their value is not
clear to the ﬁatients and thier ftamilies. The psychiatric
servige is seen as a drug dispenser when people are distressd
and not in any other light. It ia therefore suggested that
these facilities be improved by making the role of the
psychiatrist_ and the psychiatric nurse clearer to the

residents.

Also, there 1is a dire need to study a wide range of EMs in
the clinic population to determine how significant

amatufunvane EM is.

- Can something be made of pétients‘ EMs?

~ Does it make any difference to success or failure
treatment?

- If two groups are compared in which EMs of patients and
psychiatristse converge with those in which they diverge from
one another, will tﬁere be a difference in the degree of
success of treatment?

These are spme of the questions to be studied in futuré
research.

Fsychiatric cbmmunity research should addresse the issues that
affect the patients’ lives and everyday experiences as well

as the impact these have on the patients.

of
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AFPFENDIX -1
TABLE-2 TABLE-3
List of symptoms experienced by patients 3 List of symptoms qiven by patients -

when they first qot ill reqgarding their current ideas ahout
amafufunyane

Amelia - Social withdrawal

:+ - Behave like a mentally ill person
- lost interest and initiative 5 - Wild
in her job t
- headaches, forgetfulness, 1 - undressing in public

paor evyesight H
- mind working very fast, : - libidinal drive high

thinking of many things at H

once :
- acting stupid T

- disturbance in functioning of brain
- disturbed brain functioning

Habint - loss of appetite + - wanders away from hone
- loss of weight - does not know
- asocial S ’
Bill - laughing and talking to self - running wildly {towards graves)

- talking nonsense & musbling
- grandicsity iwealth)
- social withdrawal

- mwanders away from hoae

- talkz & laughs to self

- appetite ++, {eats a lot)

- strength ++

- 2 types of amafufunyane
a) dilent - dangerous / killer
b} speaking

a8 48 we gu P s N g4 =t up

~ pnormous strength
- looks wild

Busi - very guite
~ afraid of people, keeping to
herselé¢ most of the time
- not sleeping well at night
- bad dreams

Connie - phambana mind is disturbed
- preaches
- aggresive behaviour

- strangled my soul

Eric - hearing funny/strange voices : - talking nonsense
inside his head : :
- seeing funny things - ": - talks alone
- have nightmares : - running wildly
- disturbed brain/mental : - acting like a mentally ill person
functicning : i.e., disturbed brain functioning

Faith - palpitaions 4 - palpitations
- ¢rying aloud 1 - crying a lot
- sgcial withdrawal - irritability
- does not want to talk - spcial withdrawal
: - undresses in public
- freightened look
- running wildly
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Isabells

Hillie

Mongezi

Onele

Similo

Tally

Thami

not sleeping well at night
{bad dreams, people chacsing)
alvays freightened aof the
no trust for other people

loss of appetie

sacial withdrawal

wild and screanms
freightened of being alane
wandering in streets

stomach cramps

tires easily

bad dreams

seeing funny and scarring
things ‘hallucinations
social withdrawal t{afraid to
seen by people, avoids
friends}

very talkative

hearing voices iGod)
wearing girl’'s clothes
destructive behaviour

freigtened look, scared

wild

chasing pecple

eatipg and drinking dirty
staf¢

wanders away from home
enormous strength

running wildly, jumping
around '

talking to self

hearing strange voices

singing loudly
undressing in public

sitting alone away from
other peopl

loss of appetite

loss of weight
irritable
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wild, runs wild

insults other people
strength ++
wandering around
undressing in public

" carries sharp instruments

laughsicries without provocation
craves for fond

appetite ¢+

tleeping a lot

social withdranal

easily freightened

destructive behaviour
wandering around in streets
hocarding rubbish

talks with strange voice

runs about wildly

violent .

amafufunayne in stomach, waist
barrenness :

discolouration of skin, ecpecially
of =kin

cramps in stomach
headaches
discolouration of skin
short tempered

wild

threatens to hit peoptle
losing one's sind

very talkative

talks to self

laughs without provocation
in church : fali to ground,
strange voices heard talking
through thes

runs wildly

threatens to hit people

has a funny cry
likes to fight with other people
running away from hoame



AFPPENDIX-2A

FIGURE-1:Diagram of Hierarchical resort: Exclusive type

Self-labeling - Self-treatsent i\
N

/ \

/ \
Labeling a treatsent by family Recovery Persistence of
and social network {R) / \ illness (P)

‘ / \

! \
Resort to traditional healers R P
based upon lay referral systea . /
' / \
i\
Change to anather healer/s af same " R P
type or another type of healer/s f A\
‘ ! \
/ \
Resort to western-trained practitioner ' R P
{in private practice) for referral and treataent f\
fonly happens when people do not know what to do) f/ \
. / \
/ \

If no cure, resort to any of the above R P

{or to hospital)

B

FIGURE-2: Diaqram of hierérchical resort: mixed type

Self-treataent, family and labeling, and

treataent by social network /\
/ A\
/ \
/ \
Continuation aof popular care. Recovery Persistence of
Resort to ‘traditional’ healers (R} / \ illness (P}
' / A\
: / \
Caontinuation of “traditiaonal’ healers R P
and resort to practitioner in private /A
practice A
/ \
Change to other °"traditional’ hedlers of R P
saae type or other types , 7\
. / A\
/ \
Change to psichiatric service as well as R P
continue with any of above - / \
. . £\
, / \
Orop out of puichiatric care and saybe continue R P

with “traditional” healers.
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AFFENDIX-3

Figure-3 Diagras of help-seeking behayiour of two gatients with

amafufunyane;

Health probles: 3S5-year-old-sother of one child, from city of

Cape Toun.
Diagnosis: Self - @mafufunyaney
Hospital - Major Depressioa.
Etiologies Choice of Evaluation of
Labeler : Label : implicated 3 treataent 3 treataent outcose
Patient
& _
family 3 Amafufunyane : bewitched : sleeping, 3 unsuccessful, no
off-sick, change in syaptoas
praying, qettin worse

Psychiatrist: Depression

Same

Psychiatrist: Major
Depression

Clinic 1 Major
Depression

getting advice
from neighbours

(S/wW),
: work- t antidepressants i unsuccessful
related threw away all
stress treataent, went

back to work,
condition worse,
eaployer took
back to saae
psychiatrist

job-related: antidepressants : Sedation succesfuil
stress in calaing patient
: patient en route to
hospital. Still
believe in
witchcraft - refuse
in-laws, but
settles down after
2/92, discharged to
clinic for
follow-up.

: job-related: antidepressants : Successful in
stress giving relief froa

syaptom, but still
worried about
amafufunyane that
have not been
treated; is going
to consult a
faithhealer to
treat the
condition.
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AFPEMDIX-4

Figure 4 Diagram of help-seeking of above two patients with

amafufunyane

Health problems 39-year-old mother of three children, from the
rural area of Transkei with asafufunyane, and
Organic Brain Syndrose.
Etiologies Choice of . Evaluation
Labeler 3 Label : isplicated : treataent 3 of outcoae
Family
&
Friends : Amafufunyane : bewitched : diviner ¢ unsuccesful, na
- diagnosed isproveasent after
Anafufunyane a 1/32 before
and medicines family took her
to drink to Faithhealer
Faithhealer : Amafufunyane : no t Holy water to s stayed at healer’s
expianation drink, Holy residence for
offered by ropes to wound 3/12 whilst using
Faithhealer waist, laying-on treatment, slight
af hands iaprovesent but
treataent rated
ag unsuccesful in
treatasent of
amafufunyane - to
try another healer
of a different
type back Cape Town
Herbalist Asafufunyane no aedicine to unsussesful ,
in ' explanation drink and another after 1/32 using
Cape Tamwn affered, aedicine to wash treataent, did not
healer just body know what to do,
listened to neoghbour
patient, recoaaended
offered another
explanation Faithhealer
& treatment
accordingly
Faithhealer fsafufunyane bhewitched Holy Rope to unsuccessful,
' tie around the condition
waist - supposed worsened, friends
to protect her suggested that
from attacks by boyfriend take her
fsafufunyane. to western-trained
Holy water to doctor in private
drink, laid-on practice
of hands.
Western- No refer thea
trained exasination to hospital
doctor in carried
private
practice
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Hospital
dactors

Psychiatric
Hospital

Comaunity
Psychiatric
Clinic

0BS

aBs

0BS

sosething in
her brain
that needs

to be resoved
(subarachnoid
haeaorrhage &
3 middle
cerebral
aneurysa)

Not clear

" spaething in

brain has
been reaoved
treatsent to
prevent
further
attacks

operation to
clip aneurysa
and drain
haesorrage

phenytoin
haloperidol

Phenytoin &
Haloperidol
on subsequent
vistits
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unsuccessfui,
develap other
syaptass,
behaviour
prablesatic,
diagnose again as
frontal lobe
syndrose and refer
to psychiatric
haspital

Feeling better and
refer to
psychiatric
comsunity clinic
for follow-up.

Scccessful in
alleviating
sysptoas and
treatsent soae

of {liness 3r¢
visit stop all
sedicines -
discharge hoae -
for follow-up at
local Day Hospitail
for sonitoring of
BP.



INTEEMVIEW

ARFENDIX -5

SCHEDULE

$1) THE PATIENTS ' DEFIMITIONS AMD EXFLAMATIONS OF TLLMESS

hith regard to present 1llness):

&) bhen d

By what m

id vou realise that something was amiss?

ade vou aware that Ecmething was amiss?
rhyeica chahgeg

mental changes

zacial changes

cbzervations by others

c} What do wou think has caused vouwr condition?

d) fAssess

) bhihere

i
-

why do you think it started when it dig?

whic are parties o entities invoelved in the cau

dix ¥ o think of themdthese as - of natur

sumernatural or social?
mernt of long-term prognosis of can@itiun:
what deoes the condition do to ywou?
how severe is it?:will it have a long courcse?
what do you fear most about youwr condition?
what do vou think will happen to this condition?
fhow has condition affected your life?
how will it affect vyour life in the futuwre?

did vou learn of the above?

Fow did you come to know about amafufunvyane?

what does the term convey or/sand mean to you?

THE FATIEMTS® HELP-SEERIMG BEHMAVIOUR

a) bhat did vou do when vou recognised that something w
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amies’
- the role of &ll significant parties including
healers who were com=ulted,
- who influenced choice of healer decizion?)
B WMas any of the above treatment berneficial//noipus?
Cr o odhat mage youw E?ék telp in the present treatment?
~ whvy did vou take so lang befoare sesking help in the

present treatment?

(Ry 0 THE FSYCHIATRIC GRIEMTATIONM AMD 175 IMFLUEMCE Gl HELF-

SEERIMG BEHSVICUR

f

Y

When you first came into this service what did the doctors

call yowr 1llnesse idiagriosie).

what di they think ahout apafufunvane?

By obhat are the ioportant results vou hope to get from  the

i

nrezent trzatment? fexpectations)
- have vour expectatione been met?
~ go ovou think vouw are bemefitting from this sefvice?
) Have vou come :crgaé anything in this service that vou
are not happy about and would like to bring up?
4y What areg youwr plans regarding futuwre consultation?

- do you imtend to remain in care, continue changing

practiticners?

{4y BASIC FPERSOMAL IMFORMATIOM

fAQe

Marital Status: Children:
Flace of birth: Ma.of vears in an wban areas

Frezent occocupaticn:
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Employment hilstary:

np

Muamber of years schocling

dther gualifications:

[1-
tit
-~
i
it

by relaticonehip to houserncld head

o) o total mumber of wagQe—-earners
O viow melong o any church®

-~ pow often do oo atternd church gath
[ASG S S " ron g ;
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