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Introduction

Why Learn about the Anthropology/Sociology of Medicine?

In the Anthropology/Sociology of Health, we will learn how culture shapes what a society believes and does about disease and illness. There are many more aspect to health than simply the biological manifestation of an illness. In a culturally diverse country like Namibia, there are many beliefs about health versus disease and illness. When treating patients, it is important for the health care professional to understand that disease and illness are a result of many interrelated aspects of a person's life, including their natural environment, their biological self and their socio-cultural environment. Within the study of the Anthropology/Sociology of Health there are three distinct areas of interest: the study of indigenous health care systems, the study of the biomedical health care system and the impact of society on health and illness. In addition, Sociological and Anthropological theories are used to define and explain people's health seeking behaviour within these areas.

Scope of this Module

The 'Anthropology/Sociology of Health' module is designed to introduce you to concepts and theories in studying health from a Sociological rather than a Medical perspective. The Anthropology/Sociology of Health is your second module in the Sociology course. In this module we introduce you to the most important concepts used in the Anthropology/Sociology of Health. In the second place we focus on the relationship between health, disease, medicine and society. We believe that this module will be of particular interest to you because it is applied to the area in which you work (i.e. the healing of disease in society). Listed below are some general requirements for this module.

About your Prescribed Material

Your main source of reference is the book by Gilbert, Selikow and Walker called Society, Health and Disease (we shall refer to it as Gilbert, et. al., 1996). You must obtain a copy of this book. You will not be able to complete this module without it. This book differs from a traditional textbook, because it introduces you to a variety of texts including academic articles, newspaper clippings and policy documents. Therefore, you will be exposed to different views and debates. Remember that Anthropology/Sociology is inherently about analyzing and critically debating issues and not about learning facts. This text makes extensive use of examples and situations in South Africa. Both Namibia and South Africa are developing countries and were exposed to much the same apartheid laws. Therefore, we believe that the situations in these two countries are comparable on a broad level and that the use of this text is justifiable. However, we will add specific examples from Namibia to further illustrate points and opinions.

The workbook adopts an interactive approach to learning. This means that you do not, for example, read your prescribed book but interact with it by reacting to questions and viewpoints as well as forming your own opinions about what happens in the community where you work. This is done by completing the tasks set for students at the end of each section. So you might say that you have two workbooks: this one as well as your prescribed book (Gilbert, et. al. 1996).

Apart from Gilbert et. al. 1996 we are also going to refer to Anthony Giddens' Sociology, 1993 occasionally. Remember Giddens was your prescribed book for module I: An Introduction to Sociology.

You will also be referred back to the workbook for the first Module you did: An Introduction to Sociology: Workbook for Module 1: Soc 3101 so that you can review topics and concepts that are important to the Anthropology/Sociology of Medicine.

Assignments

You will have two (2) written assignments for your Anthropology/Sociology of Health Module. Since our only way of evaluating your work and progress is through the assignments you send us, it is very important that you do the best you can with them. One assignment is due after you have finished Unit 4. This first assignment is a small assignment and will consist of a 5 page written essay. 

The second assignment is an end of module assignment, is due at the end of Unit 10 and is much larger and more important than the first assignment. This assignment will consist of a 20 page written assignment.

It is very important that you send us your work in a timely manner so that we can give you feedback on how you are doing as fast as possible. Since each unit is designed to approximately equal one week of classes, you can estimate when your assignments are due by counting units as though they were weeks. For example, if you receive your workbook on 15 May and your assignment is due after you finish Unit 4, than you can say that 4 units equal 4 weeks and therefore your assignment is due 4 weeks after you received your workbook (15 June).

Marking

Your marks for the module will be based on the two (2) written assignments and an end of year exam. Your marks are calculated in the following manner:

10%   First writing assignment (due after unit 4)

40%   End of Term (second) assignment

50%   End of year module exam

Examinations

Each module requires an end of module examination. Due to distance and organization, all three (3) of your end of module examinations will be written at the end of the academic year. You will write three (3) papers that are 3 hours long each.

Syllabus

Module II:  Anthropology/Sociology of Health

The Anthropology/Sociology of Health module is designed to introduce you to concepts in the Sociological study of health. You will come to understand the Anthropology/Sociology of Health (Medical Anthropology/Sociology) with a focus on the relationship between health, illness and society.

Unit 1: This unit will introduce you to the Anthropology/Sociology of Health and will discuss the sociological approach to health.

* Definition of the sociological concepts of health

* Origin of Sociology of Health

* Broad topics in Anthropology/Sociology of Health

Unit 2: This unit looks at the cultural concept of health, disease and illness.

* Influence of culture on health

* Disease versus illness

* The influence of society on health seeking behaviour
Unit 3: This unit will discuss Sociological approaches to the study of health and provision of services.

* Parsons' Orthodox view of health care provision

* Illich's Radical theory of the medicalization of society

* Navarro's Marxist view of medicine and the state

Unit 4: This unit will look at medical systems theory.

* Biological/ecological framework

* The medical ecology of health and illness

* Medical systems theory

* Universals in medical systems

* Disease systems and health care systems theory

Unit 5: This unit will look at hospitals as bureaucracies.

* Hospitals as bureaucracies

* Characteristics of a bureaucracy

* Weber's model of bureaucracy vis-a-vis a general hospital

* The hospital's influence on the patient

Unit 6: This unit will look at colonialism and the re‑organization of health care.

* The effects of colonialism on health

* The effects of colonialism on health in Namibia

* Special reference to Namibia and South Africa

* The need for data in health care planning

Unit 7: This unit will look at social inequality and health.

* Social inequality based on class, gender and race/ethnicity

* Historical social inequality in Namibia

* Social inequality in South Africa

Unit 8: This unit will look at the Primary Health Care (PHC) approach from a sociological perspective.

* What is and is not the PHC approach

* WHO call for Health For All by the year 2000

* Community based health care

Unit 9: This unit will look at the dynamics of health in a multi‑cultural society, understanding traditional health care systems and traditional healers in Namibia.

* Why study traditional medical systems?
* Understanding traditional medical systems?
* What are some of the manifestations of traditional medicine in Namibia?
Unit 10: This unit will look at integrating divergent medical systems in a multi‑cultural society.

* Collaboration and/or integration of modern and traditional medicine, is it possible?

* Advantages and disadvantages to the two health care systems

* Experiences at attempts for cooperation between the two systems from other countries

* Areas of possible collaboration and/or cooperation of the two systems in Namibia

Unit 1: Introduction to the Anthropology/Sociology of Health

Overview

In this first unit of the module we will introduce you to the Anthropology/Sociology of Health. We explain the origins of the Anthropology/Sociology of Health by pointing out the links between Anthropology/Sociology and medicine. We also introduce you to the main themes covered by the Anthropology/Sociology of Health. Lastly, but most importantly we show you what is meant by a SOCIOLOGICAL APPROACH to health, disease and healing. 

Goals and Objectives

	By the end of this unit you will be able to:

1  motivate why health workers need a sociological perspective to understand issues on health and healing in society.

2  outline the main characteristics of the Psycho-socio-environmental model of health and disease and how it differs from the Bio-medical model.

3  note the difference between disease, illness and sickness.

4  write brief notes on the theories of Illich, Navarro and McKeown & Powles on the role of medicine in societies.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 3-8

pages 7-8

pages 13-18

pages 19-25

pages 39-40

and Giddens 1993, Sociology

page 9

pages 602-604

Introduction to the Anthropology/Sociology of Health

You may ask yourself “what does Anthropology/Sociology have to do with medicine and illness?”. Is the primary focus of the causation of disease not what micro-organisms invade the body and can most often be cured by effective drugs? Or, that surgical operations can be done using sophisticated techniques and hence cure the patient? Why do we have to study Anthropology/Sociology and what can we learn from Anthropology/Sociology to make us better health workers?

	Readings

Before you continue, read Giddens page 9: "Health and Illness" carefully.




Giddens shows how substantially we are influenced by our social surroundings:

-  social factors i.e. our cultural background influences our experience of illness and the causes of illness;

-  social factors i.e. our class position influences how long we are expected to live, and our chances of contracting certain types of diseases;

-  there are also particular social rules as to how we should behave when we are ill. These rules may differ from one social setting to the other.

All of the above issues will be elaborated on further in this workbook. Do you understand why social factors have an influence on definitions of health and illness?

	
Activity 1.1


(10 minutes)

This activity comes from your prescribed book Gilbert et. al. page 7:

Before you continue reading do a 'snap survey'. Ask 10 people to define 'health'. (Try to ask people from a variety of different backgrounds and socio-economic groups.) Now work out your own definition of 'health' based on your own personal experience and world view. You probably did not find it too difficult to work out a definition of health that applies to you, but it is probably more complicated to work out a standard measure or definition of health which can be applied to the population as a whole. Write down some of the different answers that you were given.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




Look at the results of your 'snap survey'. You will probably realise that it is not so easy to define what a healthy person is and that people have differing ideas about what health means. Read Gilbert et. al. pages 7 and 8 ("Definitions of Health"), and it will become clear to you that sociologists maintain that health is partially 'socially constructed'. What does this mean? It means that social variables like race, class and gender influence our definitions of health. What does it mean to say that somebody is not healthy? 

Note the distinction between 'disease', 'illness' and 'sickness'. Are you able to give brief definitions of these concepts?

The Link Between Anthropology/Sociology and Medicine

It is interesting to go back in time and to note how disease itself, as well as the treatment of diseases, has changed. What are the factors that had an influence on this?

	
Readings

Now, stop and read Giddens pages 602 through 604.




Giddens (1993) argues that the institution of medicine as we know it today, is a culmination of developments in the western world over the past few centuries. Throughout the ages all cultures have had concepts of health and illness. Historically speaking, the main institution that dealt with health issues was the family or kinship group. Giddens explains further that particular people always specialised as 'healers' in all cultures. Some of these systems of healing still exist today. Can you explain what system of healing is still practised in India? And in China? What system of healing exists in your own community? Do people only attend clinics and hospitals where western medicine is practised or are there other operative systems of healing as well? 

Giddens further argues that the definition of illness in traditional societies was a much wider concept than it is today. It included not only physical illness but also the overall psychological and social well being of the person. With the development of modern (western) medicine this view of disease and disease causation changed. The discovery of micro-organisms and their link to the causation of disease in the late nineteenth century concentrated focus on disease as such and the technical curing of diseases. According to Twaddle & Hessler (1977: 12) "The discovery of germs marked a dramatic shift in medicine, from a people - oriented profession to a disease - oriented profession. Physicians became so absorbed in the study of disease, and their mission and training shifted from the care of sick people to the diagnosis and cure of disease".

With the development of modern medicine as a science and a recognised code of ethics, the self-taught healer was largely excluded (Giddens 1993:603). Health, disease and healing were no longer seen as part of the larger social environment. It is only during the last three or four decades of this century that the contribution which Sociology (and other social sciences like Psychology and Anthropology) can make to medicine, has been realised. 

It may be argued that the complexity of issues in health and medicine can nowadays best be understood by an interdisciplinary approach. A sub-discipline of Anthropology/Sociology namely Medical Anthropology/Sociology or the Anthropology/Sociology of Health has since developed to deal with a wide range of issues that has to do with human health and disease. The narrow view of seeing the body as a machine infected by diseases that can be cured by medical 'technical' intervention alone, is referred to as the 'biomedical model of health'.

Study Giddens 1993, pages 602 through 604 to give you a more comprehensive view of the development of Sociology of Health and the convergence between Anthropology/Sociology and Medicine.

	
Food for Thought

"Medical Anthropology/Sociology is the sub-field which applies the perspectives, conceptualizations, theories, and methodologies of Anthropology/Sociology to phenomena having to do with human health and disease. As a specialization, Medical Anthropology/Sociology encompasses a body of knowledge which places health and disease in a social, cultural and behavioural context. Included within its subject matter are descriptions and explanations or theories relating to the distribution of diseases among various population groups; the behaviours or actions taken by individuals to maintain, enhance, or restore health or cope with illness, disease, or disability; people’s attitudes and beliefs about health, disease, disability and medical care providers and organizations; medical occupations or professions and the organization, financing, and delivery of medical care services; medicine as a social institution and its relationship to other social institutions; cultural values and societal responses with respect to health, illness, and disability; and the role of social factors in the aetiology of disease, especially functional and emotion-related disorders and what are now being called stress-related diseases". 

Definition by the American Sociology Association in Weiss, G.L. and Lynne Lonnquist, 1994.




Health In a Social Context - A 'Different' Perspective

	
Readings

Gilbert et. al., Section 1 is important to this section. It introduces you to a social/human perspective of health and also gives you reasons why this perspective is necessary for the training of health care professionals.

Gilbert et. al., Section 1 consists of 

-  an introduction

-  a number of articles (called Readings)

-  tasks to do once you have studied the section to test yourself.

Read and study Gilbert, et. al. pages 3 through 8 of the introduction; the articles by Fitzpatrick (pages 13 through 18), Hart (pages 19 through 25) and tasks number 1 and 2 (pages 39 through 40).



Gilbert et. al. provides an argument as to why it is necessary to have a social perspective on health and disease in societies. They further discuss crucial events which they refer to as "major shifts" in relation to health and disease in societies all over the world. These "major shifts" created the need to develop a wider perspective to understand and deal with those events.

The first major shift discussed, is the "changing patterns of disease". Although infectious diseases still play a prominent role in the world (specifically in developing countries), the overall shift has been to chronic diseases. The point here is that the role of the health care professional has largely changed from one of curing to one of caring. Do you agree with this point? To what extent has this happened in your own situation? Has the bulk of your workload to do with infectious or chronic diseases or both?

The second major shift that they discuss has to do with the causation of disease. They argue that the mono-causal model of disease has been replaced by the multi-causal model, "According to the new approach, the great majority of diseases today are caused by a multiplicity of factors and complex interrelationships between them".

	
Activity 1.2


(10 minutes)

Make a list of the most common diseases that you deal with everyday. Write down next to each of them what you think is the cause(s) of the problem. For instance, take malnutrition - what would you say could be the causes? Of these causes, how many are related to social factors? 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




Gilbert et. al. further discuss demographic change as a "major shift". Look at Figure 1 in the article by Fitzpatrick: You will see that between 1838 and 1970, the death rate from pulmonary tuberculosis dropped dramatically from 4 000 deaths per million in the population to almost none. What were the reasons for this shift? If you read page 14 of the Fitzpatrick article carefully, you will note that the drop was not due to medical intervention, but to other factors. (The BCG vaccination and treatment by pills (chemotherapy) was only developed in the 1940's and 1950's, while the drop in the death rate started long before that.)

	
Activity 1.3


(10 minutes)

Write down what the main factors were that worked together to lower the death rate from pulmonary tuberculosis in Europe so dramatically.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




Go through the rest of these major shifts that are discussed in Gilbert, et. al. and make sure that you know how each of these affect your role as health worker.

Two Models of Health Care

It is important that you know about, and know the differences between the Bio-medical model and the Psycho-socio-environmental model. Study the characteristics of these models in Gilbert, et. al. in detail. Note that although these two models represent different paradigms of thinking, the authors still feel that the one could be used as complementary to the other. The point that is emphasized is the necessity of the psycho-socio-environmental model for health professionals in understanding health, illness and healing in their communities.

Now re-read the articles by Fitzpatrick and Hart. These articles give you an overview of what has been discussed so far. The following issues are emphasized:

-  reasons for the decline in death rates and a rise in life expectancy rates;

-  variations in disease patterns in human society;

-  the historical role of medicine in societies;

-  a brief introduction to the theories of Illich, Navarro and McKeown & Powles on the role of medicine in societies. The theories of Illich and Navarro will be discussed in detail in Unit 3.
Unit Summary

We have come to the end of the first unit of this module. The main aim of this unit was: to give a brief overview of the changing patterns of disease in societies; to point out the historical role of medicine and to emphasise the necessity for the incorporation of a 'different' perspective, namely a social/human perspective, for the explanation and analysis of disease and healing in societies. We have done this by pointing out the 'major shifts' that have occurred in society in relation to health and disease and to emphasise the differences between the bio-medical model and the psycho-socio-environmental model of health and disease.

Finally, do the "End of Unit Activities" which are set out on the following pages. These are self test activities, designed to give you a chance to find out for yourself how well you have understood this unit.

	
Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	
End of Unit 1 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Medical Anthropology/Sociology/Anthropology/Sociology of Health places health and disease in a social, cultural and behavioural context.

2  The germ theory has to do with micro-organisms being discovered in the twentieth century.

3  Race, class and gender can influence your definition of health.

4  Disease is a psychological concept linked to the individual.

5  All epidemics were wiped out by the 20th century.

6  In the 20th century the role of the health professional changed from curing to caring.

7  Infant mortality rates have been declining in the developing world.

8  Health promotion rely on people's attitudes and behaviours.

9  The Biomedical model tend to keep health in a biological context.

10  The psycho-socio-environmental model regards patients as passive victims of disease.

11  The WHO definition of health acknowledges the social dimension of health.

12  Sickness is a sociological concept.




	Conclusion/statement
	Evidence/detail/fact

	Our example

1  It was very hot

2  SWAPO is the most popular party in Namibia

Now give your own example in relation to health:

13

14
	1  The temperature was 35%

2  SWAPO won the last election by a great majority

Now give your own example in relation to health:

15

16


	
End of Unit 1 Activity B


(10 minutes)

17  Write one paragraph on each of the theories of:

A  Illich

_________________________________________________________

_________________________________________________________

_________________________________________________________

B  Navarro

_________________________________________________________

_________________________________________________________

_________________________________________________________

C  McKeown & Powles

_________________________________________________________

_________________________________________________________

_________________________________________________________

	
End of Unit 1 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

18  Write a definition of health according to the World Health Organization (WHO).

_________________________________________________________

_________________________________________________________

_________________________________________________________

19  Explain what germ theory is and what consequences it had on the approach to health, healing and disease.

_________________________________________________________

_________________________________________________________

_________________________________________________________

20  Complete the following sentence, "Medicine has not made a significant contribution to improving people's health in the past ...."

_________________________________________________________

_________________________________________________________

_________________________________________________________

21  Give arguments for and against the previous statement. Illustrate your answer with examples.

_________________________________________________________

_________________________________________________________

_________________________________________________________




Unit 2: The Cultural Concept of Disease and Illness

Overview

In this unit we will looks at the cultural concept of disease and illness. We reintroduce you to concepts relating to culture and expand on those concepts. In this unit we will learn about the influence of culture on health and illness. As an example of the influence of culture on health related issues we will discuss the cultural expression of pain. We will examine different health seeking behaviours in different cultures and will discuss the concept of disease versus illness.

The overall aim of this unit is to sensitise health care workers in Namibia to the importance of culture in influencing health beliefs and health seeking behaviours.

Goals and Objectives

	By the end of this unit you will be able to:

1  define culture.

2  understand the influence of culture on health and illness.

3  discuss the difference between health and illness behaviour.

4  explain how the expression of pain is culturally defined.

5  define the three models of health seeking behaviour.

6  discuss the difference between disease and illness.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 47‑48

pages 48‑49, 52

pages 55‑59

pages 60‑70

and Giddens 1993, Sociology

pages 29‑32

page 9

The Concept of Culture

In the first module of Sociology, 'An Introduction to Sociology' we discussed some concepts relating to culture and society. As you may remember, the concept of culture is very important to the study of Anthropology/Sociology. Culture is the mechanism through which we learn our values, norms and beliefs; including those associated with how we understand health versus illness. Just to refresh our memories, let us review and expand on the following points about culture:

Culture is a trait which is shared by members of a society. Most members have a general agreement about what values, norms and beliefs they share with each other. This includes a shared agreement about what they think constitutes health (being healthy) and what it means to be ill (sick).

Culture is transmitted from generation to generation. This means that the older people in the society teach the younger people their culture. Sometimes the teaching is done through stories and fables, sometimes through watching other people's behaviour and sometimes through formal education. All of these methods are the socialisation process whereby young members of a society are acculturated to learn the norms, values and beliefs of the culture. This process also applies to learning about what it means to be sick and how to get better.

Culture defines behaviour. As young people learn the values, norms and beliefs of their culture, they also learn how to act upon those beliefs. For example, if you learn through your culture that sickness is sometimes caused by witchcraft, and witchcraft is cured by a traditional healer
, you would also learn through your culture that when you are sick due to witchcraft, you go to a traditional healer. As you can see from this example, cultural behaviours also apply to the way people in a particular culture try to cure illness.

	
Activity 2.1


(10 minutes)

Now, stop and read Gilbert, et. al. pages 47 through 48 and Giddens pages 29 through 32. Fill in the blank below about culture.

1  Culture is not an ____________________ thing, but always takes place within a _________________________.

2  Many different ____________________ and _________________ coexist within the came society.

3  Giddens say, "Culture consists of the ______________ the members of a given group hold, the _________________ they follow, and the __________________ goods they create".




Influence of Culture on Health and Illness

As you can see from the readings, culture is very important in shaping our beliefs about the way we think the world 'really' works. It is based on these beliefs that we act in one way or another. As with other cultural attributes, all groups of people have concepts about health and illness that are part of their culture. A group's concept of health does not exist in a vacuum, but is based on the world view of the people and is connected to other parts of their culture (LeBeau 1997a:2). Every culture has an ideology of how to stay healthy, how to prevent diseases and how to treat people who are sick. These beliefs and practices about health and illness based on culture are called ethno-medicine. Although health care professionals like to think that their method of health care is scientific, it is also based on the world view of modern Euro‑western concepts of what is scientific. This world view of medicine came be termed 'scientific/natural'. In this view, society tries to explain the world around it through scientific investigation. Another world view of health and illness might be more based on spiritual beliefs and ritual healing which might be termed 'magico‑religious'. In this world view, society tries to explain the world around it in terms of good and evil spirits, religious intervention and supernatural causes of misfortune. In both cases, the concepts relating to health and illness are interrelated to other beliefs about how the universe is organised.

Medical Sociologists recognise that there is more to being sick than a biological problem which has a biological cure. Medicine Sociologists believe that in order to understand health and illness concepts, they must also understand how people's culture and corresponding world view influence what people think about and do which is related to health and illness. This method of approaching the study of health and illness is sometimes called the ecological approach. In this approach, Sociologists look at everything that goes into a person's perception of health and illness including their cultural beliefs, life experiences and environment. The word 'ecology' here refers to the social, psychological and cultural environment in which health and illness behaviours occur (LeBeau 1997a:3). 

	
Definitions

Ethno-medicine:
Ethno-medicine is the beliefs and practices about disease that are related to and based on cultural beliefs.

Ecological Approach to Medicine:
This approach looks at the 'integrated whole'. That is, everything that goes into a person's perception of health, illness and disease.




Health, Illness and Social Behaviour

Just as culturally attitudes and beliefs influence the way people perceive health and illness, social factors also influence their behaviours. In all societies there are different 'socially acceptable' behaviours that may have positive or negative effects on a person's health. Social health related behaviours include such practices as seeing a doctor regularly, eating a healthy diet and not drinking too much alcohol. Social health risk behaviours include not having children immunised, never eating vegetables and meat or drinking too much alcohol. These practices may sound like individual behaviours; however, much of the way we live, our lifestyle, is learned and influenced by the society in which we live and the socialisation we receive within that society. What is considered socially acceptable behaviour in one society may be considered health risk behaviour and not acceptable in another society (LeBeau 1997a:4). In some societies it is socially acceptable to smoke cigarettes in public places. In America it is against the law to smoke cigarettes in public places because people who do not smoke do not want to get cancer from the cigarette smoke of others. In some societies health education does not inform people about healthy foods and a health diet nor are many people aware of the health risks associated with smoking cigarettes or drinking too much alcohol. For example, in Zimbabwe where tobacco is a major cash crop, health campaigns about the risks of cigarette smoke are not encouraged.

How people perceive their state of health also influences their behaviour. As previously mentioned, what it is to be healthy, to have a feeling of well‑being is culturally defined. In some cultures being healthy includes having good fortune and the blessing of the ancestors, while in other cultures health is defined by the absence of pain and disease. If people perceive of themselves as healthy they do not seek treatment for disease or illness, but may seek preventative or evaluative health care in an attempt to maintain their health equilibrium. In Namibia, the Government has recognised the importance of preventative medicine and encourages preventative measures such as childhood immunisation and prenatal health checkups for pregnant women. In some cultures in Namibia, childhood immunisations are not limited to Polio and DPT vaccinations, but the child must also be traditionally vaccinated against witchcraft attacks or the 'evil eye' (LeBeau 1997a:4).

	
Definitions
Social Health related Behaviour:
Social health related behaviour refers to those positive health behaviours that are encouraged by society.

Social Health risk Behaviour:
Social health risk behaviours are those practices people take that put themselves at risk of becoming ill or contracting a disease which may not be discouraged by society.

Health Behaviour:
When referring to health behaviour, we mean those practices that people who believe themselves healthy do to maintain their health and prevent disease.

Illness Behaviour:
Illness behaviour refers to the way people act when they do not feel well and are attempting to determine what is wrong with themselves.

Sick role Behaviour:
Sick role behaviour refers to how people act once they have confirmed that they are sick and are attempting to get well again.

adopted from Gilbert et. al. 1996:49


In contrast to health behaviour, if a person suspects that he or she is ill, in a state of not well‑being, that person may undertake behaviour to determine if he or she is ill and the nature of the illness. A central aspect of illness behaviour is the recognition of symptoms which are defined as not normal for a state of well‑being. Again, culture plays an important part in determining if sufficient symptoms exist to indicate the possibility of illness. In some cultures hearing voices is considered a sign of a mental disorder, in other cultures a person who hears voices is venerated as a religious leader (LeBeau 1997a:4). The manner in which the person determines if an illness exists is culturally defined. Some people may go to a doctor, other people discuss their symptoms with their friends and neighbours and some people may go to be 'check' (divination) by a traditional healer. Once a person has determined that an illness exists, then the person takes on the role of the sick and begins health seeking behaviours in an effort to re‑establish health. The treatments prescribed, patient compliance and patient reaction to treatment are all culturally defined as well. Some patients may seek health care from a number of sources either at the same time or consecutively (LeBeau 1997a:5). A patient may go to the pharmacy to get medication (self treatment) but also go to the medical doctor. If these treatments do not satisfy the patient, he or she may go back to the pharmacy or go back to the medical doctor or seek traditional medicine. If the patient does not believe the treatment will help they may not comply with treatment requirements or may not recover. One common problem in western medicine is patient compliance with pill taking. If the medication does not work immediately the patient may believe that treatment is not successful and will stop taking the medication or if the medicine alleviates the symptoms the patient may see no reason for take additional pills and will stop the treatment process. Even the act of pill taking can be culturally influenced. For example, in many societies people do not eat three meals a day; however, medication is frequently prescribed as being taken three times a day after meals. Patients who do not normally eat three meals a day may not take their pills at the prescribed times because they feel that if they do not eat, they do not take the medicine.

	
Activity 2.2

(10 minutes)

Now, stop and read Gilbert, et. al. pages 48 through 49, the Newsweek article on page 52 as well as Giddens page 9. Fill in the blanks below with the most correct answers about the influence of culture on health and illness.

1  The ways and times people seek help for illness or disease is called ______________________________.

2  Research into health can be broadly classified as adopting either an ________________________________ or a _________________________________.

3  "____________________ is defined as the activity undertaken by persons who believe themselves to be healthy."




The Cultural Concept of Pain

We have previously discussed how people's beliefs and behaviours relating to health and illness are culturally defined. There are related aspects that are also culturally defined, an analysis of one of these related aspects, pain, can help us to understand the influence of culture on health and illness. Pain is a part of everyday life, but it is also an attribute of disease and illness (Helman in Gilbert, et. al. 1996:55). Pain is not just a physiological event, but it is interpreted and experienced through a person's social, psychological and cultural experiences. Helman suggests that there are three factors associated with how people experience pain: 1) not all societies respond to pain in the same way, 2) how people perceive pain is influenced by their cultural background and 3) how and if people talk about pain is influenced by cultural factors (Helman in Gilbert, et al. 1996:55). Pain, of course, has a biological basis. It is the manifestation of tissue damage or dysfunction within or outside of the body. There are two types of reactions to pain: one is involuntary whereby the person has an instinctive reaction to sudden pain such as pulling one's hand away from fire and the second type of reaction is a voluntary reaction to pain such as seeking pain medicine when sick. It is the voluntary reaction to pain that is influenced by cultural factors. Both involuntary and voluntary reactions to pain can be termed 'pain behaviour' (Helman in Gilbert, et al. 1996:55); however, it is the voluntary reaction to pain that Sociologists are interested in studying. Helman further distinguishes pain behaviour as private and public pain. Pain is at first private, which is that other members of society do not know that a person is in pain unless they tell or show others that they are having pain. Once a person signals that they are in pain, it becomes public pain. Whether people express their pain and how they express it is influenced by culture. The decision to express pain will also depend on whether the person perceives their pain to be normal or abnormal. Normal pain is likely to be expressed as private pain, while abnormal and severe pain is likely to be expressed as public pain (Helman in Gilbert, et. al. 1996:56). As with other aspects of culture, pain behaviour is learned as a child through the socialisation process. In some cultures pain is seen as being linked to other forms of suffering such as misfortune caused by witchcraft. If pain is perceived of in this manner, then the expression of pain, health seeking behaviour and treatment will be very different than if the pain is perceived of as a purely biological expression of disease or illness. How people express their pain publicly is also culturally determined. Some cultures put great value on not expressing pain, while in other cultures the expression of pain should be exaggerated. Because the expression of pain is cultural and most members of the group understand how to identify the expression of pain, they also know how to translate their own pain in a manner that will be recognised by the group. Pain caused by psychological distress such as anxiety and depression also exist in all cultures, but its expression is also culturally defined. If displays of emotion are discouraged in a society, then pain caused by emotional distress may be expressed as physical pain. Once pain is expressed as public pain, it becomes a social issue, needing to be acknowledged and addressed. However, the manner in which pain is addressed also depends on cultural factors, as well as the degree of pain the person relays to others in the society (Helman in Gilbert, et. al. 1996:57‑58).

	
Activity 2.3

(15 minutes)

Now, stop and read Gilbert, et. al. pages 55 through 59. Answer the following questions about Cecil Helman's article on "Pain and Culture".

1.  What is the most important difference between 'public' and 'private' pain? ______________________________________________________

_______________________________________________________

2.  Is pain behaviour culturally defined? _______________

3.  In Zborowski's study of pain in New York, what was the type of pain reaction the Italians and Jews exhibited?

 ____________________________________________________




Health Seeking Behaviour 

Once someone has determined that they are not well, have a disease or illness, they begin a process of seeking solutions that will restore their health (well‑being). A person may seek the advice or assistance of friends, relatives and neighbours, go to a pharmacy for medication (self‑medication), go to a hospital or clinic or go to a traditional healer. In Namibia there are a variety of health care systems available to people, especially those living in the urban areas such as Windhoek. People living in Windhoek, and specifically Katutura, have easy access to all of the various forms of health care mentioned above. Therefore, the choices they make concerning health seeking behaviour are due to their perceptions of the nature of their disease or illness, their cultural understanding of the cause of the illness, the efficacy of the various treatments and their previous experience with the various health care alternatives (LeBeau 1995:3).

People from the different cultural groups in Namibia have different ideas about which illnesses have a natural basis (cause) and which ones are supernatural in cause. The distinction between natural and non‑natural causes is important in determining the health seeking behaviour of the individual. If a person thinks the illness or disease is natural, then they are likely to seek health by natural means such as medicine from a pharmacy or the help of a western medical practitioner; however, if the individual thinks that the cause of the affliction is not natural, such as being the result of witchcraft or bad luck, then the person will seek the help of a traditional healer. It is important to understand the concept of 'cause' in this paradigm. Cause is separate from the actual manifestation of the disease or illness. For example, a person could fall and injury his or her arm which requires hospitalisation and even surgery. This injury to the arm is biological; however, the question remains, "Why did the person fall like that, at just that time and in just that manner to injury the arm?". This question is the basis for the question of cause. If the person has a western world view he or she may believe that the fall was due to an 'accident' or 'being clumsy', but if the person has a non‑western world view he or she may belief that the cause of the fall was due to non‑natural means such as witchcraft or bad luck. In the case of the former, the only action required is to 'be more careful' whereas in the case of the later the person may need to go to a traditional healer and be checked, cleaned and protected against witchcraft at the same time as he or she is being treated for the biological injury to the arm. As you can see from this example, where a person seeks health care depends on the affliction, but also on the perceived cause of the aliment (LeBeau 1997a:6).

Although a person's perceptions of the cause of the illness influences their health seeking behaviour, another important factor in health seeking behaviour is the patient's previous experience with efforts at seeking health. Typically when a person first determines that they are not well, they will seek the advice and help of friends, relatives and neighbours. This process may involve suggestions and treatments with self‑ medication. The person may, for a while, try different suggestions and different self‑treatment methods. If these efforts are unsuccessful, the person will re‑evaluate their illness condition and determine what other treatments are available and necessary for re‑establishing well‑being. The patient may then go to a clinic or hospital to seek western medical help and advice concerning their health problem. If, for example, a patient with a skin disorder goes to a western medical doctor, but is unhappy with the results of the treatment he or she is likely to turn to other methods of healing in order to achieve the desired results. Many patients who present themselves to traditional healers have already sought the help of western medicine but with unsatisfactory results. Most people have a preconceived idea of what treatments are likely to work best for which ailments. Their initial health seeking behaviour will be based on these ideas, whereas subsequent health seeking behaviour will be based on their experiences with previous health seeking behaviours for the current affliction but also their experience of treatments of prior illnesses and diseases (LeBeau 1997a:7).

	
Food for Thought
Now, stop for a minute and think back to when you were a child and where you grew up. What types of health care were available to the people in your area? Do you remember times when you were ill and someone gave you medicine from a pharmacy or from their own house? What did your family members do if that treatment did not work? Do you remember times when people became ill and the western doctors could not help them or were not available for the person to go to? What did people do if western medicine did not work or was not available?




Health Care Sectors

Due to the fact that there are a number of competing world views concerning health care there are also a number of competing areas in which healing can take place (health care sectors). Some world views overlap and thus the areas of healing overlap as well. As we read in the previous section, health seeking behaviour is complicated and a person may seek health from various sectors at the same time or in consecutive order. Helman identifies three sectors in health care: the popular sector, the folk sector and the professional sector (Helman in Gilbert, et. al. 1996:60).

	
Food for Thought
The three sectors of health care in which people can seek advise or treatment are:

1.  The popular arena: This area is defined as the home or community in which we live. This is the area in which most health seeking behaviour takes place through informal consultations with neighbours and friends who share the same ideas about health and illness.

2.  The folk sector: This area is in the sphere of non‑western healing specialists such as faith healers, spirit mediums and herbalists. These are participants in the magico‑religious system.

3.  The professional sector: This sector consists of the biomedical personnel and certain healing systems from Indian and China which are considered to have been professionalised. 

adopted from Allais (ed) 1995:7


Helman explains that the popular sector is the area where ill‑ health is first defined. It is the non‑professional, non‑ specialist public. This sector is where a person consults with friends, family members or neighbour and may try various self‑ help remedies. Participants in this sector also give advice on health maintenance such as eating a health diet or not drinking too much alcohol. Helman identifies seven different sources of health advice including people who have long experience with an illness, individuals with certain life experiences, people with para‑professional training, self‑help organisations and healing churches (Helman in Gilbert, et. al. 1996:61). The second health care sector identified is the folk sector. This sector is comprised of individuals in non‑western societies who specialise in different forms of healing and include all of the different types of healers such as herbalists, spirit mediums, faith healers and prophets. In this sector, health practitioners are consulted for biological manifestations as well as for healing of afflictions due to witchcraft or bad luck. The last health care sector identified is the professional sector. This is the nationally recognised health care sector in most societies, the system to which you, as nurses, are a part. In this system access to health care is obtained through approaching a health care facility such as doctor's office, hospital or clinic. Participates in this sector form a group apart from others in society because of their own rules, codes of conduct and hierarchy in healing roles (Helman in Gilbert, et. al. 1996:63). Unlike the popular or folk sectors, the patient is removed from society and their roles within society. They undergo standard, depersonalised rituals (such as having their temperature checked at 5am whether or not they are asleep at that time). Patients undergo a loss of control over their own bodies, a loss of personal identity and a loss of their family and support networks. In this health care sector, the emphasis is on treating the disease and not on who the person is or what their personal needs may be.

	
Food for Thought
Culture and society also influence the way health care professionals and patients act and react towards each other. In some societies, professionals feel that if they are in positions of control and therefore they can treat other people badly, because they have the control. This can be seen in banks, at restaurants, at Home Affairs, and in the hospital wards. Many people in positions of control are not even aware that they are behaving in such a manner. With you, the health care professional, this behaviour has an even worse effect on the patient because people under your care trust you with their health and their lives. When patients come to see you, they are at their worst; they are sick, scared and vulnerable. All patients have lives outside of the health care setting; they are mothers, fathers, teachers, priests, etc. However, when they enter your care they are patients and their dignity and identity are stripped away, so it is up to the health care professional to give them back their dignity and reassure them while they are so vulnerable.

Another very important aspect of treating patients with dignity is the recognition that people from different groups have different beliefs about health and illness. As a health care professional you are trained in the biological manifestations of illness, but you must also take into consideration the patient's beliefs about their illness. Many patients have reported that nurses or doctors get very angry with them if they say that they have been to a traditional healer prior to coming to the hospital or clinic. Due to the health care professionals' disapproval or disdain for the patients' behaviour, many patients do not report their visits to traditional healers. This lack of reporting is a disadvantage to the patient and health care professional because the professional does not have all of the information necessary for treatment (such as what medicines or treatments the traditional healer gave the patient). The health care professional must also be sensitive to patients' cultural beliefs and practices, as well as to the vulnerable position of a person who becomes their patient.




The manifestations of the popular, folk and professional health care sectors differ from society to society. In some countries such as the United States, there is a large private general practitioners population and only ethnically defined and geographically localised folk health care sectors. In Namibia the professional health care sector is focused around hospital and clinic treatment with a small and expensive private general practitioners population. There is also a large and thriving folk and popular health care sectors in Namibia. Patients in Namibia's urban areas have the benefit of medicines from pharmacies and traditional medicines as well as western sector health care.

	
Activity 2.4

(25 minutes)

Now, stop and read Gilbert, et. al. pages 60 through 70. Answer the following questions about Cecil Helman's article on "Culture and Curing".

1  Name the three sectors of health?___________________,

 __________________________,_________________________.

2  What are the two inter-related aspects of a medical system as pointed out by Landy __________________ and _____________________________.

3  What is another name for western scientific medicine given in Gilbert, et. al.? __________________________




Disease versus Illness

Throughout this unit we have mentioned disease and implied that disease is different from, but related to illness. As with other aspects of health, this distinction is also related to the cultural aspect of health. In this section we shall discuss the difference between disease and illness.

	
Activity 2.5

(10 minutes)

However, before we tell you what the differences are between disease and illness, we are going to give you a chance to take what you have learned so far and put it to good use. So, on the lines provided below, explain what you think the differences are and remember that this differentiation has something to do with the influence of culture. 

____________________________________________________________

____________________________________________________________

____________________________________________________________

Now read the next section and then come back to this activity and re‑write your definition of the differences between disease and illness based on what you have read.

____________________________________________________________

____________________________________________________________

____________________________________________________________




The first thing to understand about disease and illness is that disease is a biological manifestation of something that is wrong with the body. Disease is based on an organic dysfunction of the body. Disease, because it has its origin in a strictly biological sphere, presumes scientific knowledge. This means that a disease can be measured, tested and diagnosed. If a person thinks he or she has malaria than their blood can be tested to determine if they have malaria. The treatment for malaria is biological in that you can give the person pills and the malaria go away. However, illness is culturally defined and varies from culture to culture. Rather than illness manifesting itself in a biological malfunctioning of the body, illness manifests itself in a lack of well‑being (i.e. 'I don't feel well'). Foster and Anderson define illness as a person's inability to fulfil their normal social role and a recognition that something must be done to remedy the situation (1978:40). Sometimes illness can manifest itself simply in a feeling of nonwell‑being and there is no accompanying disease, while other times the illness can also have a biological basis. Due to the fact that illness is culturally defined, symptoms that are considered a manifestation of an illness in one cultural may be ignored as normal or unimportant in another culture. Of example, a certain amount of recurring diarrhoea is considered normal in many African countries and is only an illness if the symptom persists of some time or the severity increases. However, in many European countries, any presence of diarrhoea is considered an indication of illness. Most importantly, because the manifestations of illness are culturally based, they need a culturally acceptable solution. If a person believes a course of treatment will work they are likely to comply with the treatment, where as if they do not believe it will cure the illness, they are less likely to comply.

Illness takes into account a wider range of nonwell‑being feelings, symptoms and beliefs than just the biological basis for disease. Within illness the cause of the illness or disease is also investigated. Although a person, through western medicine, can be cured of the biological manifestations of the disease, the person must also deal with the cause of the disease (such as, "why did I get malaria when those people did not get malaria?").

Illness also takes into account feelings of nonwell‑being that do not have any biological basis. Frequently people who do not feel well go to western medical practitioners only to be told that the doctor, "could find nothing wrong with you". Frequently, people's experience of the feeling of nonwell‑being is culturally defined, but also related to social stressors (like the stress of living in a crowded city or the stress associated with food insecurity).

In general, disease is the biological manifestation of a dysfunction of the body, while the concept of ‘illness’ takes into account the cultural beliefs and non-biological aspects of being sick.

Unit Summary

As we have learned from the discussions in this section, there is a lot more to being sick than having a biological disease. There is also a lot more to getting better than taking the right medicines. Culture, that attribute which we all learn through our socialisation, plays a significant role in how we experience sickness and how we get better.

	
Goals and Objectives Activity

(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	
End of Unit 2 Activity A

(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Culture is a trait that is shared by members of society and includes concepts about the definition of health versus illness.

2  Culture can only be learned from your parents since other members of the society may have different ideas than your parents.

3  When we discuss traditional healers in this unit we only mean those people who use spirits to heal.

4  Ethno-medicine is the beliefs and practices that people from a particular culture have about health, disease or illness.

5  Medical Sociologists are not so much worried about how people's world views influence illness as they are about finding out what is wrong with sick people.

6  The ecological approach to the study of medicine only looks at the influence of the environment on disease and illness.

7  How people perceive their state of health determines what health behaviour they have.

8  The study of the cultural concept of pain teaches us that everyone has pain and experiences it in the same way.

9  Most people in Namibia have the same understanding of what causes illness.

10  A patient's previous experiences with health seeking behaviour will determine what methods of treatment they seek when they become sick.

11  People who seek help for disease and illness in the popular sector are most likely to go to traditional healers.

12  A very important aspect of treating patients in the hospital is to understand how their culture influences their beliefs and to treat the patient with dignity.

13  Disease is culturally defined while illness is simply a biological manifestation.



	
End of Unit 2 Activity B

(10 minutes)

Circle the most correct answer.

14 Which of the following is not an attribute of culture?

a  Culture is shared by others in the society.

b  Culture controls the way we think.

c  Culture is passed on from generation to generation.

d  Culture is a process and is always changing.

15  Those practices that people who believe themselves health do are called:

a  social health related behaviours.

b  illness behaviours.

c  sick role behaviours.

d  health behaviours.

16  Which of the following concepts is influenced by culture?

a  disease

b  illness

c  health

d  both B and C

17  Which of the following is NOT one of the three factors associated with how people experience pain?

a  How societies responds to pain.

b  How individuals perceive pain.

c  How people perceive pain is influenced by culture.

d  How and if people talk about pain is influenced by culture.

18  In many societies people seek health care for the disease but also for:

a  the cause of the disease or illness.

b  every little ache and pain.

c  to get to know the different types of health care.

d  sick role attributes.

19  Which of the following is NOT one of the three types of health care sectors defined in your readings?

a  the popular sector

b  the traditional healer sector

c  the folk sector

d  the professional sector



	
End of Unit 2 Activity C

(15 minutes)

Answer the questions by writing one or two sentences.

20  In your own words, write a short definition of ethnomedicine.

_________________________________________________________

_________________________________________________________

_________________________________________________________

21  What is the difference between social health related and social risk behaviours?

_________________________________________________________

_________________________________________________________

_________________________________________________________

22  Write a short definition of Health Seeking Behaviour.

_________________________________________________________

_________________________________________________________

_________________________________________________________

23  Summarize some of the important points in the article "Pain and Culture".

_________________________________________________________

_________________________________________________________

_________________________________________________________

24  Discuss the major difference between disease and illness.

_________________________________________________________

_________________________________________________________




Unit 3: Medicine and Society: Different Sociological Theories

Overview

In the first unit we explained why it is important and necessary for health workers to use a Sociological approach rather than a limited medical approach to health care. We pointed out that the biomedical model needs to be supplemented by the psycho-socio-environmental model so that issues around health, disease and illness are placed in a wider social context. This will, we have argued, facilitate understanding and in so doing enhance prevention strategies. In the second unit we discussed the influence of culture on health, disease and illness. 

In this unit, we will focus on the powerful role that medicine plays in society. We will also study three different theoretical explanations in this regard:

1  Parsons' is the more orthodox view.

2  Illich's theory of the medicalisation of society.

3  Navarro's view of medicine and the state.

Goals and Objectives

	By the end of this unit you will be able to:

1  explain what it means to say that medicine is an instrument of social control.

2  name three spheres of life that illustrate the power of medicine in our lives.

3  discuss different consequences of the influence of professional control on the organisation and delivery of health services.

4  write essays on the theories of Parsons, Illich and Navarro on the social control of medicine.

5  define the following important concepts:

-
the competence gap

-
iatrogenesis




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 8-10

pages 26-30

and your workbook from the last Module: An Introduction to Sociology, workbook for Module 1: SOC 3101

pages 22

Reviewing the Concept of a 'Theory' 

In this unit we deal with sociological theories to explain a specific sociological phenomenon. In Sociology, as is the case in all social sciences, we have competing theories addressing the complexities of human behaviour and the dynamics of institutions in society in order that we may better understand them. Because theories are so important to the study of Sociology, let us take a few minutes to review the concept of what a 'theory' is.

	
Activity 3.1

(10 minutes)

Before we begin, go to your workbook for the first Module you did An Introduction to Sociology and read page 22, point 6 of Unit 2.

1.  What is a theory? On the lines provided below, write down what the properties of a theory are:

____________________________________________________________

____________________________________________________________

____________________________________________________________

2.  What is a theoretical approach and how does it differ from a theory?

____________________________________________________________

____________________________________________________________

____________________________________________________________




Medicine as an Instrument of Social Control

It is not only phenomena like health, health care and disease that need to be understood and analyzed in their social contexts, but also the health professions and the milieu in which health work takes place. Medicine as such, it may be argued, can be seen as an institution that influences society. In other words, medicine reflects the dominant ideologies in society.

In this unit we look at the power and authority of the medical profession in society. Gilbert, et. al. (1996:8) state: "Many theorists have written extensively and controversially about the influence and status of the medical profession in general and about doctors in particular". Nurses and other health practitioners are moreover striving for professional status outside of the domination of medical doctors. It can be argued that nurses still do not have their own area of authority clearly established, but rather that their activities are legitimised by the medical profession (Maykovich 1980:42). In other words, nurses are protagonists in this debate. On the other hand, they are also, in a sense, victims of the power of medicine as an institution in general.

	
Readings
Now, stop and read Gilbert, et. al. pages 8 through 9 "Introduction" and "A brief History".




Take note on how it came about that the medical institution became so powerful and why the biomedical model was so prominent at a certain point in history and in many circles still is today. Enormous technological advances, together with the fact that medical scientific knowledge was only accessible to a few people gave those people enormous power over the patient. Now read the article by Hillier (Gilbert, et. al. pages 26 through 30) in Gilbert, et. al. The following points are important:

1  Medicine exercises social control - we attach much value to 'good health', and medicine is seen as important in maintaining a healthy population. Medicine therefore plays a significant role in maintaining social values that are concerned with health and disease in society. Contentious issues like abortion and euthanasia are, for example, evaluated according to the expert opinion of the doctor and his or her opinion is often seen as a more important opinion than for instance religious opinions on these morally and value laden issues.

2  Medicine legitimises illness - for society to function effectively and for its members to make a positive contribution to the workforce they must be healthy. The perception that medicine and health workers are the most important factors in effecting a healthy population gives the medical institution the authority and power to declare people sick or healthy. In other words, before people are seen as legitimately sick they have to go to a doctor to be declared sick.

3  Medicine has professional power - the fact that doctors go through specialised and rigorous training gives them, not only professional status, but considerable power over the patient. Hillier refers to this phenomenon as the "competence gap" existing between doctor and patient. 

How is this phenomenon defined? To what extent do you think this competence gap should influence the doctor-patient relationship? Is this situation abused by some doctors? Should doctors inform their patients about their condition and in so doing empower the patient also?

	
Activity 3.2

(15 minutes)

Stop and think for a moment about your own position vis-à-vis the patients you see from day to day. Are you aware that it is an unequal power situation? How do you handle this situation? Do you think you, as the nurse, should make decisions for your patient or do you believe the patient's knowledge is also important in solving his or her health problem? Write some of your thoughts on these questions on the lines provided below.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




Next Hillier discusses the consequences that professional control has had on the organisation and delivery of services.

1  Inequality of access - because of the elite status of medicine and the accompanying costs it may become so expensive so as to exclude low income groups. This is exactly the groups which are most vulnerable to disease.

2  Inequality of care - because doctors often work in specialities that are interesting rather than utilitarian specialities such as community health, geriatrics, working with the handicapped and disabled are neglected. By implication, so are the people suffering from these conditions.

3  Narrowness of practice - what are the priority health issues in Namibia at present? What research topics in health receive the most research grant monies from the Government and from other sources? Are high technology solutions that require professional expertise still favoured over low technology solutions to health care? Is the professional view of medicine still seen as predominantly curative? Issues such as these are strongly influenced by the image of medicine in a society. What is the image of medicine in Namibian society?

4  Individualising health care problems - the concentration on individual episodes of illness may lead to ignoring the underlying causes of illness. Cases of hypertension, for example, can be cured individually or, as is very often the case, they may be related to social, political or environmental conditions.

	




Activity 3.3


(10 minutes)

Now, stop and think about the next question.

Would you treat the following conditions individually or would you take other issues into consideration as well? Write down your answers:

1. diarrhoea in babies?

____________________________________________________________

____________________________________________________________

2. tuberculosis in a family?

____________________________________________________________

____________________________________________________________




Theoretical Interpretations

We have sketched the background to the social control of medicine as an institution in society. How is this issue understood from the point of view of different theories? 

The power of medicine and medical doctors may be viewed positively as does Parsons' theory or it may be suggested that society is manipulated by medicine as a bureaucracy as does Illich's theory; or it may be argued that medicine is controlled by the capitalist state as does Navarro's theory. Let us look at these theories in more detail.

Parsons' Theory

Talcott Parsons, a well known and important American Sociologist, has been very influential in making health, illness and medicine an important area of concern for Sociologists (Doyal, 1981). In his book The Social System which appeared in 1951, he elaborated on the role of medicine as a subsystem within the society which itself is viewed as a social system by Parsons. For Parsons, people (role players) generally interact in a patterned way according to generally shared values and norms. These patterns of behaviour form institutions which are conceptualised as subsystems of society. Society as a social system reflects an orderly and systematic pattern of equilibrium, generically speaking, according to Parsons. To be sick is therefore regarded as ultimately dysfunctional for society. In other words, disease within a society is dysfunctional for the system, because it hampers effective role fulfilment which may result in disequilibrium. Medical science is viewed as a mechanism in the social system that exercises 'control' over the behaviour of sick people and in so doing promotes the maintenance of/or quick return to a state of equilibrium. This control is achieved because of the sense of duty that patients feel towards relatives and friends to get better, and through the maintenance of the authority of doctors over their patients (Doyal, 1981). 

Parsons also elaborated on the concept of the 'sick role'. Because a sick person cannot help being sick there are certain rights, but also certain obligations, that come with the sick role and that the patient should adhere to, argues Parsons (Cockerham, 1992):

1  The sick person is exempted from their normal role obligations. Exemption from obligations requires legitimating by the medical doctor as the authority on what constitutes sickness. Exemption is usually relative to the nature and severity of the illness;

2  The sick person is not held responsible for his or her condition because it is believed that the condition is beyond his or her control;

3  The sick person should feel the obligation to get well, because to be sick is seen as undesirable. Exemption from normal responsibilities is temporary on the condition that the person wants to regain normal health;

4  The sick person is obliged to seek medical help and also to comply in the process of trying to get well.

Evaluation

If we consider Parsons' theory on the role of medicine and the doctor/patient relationship against our earlier argument about medicine and social control in society, we can comment as follows: Parsons recognised that medicine had a broader function in society - one of socialisation and social control - and approved of it. Parsons believed that societies are inherently stable and progressive and that factors (eg. Illness) disrupting society must be prevented. In this instance medicine acts as an integrative force, generally speaking. The controlling function of medicine is seen to be the functional way so as to deal with something that is potentially dysfunctional, namely illness. 

Parsons is viewed as having an 'orthodox' position, which means that his theory strengthens the notion of the bio-medical model of health and disease.

Illich's Theory

You were introduced to Illich's theory in the first unit. Do you remember? He questioned the contribution that medicine makes to health and healing in societies and criticises the dependency of people on medicine and opinions of medical doctors. He does not accept the contribution of medical science as a given. His theory is a valuable criticism that argues against the idea that medicine is per definition 'good'. Doyal (1982:17) gives the following brief description of Illich's theory:

"Illich is concerned with the broader significance of medical practice, and he examines in some detail its effects on individuals’ perceptions of themselves and on their potential to control their own lives (and deaths). His analysis centres around three categories of pathology or iatrogenesis (damage caused by the medical system) which he observes in modern industrialised societies. These he calls 'clinical iatrogenesis' (the physical damage caused by doctors in their attempts to cure people), 'social iatrogenesis' (the addiction of people to medical care as a solution to all of their problems), and 'structural iatrogenesis' (the destruction of the patient's autonomy, along with the expropriation of her/his responsibility for individual health care)."

Illich's important contribution to the debate on the role of medical science in society is via the introduction of such critical notions as 'iatrogenesis' and 'medicalisation'.

	Activity 3.4


(20 minutes)

On a separate piece of paper, write a summary of Illich's theory by doing the following:

1.  Write down what Fitzpatrick said about Illich.

2.  Write down Hillier's definition of 'iatrogenesis', then make a summary of the three kinds of iatrogeneses that she describes

-
clinical iatrogenesis

-
social iatrogenesis

-
cultural iatrogenesis

Do you understand the differences between the three kinds?

3.  Write down the definition of 'medicalisation' as well as some of the dangers of medicalisation according to Illich - see Gilbert, et. al. pages 9 and 10.

4.  Now make a summary by integrating the information on medicalisation in Hillier with the information in Gilbert, et. al.

You now have enough material on Illich to be able to answer an essay type question on these aspects of his work.

Finally, you must be able to relate Illich's theory to the debate earlier in this unit on medicine and social control.




Navarro's Theory

Thus far we have presented arguments that suggest that medicine exercises control over the lives of people. Navarro offers a counter argument. He suggests that medical science is in fact controlled by societal forces i.e. the capitalist state. For Navarro (and Marxist thinkers in general) ill health, the unequal distribution of illness in society and an inappropriate health care system for treating illness should be seen as products of a capitalist political economy. He maintains that decisions about health in such societies are made on the basis of their profitability and not in the best interests of the patient.

	Activity 3.5


(10 minutes)

Now, stop and re-read Hillier in Gilbert, et. al. pages 28 through 29 very carefully. Note how and where Navarro's theory differs from Illich's although they both offer criticisms on the role of medical science in society. The role of the state in relation to medicine is complex but make sure that you understand how the modern state controls medicine. On the lines provided below, write down the mechanisms that are used by the modern state to control medicine.

____________________________________________________________

____________________________________________________________

____________________________________________________________




You will realise that Navarro's theory falls within the broader frame of a Marxist perspective. Do you recognise the concepts that are specific to Marxist theory?

	Activity 3.6


(10 minutes)

On the lines provided below, write down how the following Marxist concepts are utilised in relation to health in Navarro's theory:

1.  commodity

____________________________________________________________

2.  profitability

____________________________________________________________

3.  values of dominance

____________________________________________________________

4.  interests of capital

____________________________________________________________

5.  conflicts

____________________________________________________________

6.  contradiction between economic production and social reproduction

____________________________________________________________




Unit Summary

The goal of Unit 3 was to make you think critically about the positive and negative aspects of medicine. As a health worker you have to know that not only patterns of disease and health, but also the institutions of medicine should be viewed against, and are products of, the larger social environment. We have shown you how it came about historically that medicine became a powerful institution in society. We have also elaborated on reasons why this happened and the areas in which medicine has control.

We introduced you to three theoretical perspectives, that of Parsons, Illich and Navarro so as to illustrate different viewpoints on medicine as a control mechanism in society. We hope you found this debate interesting.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 3 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  "The construction of theories forms an essential element of all sociological work".

2  The definition of a theory is that it is, "an attempt to identify specific properties which explain regularly observed events".

3  Theories tend to be linked to broader theoretical approaches.

4  'Bedside medicine' has to do with the patient choosing a particular doctor.

5  The scientific revolution strengthened the ascendancy of the bio-medical model of disease.

6  There are two kinds of iatrogeneses, social and structural.

7  Social iatrogenesis means that the autonomy of people to care for themselves is restricted.

8  'Healthism' is a possible result of Illich's criticism of modern medicine.

9  Illich's argument is that the capitalist state has caused medicine to take the form of a powerful bureaucracy.

10  Navarro's argument is that industrialisation is to blame for the modern medicine.

11  The power of medicine and medical doctors are viewed as positive by Parsons.

12  Medical science is viewed as a mechanism of social control according to Parsons.

13  According to Parsons the sick role has only obligations which must be adhered to.

14  According to Parsons the sick person is obliged to seek medical help.



	End of Unit 3 Activity B


(15 minutes)

Answer the questions by writing one or two sentences.

15  What does 'the competence gap' refer to?

_________________________________________________________

_________________________________________________________

16  'Sometimes doctors abuse power'. Give an example to verify the statement.

_________________________________________________________

_________________________________________________________

_________________________________________________________

17  Define the concept medicalisation.

_________________________________________________________

_________________________________________________________

18  Name four dangers of medicalisation.

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

19  Name four possible consequences of professional medical control on the organisation and delivery of health services.

_________________________________________________________

_________________________________________________________



	End of Unit 3 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

20  What does it mean to say that Parsons' theory strengthened the bio-medical model of health and disease?

_________________________________________________________

_________________________________________________________

21  What is the position of medicine in society according to Navarro?

_________________________________________________________

_________________________________________________________




Unit 4: Medical Systems Theory 

Overview

Just as there are three main theoretical perspectives in the Sociology of Health (the Orthodox view, the Radical view and the Marxist view) which you have just learned about in Unit 3, there is an additional theoretical perspective which comes from the discipline of Medical Anthropology and has been gaining acceptance in Medical Sociology. This theoretical perspective is called Medial Systems Theory. In this unit we will look at the concepts of medical ecology and Medical Systems Theory in an attempt to understand the biological, ecological and socio-cultural environment in which disease and illness occur and attempt to use this framework to explain health seeking behaviour.

Goals and Objectives

	By the end of this unit you will be able to:

1  use medical ecology to understand the biological, ecological and socio-cultural framework within which health seeking behaviour occurs.

2  define what a system is and how it relates to health seeking behaviour.

3  explain Medical Systems Theory.

4  distinguish between Disease Theory and Health Care Systems.

5  explain the functions of disease theory systems.

6  identify universals in medical systems.




Readings

Most of the information for this unit comes From Foster and Anderson 1978 chapters 2 and 3. As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 77‑78

The Medical Ecology Model

A bio-cultural/ecological framework within which people attempt to deal with issues relating to health and illness can be used to analyze disease and its role as biologically and socio-culturally adaptive strategies. This framework can be called the medical ecological point of view in that disease is viewed as a result of the 'whole environment' in which humans have evolved. In this sense, the 'whole environment' is defined as all aspects of life that humans must deal with including their natural environment, their socio-cultural environment and their biological environment. Health related behaviour, is therefore an attempt by humans to cope with disease as a result of these different environments in which they find themselves. In this model, disease is simply a part of human beings' environment, which they must attempt to deal with as a society. This holistic approach to the study of disease and illness views human beings as multidimensional creatures: as biological organisms, social persons and beings who maintain socio-cultural systems (McElroy and Townsend 1989:1).

	Definitions

Medical Ecology:
Medical ecology is a sub‑field in Medical Anthropology which sees health and disease as reflections of social relationships within a culture and with their neighboring cultures, as well as the society’s relationship with their biological and natural environment. 

Adaptation:
A process of adjusting and changing which enables a population to maintain within a given biological/ecological environment.

Environment:
For the purpose of this unit and the discussion on environmental factors which influence human behaviour, is defined as a person or society's 'whole environment'. This definition includes the natural, biological and socio-cultural environments.

adopted from McElroy and Townsend 1989:1, 8 and 72‑73.




Within this framework, we look at medical ecology as the interrelationship between humans' natural, biological and socio-cultural environments and the way human behaviour and disease have influenced biological evolution and culture change through feedback. Through the medical ecology model, health is considered to be, "... a measure of how well a group of people has adapted to the environment" (McElroy and Townsend 1989:8). A central concept in medical ecology is adaptation. Because a society’s environments continually change over time, adaptation to their environments is also a continual process. These adaptive mechanisms include biological, cultural and individual adaptations. 

Biological adaptation can take place slowly, over time whereby a population's genetic makeup changes through natural selection to enable the population to more successful live in a particular environment. One example of genetic adaptation can be found in West Africa where populations developed a genetic marker called sickle cell which makes them less susceptible to malaria. Another type of biological adaptation which occurs more quickly than genetic adaptation is physiological adaptation (McElroy and Townsend 1989:72 and 83‑88). An example of physiological adaptation takes place when a person moves from a natural environment at sea level where there is more oxygen in the air to a natural environment in the mountains which has less oxygen in the air. At first the person experiences trouble breathing, becomes tired easily or experiences dizziness due to less oxygen reaching the brain. After a few weeks to a month, the symptoms subside and the person no longer experiences the adverse effects of less oxygen to the brain. This person has physiologically adapted to a natural environment with lower oxygen levels.

Cultural adaptation is the second way societies attempt to deal with their environment and changes that occur within it. Usually culture change is a slow and stepwise process whereby small changes in one aspect of culture precipitate small changes in other areas of culture. However, in the modern world where cultures come into contact with one another frequently, some aspects of culture change can occur very quickly and have devastating effects on other aspects of the culture. As we shall learn later in this unit, cultural adaptations meant to deal with disease and illness are called Medical Systems. Medical systems include all of the cultural beliefs and practices which have a direct or indirect effect on the health of people within that particular culture (McElroy and Townsend 1989:72). For example, a cultural adaptation to malaria may take the form of a cultural taboo against venturing out into the evening when mosquitoes are most active. 

Individual adaptation takes place when an individual person changes his or her behaviour in response to changes in the environment. This change in environment could be brought about by changes in health risks within the society (such as the advent of AIDS), changes in the natural environment (such as the onset of winter) and changes in a person's biological self (such as the advent of disease, disability or old age) (McElroy and Townsend 1989:72).

As previously stated, the medical ecology model looks at the interaction of humans' environments and their adaptation to their environments. This interaction is an important part of the medical ecology framework in that the health of the population is seen as a measure of how well humans' have responded to their environments. In addition, the natural, biological and socio-cultural environments are also interrelated. To better explain the medical ecology model and the importance of interactions within the framework we begin with man's environment (natural and socio-cultural) which interact to influence biological health. Disease, being part of the human environment is biological; however, socio-cultural factors play a role in triggering disease and in turn disease influences human evolution and socio-cultural behaviours. For example, AIDS is a recent biological advent. When AIDS first appeared, there was very little socio-cultural behaviour change. However, as the disease spread and became more of a health risk to societies, socio-cultural behaviour began to change in the form of research and public awareness campaigns. These socio-cultural changes in turn have an impact on the spread of the biological disease (or it is hoped that these changes do or will have an impact on the disease).

Nutrition can also be viewed as a biological feature of humans' environments in that traditionally a society could not go beyond that which was provided by the natural environment; however, socio-cultural factors influenced what was defined as food within the environment. So for instance, in many cultures in Namibia mopane worms are defined as edible, while in other cultures they are not considered food. The Damara eat donkey meat, while the Herero say they never do. Although donkeys occur in both societies, only one defines them as edible. So although a society can not go beyond what occurs in the natural environment, socio-cultural factors determine what in that environment is edible. Biological evolution also plays a part in what people in a given society can eat. For example, most Europeans can drink fresh milk, but many Africans have not evolved the biological ability to drink fresh milk (lactose intolerant) due to the relative recent introduction of cattle to the African continent.

The previous examples demonstrate the interrelationship between the natural, socio-cultural and biological environments as well as adaptations to changes within these environments. Thus the biological, socio-cultural and natural environments act as a delicately balanced system which can not change piece meal. If there is a change in one part of the system (such as the introduction of AIDS), there will be consequences in other parts of the system (changes in socio-cultural behaviours). 

	Activity 4.1


(5 minutes)

Based on what you have just read, answer the following questions about medical ecology.

1.  What discipline is Medical Ecology a sub-field of?

____________________________________________________________

2.  In this model what part of humans' environment influences health, illness and disease?

____________________________________________________________

3.  Explain how nutrition can be viewed as a biological feature of human's environment.

____________________________________________________________




The Concept of Systems

As previously stated, a society's attempt to deal with their biological, natural and socio-cultural environments can be seen as a 'system'. People have many strategies for dealing with different aspects of their environments. In the module which introduced Sociology to you, we found that these strategies can be called 'social institutions'. People have developed religious, educational, political and medical institutions to deal with different aspects of their environment. All of these institutions combined together form a 'social system'. Thus, people have developed 'social systems' for dealing with their environment. Each social institution within the social system does not function independent of the other institutions, but each is dependent on the other and is derived from the world view of the people whose social system it is. For instance, the medical institutions, beliefs and practices a society develops is an integral part of their culture and is derived from their worldview. In this section we are interested in looking at this complex of medical institutions, beliefs and practices that people have developed to deal with health, disease and illness issues. 

	Definitions

Social System:
A social system is all of the social institutions and mechanisms people within a particular society or culture have devised to deal with their bio-cultural, ecological and socio-cultural environment.

System:
A system is an assemblage of diverse units that function together to form a whole. A system's diverse units must be interdependent and constantly in motion. 




To better understand the idea of a 'social system', let us first define what a system is. A system is an assemblage of objects held together by some form of regular interaction. A system is a group of different units which, when combined together, create an integral whole. This integral whole consequently functions, and works together in unison. Within this definition we must understand that for something to be defined as a system there are 2 criteria which must to be met. 1) It must have diverse units which have a relationship and are interdependent on each other. These diverse units provide the form and function of the system. 2) The system must not be static, but a system must be in motion. We look at how the structure of the system shifts and changes and what are the consequences to the diverse units of this new alignment. This attribute of a system insures that it is dynamic and changing. In order for a system to continue to function, it must maintain a minimal level of integration so that the diverse units continue to contribute to the system. Similarly, in order for a system to continue to function it can not be permanent, it must continue to change, to be propelled by the dynamic attributes of the system.

	Activity 4.2


(5 minutes)

Based on what you have just read about the concept of systems, give a short definition of the following concepts.

1  In your own words define a system.

____________________________________________________________

____________________________________________________________

____________________________________________________________

2  In your own words define a social system.

____________________________________________________________

____________________________________________________________

____________________________________________________________




Just as we can think of all social institutions functioning together to form a 'social system', there are many parts of the social system which also function as sub‑systems or systems within the larger social system. For example, all of the attributes that go into education within a society (socialisation within the home, primary, secondary and tertiary education, etc.) could all be seen as part of a society’s educational system. Another example of a miniature system could be the hospital. Before we continue with our analysis of systems, let us look at a system you are familiar with and see how the concepts which are related to a system function. Let us look at the hospital as a system. 

	Example
The hospital is a system with diverse units. There are nurses, doctors, physical therapists, x-ray technicians, cleaners, clerks, and a variety of other personnel. Each of these personnel has a relationship to the others, they are interdependent on each other and each has a specific function to perform. In addition there are various wards in the hospital such as the casualty ward, the maternity ward, intensive care ward and general wards. All of these wards have a specific function, are related to each other and are interdependent on each other. We could carry on with the different aspects of a hospital, but it is clear that the hospital has diverse units which are related to each other, are interdependent and function to maintain the whole hospital as a system. If one or more of these diverse hospital units fails to function, the hospital system would suffer or possibly even collapse.

Just as the hospital has diverse units which is one requirement of a system, the hospital system is constantly changing. Personnel within the hospital system are always changing positions and work shifts. Personnel are constantly coming and going within the hospital staff. In addition, if for example, an area experience high rates of birth, hospital management may decide to allocate more beds to the maternity ward or if the area has a high incidence rate for AIDS, hospital management may allocate more medicine and staff resources to treating AIDS patients in that area. Therefore, the hospital system is constantly in motion, it is dynamic.




The Concept of Medical Systems

Just as a hospital can be identified as being a system, a society's medical system can also be so defined. People, as cultural beings, have over time developed social institutions, beliefs and theories, therapeutic techniques and other practices to be able to cope with social dislocation causes by disease and illness. It is the sum total of all of these socio-cultural adaptations to explain health and deal with disease and illness that can be termed a Medical System (Foster and Anderson 1978:33). Each society has its own medical system which has developed from that group's culture. Medical Systems are part of the socio-cultural adaptive strategies used to deal with the problems of disease and illness. A medical system takes into account all of the cultures customs, beliefs, practices and taboos which have a direct or indirect as well as positive or negative effect on health (McElroy and Townsend 1989:72). 

	Definitions

Medical System:
A medical system can be defined as, "the pattern of social institutions and cultural traditions that evolves from deliberate behaviour to enhance health, whether or not the outcome of particular items of behaviour is ill health".

adopted from Dunn 1976:135 as reprinted in Foster and Anderson 1978:31.


We can take our previously outlined criteria for a system and apply it to the concept of a medical system. We can conceive of a medical system as having sub‑systems or multiple institutions for dealing with different aspects of health, disease and illness. Therefore we could say that a medical system has 'diverse units'. A medical system:

1  is made up of all of the knowledge, beliefs, techniques, roles, norms, values, ideologies, attitudes, customs, rituals and symbols of the society;

2  consists of both formal and informal institutions as well as clinical and non‑clinical activities;

3  includes the natural environment, sanitation and nutrition of the society;

4  embraces all health promotion beliefs, actions and knowledge associated with health;

5  includes a system of explaining and curing disease and illness (Foster and Anderson 1978:36).

A system's diverse units must be interrelated. For example, the health promotion actions of a society will be based on its knowledge, beliefs and customs relating health care. Another criterion for a system is that it must be in constant motion. Medical systems are constantly changing to adapt to new diseases and illnesses (the biological environment), new technologies (the socio-cultural environment) and changes in the natural environment (a drought year in Namibia).

	Activity 4.3

We have said that a Medical System has discrete units and embraces all aspects of health care. Think of the western medical system in Namibia which you are a part of. What are some of the sub‑systems or discrete units of this system? 

____________________________________________________________

____________________________________________________________

____________________________________________________________

Now read the answer at the end of this workbook. Try to think of other aspects of the western medical system in Namibia that we have left out?

____________________________________________________________

____________________________________________________________




Medical Systems as Socio-cultural Adaptive Strategies

As we can see from the previous discussion, one of the primary functions of a medical system is to understand health and deal with disease and illness. The question may arise as to why humans are so preoccupied with maintaining health by curing disease and illness? In the animal world, sick members of a flock, pack or band of animals are either simply left behind by the group or may even be killed by the group; however, humans appear to have a unique desire to comfort and cure the sick. Foster and Anderson suggest that humans' attempts to assist the diseased or ill are adaptive strategies to maintain order within the society (1978:34‑36). Because humans' live within a society they have many roles that they fulfil within that society and people's roles within society are interdependent. People are relatives to others such as wives, sons, daughters and fathers. Part of these kinship relations requires certain obligations and behaviours towards other members of the kin group. For example, in traditional Herero society a boy is expected to herd the cattle, in traditional Owambo society a girl is expected to help her mother around the homestead, while in most societies women are expected to cook, clean and maintain the family. As well as roles and obligations centred on kinship, individuals have social roles and obligations. For instance, in traditional societies a headman is expected to sit at tribal councils or in urban societies a Minister is expected to sit in Parliament. When a person is sick, he or she can not perform their kinship or social roles and obligations causing the family, friends, neighbours and all of society to be at an adaptive disadvantage. If a sick person is unable to fulfil his or her roles and obligations, the community’s well‑being is jeopardised since it depends on that person for certain things (Foster and Anderson 1978:34‑36). It is in the community's best interest to get the sick person well again so that the person can again fulfil their private and social roles and obligations. The social standing of the person and the likelihood of a positive outcome are factors that are taken into consideration when attempting to cure a sick member of society. Fewer resources (time, cost and effort) will be expended to cure an old person or a terminally ill patient than to help a sick adult man or woman. Again this is a socio-culturally adaptive strategy in that an adult person will most likely have greater obligations to dependent kin (such as children) as well as having greater social responsibilities (such as employment) than elderly people will in the society (Foster and Anderson 1978:36).

Disease Theory and Health Care Systems

We have said that each society has its own medical system which developed out of that society's culture, beliefs and practices; however, all medical systems have at least two major categories: 1) a 'disease theory' system and 2) a 'health care' system (Foster and Anderson 1978:37). 

A disease theory system includes beliefs about the nature of health, causes of disease and illness and curing methods for dealing with disease and illness. Disease theories deal with the 'why?' or explanation of a lack of well‑being. These explanations can be based on a belief in witchcraft, breach of taboos or the failure of the human immune system to fight off viruses or bacteria. A society's disease theory system is related to other cultural beliefs and the world view of the society. Disease theory is an attempt by society to explain, classify and determine the cause and effect of disease and illness. All disease theories are rational and logical explanations if analyzed within the cultural context of the society from which they arose. Disease theory is only thought of as irrational or non-logical when viewed out of its socio-cultural context or when scrutinised by people from outside of the culture (Foster and Anderson 1978:37). In general, disease theory systems are the ideological or conceptual explanation for the occurrence of disease or illness within a specific society.

A health care system includes all curing techniques that are aimed at restoring health, but stem from the prevailing ideology (disease theory). The health care system is the way in which society mobilises to care for people who are not well within the society. It includes the social institutions that attempt to mobilise people perceived of as experts, social resources, the patient and the family in an effort to restore well‑being. The way that a health care system manifests and mobilises itself depends on the society's prevailing disease theory system. The disease theory of the society will dictate how the health care system is organised and how it is mobilised. Furthermore, it will determine what decisions are made and what actions are taken in the attempt to restore well‑being (Foster and Anderson 1978:37).

Disease Theory and Health Care Systems are interrelated and both are an attempt to deal with disease and illness within a given society; however, each system fulfils specific functions beyond their joint function of caring for the sick (Foster and Anderson 1978:37). The distinction between the disease theory and the health care system of a society is useful in that it:

1  allows us to see the strengths and weaknesses of the total medical system;

2  allows us to cope more sensitively with attempting to change health care practices of people from other medical systems;

3  is useful as a theoretical and research device to help us differentiate aspects of research and analyze data from a cross‑cultural perspective (Foster and Anderson 1978:37‑38).

	Activity 4.4


(15 minutes)

Now, stop and read Gilbert, et. al. pages 77 and 78. Then, fill in the blanks below with the most correct answers and answer the question about E. Boonzaier's article, "Understanding Disease: Are 'First World' and 'Third World' patients fundamentally different?".

1  Prof Wilson found that a well trained medical personnel made the following statement: "I know _______________ is a ________________ ______________, but I also know who _______________ the virus" (Gilbert et. al. 1996).

2  What is the importance of this statement for Boonzaier's article?

____________________________________________________________

____________________________________________________________

____________________________________________________________




Some Functions of Disease Theory Systems

A disease theory system does more than simply explain to causation of nonwell‑being in cultural terms the patient and other members of the society can understand. Disease theory also:

1  provides a rationale for treatment because the health care system reflects the disease theory, the treatment of the illness will also reflect this theoretical perspective. For example, if illness is caused by the ancestors removing their protect for lack of ceremonial acknowledgement, then a ceremony must be performed before an attempt to restore well‑being is made; where as if the illness is seen as being caused by bacteria, than antibiotics are taken.

2  explains the 'why?' of disease and illness. Disease theory also attempts to answer the much wider question of 'Why did this happen to me at this time?'. The answer to this question will be based on the worldview and cultural beliefs of the society. In one society if a person falls and breaks his or her arm the answer to the 'why?' question may be the intervention of witchcraft where as in another society the explanation might be that it was an accident or the injured person was somehow careless in their actions which caused the fall.

3  plays a powerful role in sanctioning and upholding socio-cultural morals and norms. This is particularly true when illness is due to a transgression in moral behaviour or the breaking of social taboos. For example, if a man believes that misfortune will befall him if he has sex with another man's wife, he will be much more unlike to commit this transgression than if there are no culturally defined consequences to the act. Similarly, if a person believes that he or she will get cancer from smoking cigarettes, than that person is much more likely to refrain from smoking cigarettes.

4  may provide the rationale for natural environmental conservation practices. In many traditional societies, animals and other natural resources were the property of the ancestors or supreme being. The ability to use these resources was granted by the supernatural owner. If an individual or society misused these resources illness could befall the offending persons or misfortune could befall the entire community. In western societies misuse and pollution of the natural environment is seen as being integrally linked to cancer and other health relative problems. 

5  may serve to control aggression. If it is believed that aggressive behaviour towards other members of the society could cause them to use witchcraft against you than aggressive behaviour will be controlled. In western societies aggression towards others could cause them to shot or injury you and thus aggression is controlled for that reason.

	Activity 4.5


(10 minutes)

Based on what you have just read about the functions of disease theory systems and what a health care system is, fill in the blank with the most correct answer.

1  A disease systems theory's main function is to

____________________________________________.

2.  A health care system includes all ______________________ 
which are ___________________.

3  A health care system stems from
 __________________________________________________.




Universals in Medical Systems

Although some medical systems do not seem to have anything in common with other medical systems due to such divergent manifestations of their respective health care systems and clashing disease theories (such as the differences between traditional and western medicine in Namibia), there are underlying universals to all medical systems. Some of these universals have to do with the role and expectations of patients and curers, the definition of illness, attitudes towards health and illness and the interrelationship between health beliefs and the cultural complex of the society (Foster and Anderson 1978:38‑ 39). 

Most importantly, all medical systems are an integral part of the prevailing culture of a society. In some societies, such as America, people say they live in a 'secular' society in what religious beliefs and institutions are divorce from other social institutions such as education and health care. In a secular society, 'rationale' and 'scientific' are used to define the world view. If a person were sick he or she would go to a medical doctor and if the same person were troubled by moral issues he or she would go to a religious practitioner such as a priest. However, in other societies there is no clear distinction between 'religion' and 'medicine'. People's disease theories are so intimately related to their religious beliefs that the two can not be separated and thus a medical practitioner and religious practitioner in that society are the same person. Also, other social institutions of the society are reflected in the role of the curer to the patient and his or her family (such as who pays the curer and how much is paid). Medical systems reflect the ideology of the socio-cultural world view of the people and cannot be understood separate from the total cultural pattern of the people (Foster and Anderson 1978:39‑40). 

Another universal attribute of medical systems is that illness is culturally defined whereby these definitions are based on the prevailing cultural ideology. Symptoms that are defined as normal in one society may be identified as pathological and in need of treatment in another. All societies have a means of recognising a person as not being well and in need of action or intervention. A person is generally recognised as not well when they can not fulfil their normal roles and obligations. Foster and Anderson point out that a doctor attempts to cure disease but treats illness; that is, the biological disease did not cause the patient to seek help, but impairment of normal functioning (illness) is what caused the patient to go to see the doctor (1978:40).

All medical systems also have both preventative and curative components. The balance between a medical system's emphasis on preventative and curative medicine may vary from society to society, but both exist to a lesser or greater extent (Foster and Anderson 1978:41). In many 'developing' countries the emphasis in the formal health care system is on curative medicine simply out of a lack of resources. However, preventative medicine becomes an individual behaviour whereby a person takes health care precautions based on their cultural belief system. For example, if illness is caused by witchcraft, a person may seek an amulet which protects him or her from witchcraft (Foster and Anderson 1978:41‑42). In other instances, the mix between preventative and curative medicine may be politically determined. In Namibian the western medical system under apartheid was mostly curative in nature. The African population was not encouraged to seek health care unless they were not well. Preventative medicine such as childhood immunisation, prenatal care and public awareness campaigns were limited or non‑existent in many of the previous 'homelands'. Under the Government of the Republic of Namibia, a restructuring of the health care system is taking place in which the emphasis is on preventative medicine and community health care. 

Another universal of medical systems is that all medical systems have multiple functions. The basic function of any medical system is to restore a nonwell member of the society to a state of well‑ being; however, there are other functions that medical systems perform. For example, a health care system not only performs the function of restoring a person's well‑being but also provides an environment in which the person takes on the role of a sick person. In other words, the system defines the role of a sick person. It also provides the sick person with temporary relief from his or her normal kin and social roles and obligations; it relieves social pressures on the sick individual until such time as they are well and able to take up those roles and obligations again. As previously discussed, disease theory systems do much more than simply explain the causation of the illness (Foster and Anderson 1978:42).

	Activity 4.6


(10 minutes)

Based on what you have just read about universals in medical systems, list each universal on the line and then give a small definition of what it means.

1  One universal of medical systems is that it is 

 ___________________________________________________________.

2  Another universal of medical systems is that

___________________________________________________________.

3  Another universal of medical systems is that all systems have

___________________________________________________________.

4  Another universal of medical systems have

___________________________________________________________.




Unit Summary

As we have learned from the discussions in this unit, an important concept in understand health, disease and illness is the Medical Systems Theory. The unit began with an explanation of how the medical ecology of a group of people consists of their whole environment including their natural, biological and socio-cultural environments. Disease and illness are managed within these environments which are interrelated and influence people's health seeking behaviour. The concepts of disease theory and health care systems were also discussed. Disease theory primarily functions to explain the causation of illness while the health care system functions to provide the culturally accepted cure for the illness. However, disease theory also has several other functions such as controlling aggression and providing a basis for upholding a group's morals and norms. We also learned that there are some universal attributes of medical systems including that they are based on the world view of the culture, illness within the system is culturally defined, they all have preventative and curative components and all medical systems have multiple functions.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 4 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Medical ecology refers to a sub-field of Sociology that sees health and disease within its relationship to the humans' whole environment.

2  In the medical ecology model, disease is simply a part of human being's evolution.

3  Adaptation refers to the process of adjusting or changing so that a population can live within a certain environment.

4  Of the different types of adaptation, cultural adaptation is the slowest process.

5  Nutrition is culturally defined and has nothing to do with a person's natural or biological environment.

6  A system does not have to change but can stay the same for ever, if the conditions are right.

7  Social systems do not have anything to do with the social institutions of a society.

8  The diverse units of a system provide its form and function.

9  All social systems have many sub-systems such as a political system, an educational system, etc.

10  Any medical system can function without the rest of the social system, it is independent of the prevailing social system.

11  Namibia has at least two prevailing medical systems.

12  Disease theory tells a society how to treat patients while a health care system gives the cultural explanation for the treatment.

13  All medical systems have certain aspects in common and have a rationale for the way they treat disease and illness.




	End of Unit 4 Activity B


(10 minutes)

Circle the most correct answer.

14  According to the medical ecology model, which of the following is NOT an aspect of the humans' environment?

a  the natural environment

b  the evolutionary environment

c  the biological environment

d  the socio-cultural environment

15  Which of the following is NOT a type of adaptation?

a  biological

b  cultural

c  medical

d  individual

16  A system has diverse units that:

a  regulate interaction

b  function together

c  are an integral whole

d  must change over time

17  A medical system takes into account:

a  the customs of the culture

b  the individual

c  other medical systems

d  all of the above

18  In Boonzaier's article he states that:

a  "we can assume that all White patients are atheistic scientists".

b  "all Black patients believe in witchcraft and ancestors".

c  there are countless other explanatory models of disease that are at variance with Western medicine".

d  "No 'first world' patients are superstitious".

19  Which of the following is NOT a universal of medical systems?

a  Medical systems are an integral part of the prevailing society.

b  Medical systems have both preventative and curative components.

c  Medical systems have multiple functions.

d  Medical systems are all equally good at curing disease and illness.


Your First Assignment

It is time for your first Assignment to be sent to the Centre for External Studies at the University of Namibia for tutoring and marking by your tutor. You will also find guidance and instructions in this booklet on how to do your assignment. This first assignment replaces, for Unit 4 the usual "End of Unit Activity C".

Your first assignment is to write a 5 page paper on the three theoretical perspectives discussed in Unit 3 and Medical Systems Theory discussed in Unit 4. In your essay you should:

1  attempt to apply each of the four theories to examples from Namibia.

2  You must refer to information in this workbook in Unit 3 and 4.

3  You must refer to Giddens and Gilbert et. al.

4  The structure of your essay should be as follows:

Introduction

This is an introduction section and should introduce the theories and say why you are writing about each of the theories.

Discussion

This section is like a review of literature and background on the topic. In this section you should define the theories and say what the main points of each are. In this section, for each theory, you must give examples from Namibia that show you understand how these theories function to explain your own society.

Conclusion

In this section, you should finalise the topic and restate some of the main points. Also you should say what you think and feel about the topic and which theories you think work and which ones you think do not work.

Do the first assignment now: good luck with your first Assignment. We hope you will find the marking and tutoring which you will receive from your tutor when you get your Assignment back helpful in checking whether or not you have understood these first four units.

Unit 5: The Hospital as an Organisation

Overview

In this unit, we will show you that hospitals are bureaucratic organisations. We will also elaborate on the characteristics of these types of organisations by referring to Max Weber's work on rationality and bureaucracy. Specific emphasis will be placed on the position of the nurse. Finally we discuss the hospital in the context of a developing society.

Goals and Objectives

	By the end of this unit you will be able to:

1  understand what it means when hospitals are referred to as 'multipurpose institutions'.

2  set out the characteristics of a bureaucracy.

3  set out Weber's model of bureaucracy vis-à-vis a general hospital.

4  write notes on the position of the nurse in a general hospital.

5  write an essay on the difference between the professional and the bureaucratic orientations within the hospital.

6  write notes on the hospital's influence on the patient.

7  discuss the hospital in the context of a developing society.




Readings

You need to study the next section carefully as it is your only source of information for this unit. In other words there are no prescribed sources for this particular section. This Unit is drawn from the following authors' work:

Cockerham, W C.  Medical Sociology, 1992.  Englewood Cliffs, New Jersey.

Ebrahim, G.J. & Ranken, J.P.  Primary Health Care - reorienting organisational support, 1988. Macmillan, London.

Joseph, M. Sociology for nursing and health care, 1994.  Polity Press, Cambridge.

Maykovich, M.K. Medical Sociology, 1980.  Alfred Publishing Co., Sherman Oaks. 

Introduction

In the brief history of medicine discussed in Unit 3, Gilbert et. al. points out that the period of 'hospital medicine' began in Europe at the start of the nineteenth century. With the industrial revolution came industrial mass urbanisation. Unhealthy conditions in the growing cities of Europe led to the establishment of huge hospitals to house the sick and medicine established itself as a science.

It is important to note that while big hospitals were also established in southern Africa in the cities (including in Namibia) mission hospitals played a crucial role in the provision of health care especially the rural areas. Lobstein (1984:14) says the following about mission hospitals in Namibia, "The health services in Namibia could not function without the contribution of churches and missions. Most of the small rural hospitals and clinics are run by church organisations ..."

	Food for Thought

Read the following quotation carefully. It refers to American hospitals, but it could also apply to hospitals in southern Africa. Can you see the difference between size, type, complexity and efficiency of hospitals? Do these extremities also exist in Namibian society?

"The American hospital is large, impersonal, and dominated by elaborate technology. The American hospital is small, inefficient, under-equipped, and understaffed. The American hospital exists to serve the community. The American hospital is crowded to the point of inefficiency and even danger, and serious delays are encountered in obtaining admission. The American hospital is often half-empty, and many of its patients should be at home or in extended care facilities. The American hospital is a business run to show a profit for its owners.

Will the 'real' American hospital please stand up? Which of these many contradictory characterizations of United States hospitals is correct? To some extent, all of them are. No other country has such a heterogeneous collection of institutions comprising its hospital “system”. In no other country is it as difficult to generalize about hospitals or to analyze their strengths and shortcomings" (Fuchs, 1974:79).




The Organisation of the General Hospital

As you will have noted in the previous section, not all hospitals are alike in their organisation. General hospitals however exhibit organisational features that are more or less similar to most other types of hospitals. As a social organisation, the general hospital can be described as essentially bureaucratic, formal, highly stratified and authoritarian. It, moreover, emphasises the necessity for rational regulation of medical, paramedical and nursing services (Van Rensburg 1975; Cockerham 1992).

Furthermore, hospitals have been described as 'multipurpose institutions' (Cockerham 1992: 213) because they provide for a variety of health-related functions in society, for example:

-  treating patients

-  conducting medical research

-  training health workers

-  providing medical facilities to the community like laboratory services

-  sponsoring health education and preventive medical programmes to the public

The ultimate goal of the hospital however is and should be to maintain the health of the community or society of which it forms an integral part.

How does a general hospital coordinate its activities and accomplish its tasks successfully? In the definition of a hospital we argued that a hospital is essentially a bureaucratic organisation. What does this mean? In studies of hospitals as large complex organizations, Max Weber's model of bureaucracy serves as a frame of reference. Weber defined a bureaucracy as, "a social machine that operates by rules, reason and law" (Maykovich, 1980:224). According to Weber bureaucracies have the following characteristics:

1  a highly specialised and complex division of labour based on functional specialisation (i.e. assigning specialised roles to the personnel) and interdependence;

2  well-defined hierarchies of authority with strict chains of command from top to bottom. This ensures the disciplined behaviour of everyone;

3a   system of rules and procedures covering the rights and duties of employees which provides for the uniformity of operation and enables effective coordination; 

4  promotion based on technical competence which maximises rational decision making;

5  lines of communication in accordance with the division of labour. Interactions tend to be impersonal which prevents strictly personal judgments (Maykovich, 1980: 224).

This argument has been applied to the hospital, but not without criticism. Let us look at the characteristics of a general hospital and then decide whether Weber's model of bureaucracy can be applied uncritically to the hospital.

	Food for Thought

Read the following quotation and it should become clear to you that the hospital is indeed a large organisation where a system of rules and procedures make it a successful undertaking.

"Consider what happens when a staff doctor prescribes medication for a patient. The doctor's order for medication is written in the patient's medical records by a floor clerk, and the clerk, or a nurse's aide or orderly, takes the request to the pharmacy. When the medication is sent by the pharmacy, it is most likely administered by a nurse. A record is then forwarded to the accounting office so that the proper charges for the drug can be entered on the patient's bill; another written order might be sent from the pharmacy to purchasing (through the appropriate administrative channels) to reorder the medication and replace it for future use by another patient. So the rather routine activity of one particular member of the hospital staff (in this case a doctor) initiates a chain of events that affects the work of several other hospital employees" (Cockerham, 1992:213).




Professional Versus Bureaucratic Approaches

The view that the hospital does not have a single well-defined hierarchy of authority with a strict chain of command is relevant here. This argument suggests that hospitals are characterised by a double-line authority system. There is, in other words, a difference between the professional and the administrative sectors of a hospital. "The professional orientation held by the medical staff and the bureaucratic orientation of the administration is incompatible" (Maykovich, 1980:226). 

Joseph suggests that hospital organisation can be divided into four groups - the managers, the doctors, the nurses and the patients (Joseph, 1994:25). According to him these four groups do not always share the same goals and procedures. Managers and administrators believe in 'scientific management' which suggest, that they should control the situation at all stages through a system of rules and regulations. Doctors generally stress the importance of 'cures' at the expense of other ways of dealing with illness. What doctors require therefore is 'clinical freedom' while managers require control. Nurses put a strong emphasis on 'caring', argues Joseph. The latter while good in itself may be exploited by competing groups in the hospital. Finally the patients, who according to Joseph (1994) can be seen as the most numerous, but also the weakest group in the hospital. They are in a weak position because they are unorganised and cannot bargain.

While Joseph's analysis is interesting it essentially corresponds with the thrust of the argument that a double-line authority system can be distinguished in a general hospital: the professional and the bureaucratic.

The major difference between the doctor, for instance, and the administration staff is the nature of the control structure. Administrative staff in a hospital are controlled in a hierarchical fashion (that is from the top down). Professionals on the other hand use self-control and are essentially controlled by their peers. As a result of a long training period they have internalised an ethical code that governs professional conduct. Their actions and work are evaluated by their peer group and in this way a professional integrity is maintained. Hence authority in a hospital is divided into professional and bureaucratic spheres. 

Doctors have the ability to intervene in hospital procedures on the basis of medical emergencies, for instance. Sometimes this goes against decisions made by the hospital administration. Cockerham (1992:216) makes the point that 'multiple leadership' in a hospital setting is the result of the fact that the goals of different interest groups are multiple - the administration's goal is to coordinate the hospital's activities as efficiently as possible through formal rules applicable to all persons in all situations. The goal of the professional in the hospital settling is the treatment of sick people and the emphasis on self-determination. On the other hand, doctors and nurses are also staff members of the hospital and despite their professional skills and code of conduct they are subjected to the power of the administration of the hospital to a greater or lesser degree. The differences between these two lines of authority can be seen as a potential source of conflict.

	Food for Thought

The following example reflects the potential conflict between the professional and the administrative lines of authority in the hospital.

"A good example is provided by Taylor (1970). In the hospital he described, the normal procedure for patient admission requires that the request form be signed by a private physician and approved by the administrative personnel.  When the latter finds the patient undesirable because of a previously unpaid hospital bill or a bad reputation as a credit risk, the patient would be refused admission. In such a situation, a physician might label the case as an emergency, which would override the administrative routine. Frequent use of emergency requests is viewed as illegitimate by administrators, resulting in conflict between the medical and administrative sectors" (Maykovich, 1980:243).




Weber's notion of a single bureaucracy with a well defined hierarchy of authority and a strict chain of command from top to bottom, does not apply strictly to a hospital as an organisation. The situation is much more complex than that. Do you see why?

	Activity 5.1


(5 minutes)

Since most of you have worked or are working in a hospital at the moment, answer the following questions based on your own experience in Namibian hospitals.

Think about your situation and your own experience with hospital routine. Are there situations that you can think of when an administrative rule could not be followed because of some decision made by the medical staff?

____________________________________________________________

____________________________________________________________

Who, for instance, takes decisions on the purchasing of medical equipment - professional staff or administrative staff? Who decides on the appointment of medical staff?

____________________________________________________________

____________________________________________________________




The Position of Nurses

Within the formal structure of the hospital, the nurses occupy a subordinate position vis-a-vis the dual-authority system. Their power is limited by the rigidity of the hospital structure as well as the degree of their professional specialisation vis-a-vis the dual-authority system. Nurses work according to the doctor's orders in carrying out treatment and patient care, but at the same time they must manage in an administratively acceptable manner. They have the strategic advantage of being in the wards all the time and of having firsthand knowledge of what takes place with the patients. This gives them some bargaining power with physicians as well as with the formal bureaucratic structure. The nurse's role, it may therefore be argued, is often marginal and stressful in the hospital. Can you see why this is? How do you feel as a nurse working in a hospital?

To conclude the fact that a hospital displays a double-line authority system rather than a single hierarchical system has a definite influence on the role of the nurse in a hospital. Nurses are supposed to carry out both commands from physicians and nursing supervisors, as well as rules from the hospital's administration. This situation is structurally stressful and may marginalise the nurse in her or his work situation.

	Activity 5.2


(5 minutes)

Based on what you have just read, answer the following questions. An important issue concerns the position of the nurse between these two lines of authority. In this respect Maykovich (1980:226) argues: "The professional orientation held by the medical staff and the bureaucratic orientation of the administration are incompatible, and many personnel, particularly nurses, are caught between the two". What does Maykovich mean?

____________________________________________________________

____________________________________________________________

____________________________________________________________




Communication within the Hospital

As we have already noted Weber suggests that the hospital displays lines of communication in accordance with the division of labour, and that interactions tend to be impersonal. Joseph (1994) argues that the danger with standardising rules and regulations for conduct, whilst producing bureaucratic efficiency, is that it leads to depersonalisation. To a certain extent this is true. Communication along hierarchical lines tends to be formal and depersonalised. (In the next section the effect of the hospital on the patient will be discussed and specific attention will be given to feelings of alienation and depersonalisation experienced by the patient.) An efficient bureaucratic system may therefore lead to impersonal communication between the main groups (as mentioned by Joseph, 1994) in the hospital.

Maykovich (1980:227) challenges this assumption by stating that, "Weber's preoccupation with the formally instituted aspects of bureaucracy and his neglect of the informal relations and unofficial pattern that develop in formal organizations have been criticized ...". She suggests that the formal relationships in hospitals are only one aspect of the social structure, and that casual relationships form outside the realm of formal interaction. She argues that the many ways in which informal relationships form in bureaucratic settings are in fact necessary to make the organisation function smoothly.

What are your opinions about formal and informal lines of communication within a hospital setting? You need to also reflect upon, evaluate and be critical about applying Weber's model of bureaucracy to the general hospital as a social organisation.

The Hospital and Patient Care

Hospitals are there to cure patients and to play a supportive role in this process. Rules and regulations are designed for the efficient handling and treatment of large numbers of patients. The sick and injured are generally organised into categories (eg. maternity, neurology, paediatrics etc.) and are then usually subjected to standardised medical treatment and administrative procedures (Cockerham, 1992). The standardising of patient care is aimed at contributing to the organisational efficiency of the hospital, but this situation is often experienced by patients as alienative. According to Cockerham (1992) a patient's life is reduced and depersonalised in a hospital because of three basic mechanisms: stripping, control of resources and the restriction of mobility.

Stripping

When a person presents themselves at a hospital as a patient, a process of stripping the person of normal 'presentations of self' occurs. The patient's clothes, for instance, are replaced by pyjamas that sometimes belong to the hospital, personal belongings of value are taken away and locked up, regulations for visiting hours control when patients see visitors and even who is allowed to visit them, the patient's diet is supervised and it is even decided when the patient should be awake or sleep. In essence the general conduct of the patient is controlled by regulations in the hospital.

Control of Resources

A second important feature that serves to alienate patients is the control of resources by hospital staff. This does not only account for physical items like food or bedclothes, but also the control of access to information about the patient's medical condition. The patient becomes dependent on the doctors and nurses for information. The medical jargon is generally incomprehensible to patients. In other words, patients often know little about what is wrong with them and what the prognosis of their condition may be. Doctors and/or nurses decide what to inform them of and when. This situation adds to depersonalising the patient as well as feelings of loss of identity.

Restriction of Mobility

In most hospitals patients are not allowed to leave the wards without being accompanied by a nurse. This restriction of mobility gives rise to feelings of loss of independence.

The Hospital in the Context of Developing Society

The hospital has become a very powerful institution in society. This is where you find the most sophisticated technology and where almost the entire professional training of health workers takes place. With the development of modern medical science an undue dependence on medical technology developed, as well as an emphasis on curative rather than preventive medicine. The focus of the training of health professionals more often than not centres on issues such as aetiology, pathology and case management. "The skills needed for working in the community like, for example, social, political, managerial skills as well as those of communication are hardly ever taught during professional training" (Ebrahim & Ranken, 1988:82). Working in a hospital with large numbers of sick people makes it difficult for the health worker to see beyond these boundaries.

	Activity 5.3


(10 minutes)

Now, stop and think about the setting and circumstances of where you received your training. Does the scenario sketched in the previous paragraph sound familiar to you? Write down what you do not agree with and give reasons for your argument.

You need furthermore to relate the information to what we have covered earlier. Can you relate the ideas to the following concepts:

1  Illich's notion of medicalisation 

___________________________________________________________

___________________________________________________________

2  the power of the biomedical model

___________________________________________________________

___________________________________________________________

3  the need for the psycho-socio-environmental model

___________________________________________________________

___________________________________________________________




In the first paragraph we described the hospital as a rather elitist, high technology and distant organisation. In a development setting the hospital cannot be distant from the community it serves. Within the philosophy of Primary Health Care (PHC) the hospital has significant community commitments. You also need to see Unit 8 at this stage for information on the concept of Primary Health Care. These commitments are the following (Ebrahim & Ranken, 1988):

1  Health care must extend to All. Traditionally hospitals were concerned about patients in the hospital. Hospital reports are on issues such as numbers of patients served, outpatient attendance, bed occupancy, surgical procedures carried out, deliveries conducted, etc. According to the PHC philosophy, the hospital should concentrate on the unreached - those who do not or cannot come to the hospital for financial, social or cultural reasons or because of distance should be of greater interest than those who do come.

2  The focus must be on the common health problems of the community. Hospitals tend to focus on high technology cures and on 'interesting' clinical problems. PHC focus on what is afflicting the majority of members of community and what is the most cost-effective way to deal with the situation. Most deaths in the developing world fall into four preventable categories - malnutrition, infections diseases, diarrhoeal conditions and respiratory infections. Putting resources into high technology care is the least profitable way of dealing with them.

3  Hospitals traditionally create dependency. Traditionally medical care was mystified by removing the patient from home, treating the patient in hospital and most of the times not informing the patient clearly on his or her condition and how to prevent it. PHC concentrates on empowering people, families and communities to care for themselves; therefore there is a need for simplification, for appropriate technology and for the creation of health awareness.

Changing the Relationship Between Hospital and Community

Looking at the three commitments above, it is clear that the PHC philosophy demands a fundamental change in the relationship between the hospital and the community in which it is located. Make a study of the following table and make sure that you understand the changes for the role of the hospital that are suggested there.

Table 5.1 Changes Needed for Hospitals to Become more Responsive to PHC
                                     PRESENTLY               CHANGES OF EMPHASIS           PHC SUPPORTIVE

WHO IS SERVED?   Mostly those within      Wider coverage                             Not only those who 

                                    the city boundary                                                                attend but also who  

                                    and within five mile                                                           do not or cannot

                                    radius

THE MAIN               High quality care for    Identification of those                    Preventive care for

CONCERN OF          complicated rare ill-    at risk in the context of                  all; early diagnosis

SERVICE                   nesses                           wide coverage                               to prevent advanced   

                                                                                                                                disease

THE MAIN               Recent advances in       Creation of health                           Simplification of 

FOCUS                      biotechnology               awareness                                       medical knowledge and

                                                                                                                                use of appropriate

                                                                                                                                 technology

DECISION                  Senior consultants       Democratisation of decision          Jointly with community

MAKERS                                                         making                                            representatives

DETERMINATION   International trends;     Real needs                                      Social epidemiology

OF LONG TERM       new technology;

GOALS                       market forces
	Food for Thought

The following are examples of how hospitals can be transformed to serve the community:
"...in Costa Rica during the past 25 years a programme called 'Hospitals without Walls' has been evolved. In this programme each area hospital is linked with four health centres and 45 health posts within the area of 1,35 sq. km. with 86 000 inhabitants. All these three levels of care operate as one functional entity within the organised community. There is a regular two-way flow vertically between the various levels of health care, and also horizontally at each level with the community. Elected representatives of the people at each level serve as links with the community. A great deal of environmental improvement has been achieved including safe water; sanitation; higher standard of living and better nutrition. Goals which at one time seemed impossible have been reached through popular participation. Rural roads, aqueducts, health posts and regional buildings have been constructed through self help. Several deficiencies in medical and nursing training have been corrected through curriculum change, and a number of standard medical practices have been modified. Since 1971 when the programme of 'Hospitals without Walls' started there has been marked improvement in health indices. Infant mortality has come down from 60 to 16 per 1 000; mortality in the age group 1 to 4 years has fallen from 2 to 0 46 per 1 000. Hospital deliveries have risen from 75 per cent to 98 per cent of all births."

                              (Ebrahim & Ranken, 1988:84)

"In Bangladesh, the Gonoshasthaya Kendra - The People's Health Centre - grew from the vision of a team of doctors and medical students during the liberation struggle of 1971. Out of a small 15-bed hospital arose a complex programme of rural upliftment with PHC as the main focus, but also including agriculture extension, skills training, and local production of essential drugs. The health programme is largely based on medical auxiliaries, some of whom have been trained even in surgery. An agricultural extension programme helps the landless with deriving income from new sources and the small farmers to maximise production. A centre for women provides vocational training in handcraft, sewing and small industry. The literacy programme has promoted adult literacy and primary education for children from disadvantaged families. A monthly newsletter provides up-to-date medical and scientific information and covers a range of political and social issues. A pharmaceutical enterprise produces essential drugs of sellable quality. A satellite programme with similar activities has been set up 180 km outside the capital, Dacca."




To change the orientation of a powerful institution such as the hospital is not an easy task. You as a nurse however, could help to start the process. Think about the following questions and discuss them with your colleagues:

-  Does the hospital see its responsibilities as including the whole community? If so, what activities can be organised to improve the health of that community?;

-  What relationships are being developed with other health providers in the area? (This would include community health workers, other health centres and clinics in the areas as well as traditional healers and traditional birth attenders);

-  Does the hospital play a role in defining what the common health problems of the greater community are, who are affected and what the distribution is?.

Unit Summary

The aim of this unit was to show that, since the beginning of the 19th Century, the hospital has become the most important institution for the caring of the sick. We discussed the hospital as bureaucracy by referring to Weber's model of bureaucracies and pointed out some difficulties with this application. We specifically discussed the differences between the professional and the administrative orientations, the marginal position of the nurse and the influence of hospital care on the patient. Lastly we discussed the role of the hospital in developing societies.

	PRIVATE 

Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 5 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  The period of 'hospital medicine' started in Europe in the 20th Century.

2  Mission hospitals played an important role in rural areas in Namibia.

3  "The American hospital is large, impersonal and dominated by elaborate technology".

4  "Hospitals traditionally create dependency".

5  'Hospitals without walls' is a programme developed in China.

6  Hospitals should also concentrate on those who do not come to the hospital.

7  The role of the hospital nurse can be seen as marginal.

8  The hospital nurse only answers to her nursing seniors.

9  Patients feel alienated from their usual lives in the hospital.




	End of Unit 5 Activity B


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

10  'Stripping' means to take away the patient's clothes and personal belongings.

11  'Control of resources' mean that information is controlled about the patient's medical condition in the hospital.

12  The patient's mobility is not restricted in a hospital.

13  A hospital can be seen as a social organisation.

14  A hospital can be seen as an institution.

15  A hospital can be seen as a bureaucracy.




	End of Unit 5 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

16  What does it mean to say that hospitals are 'multipurpose institutions'.

_________________________________________________________

_________________________________________________________

17  What does it mean to say that a hospital is a bureaucracy?

_________________________________________________________

_________________________________________________________

18  What is the difference between the orientation of professionals and bureaucrats in a general hospital?

_________________________________________________________

_________________________________________________________

19  What is the position of the nurse in the hospital?

_________________________________________________________

_________________________________________________________

20  What influence does the hospital have on patients, generally speaking?

_________________________________________________________

_________________________________________________________

21  What role should a hospital play in a developing society according to PHC principles?

_________________________________________________________

_________________________________________________________




Unit 6: The Impact of Colonialism on Health Care

Overview

This unit will look at the impact of colonialism on health, disease and illness and the underdevelopment of health in colonial societies. We will look at the impact of colonialism and apartheid on health in Namibian society. This unit will also discuss the reorganisation of the formal health care system in Namibia since independence and will examine the need for data in health care planning. This unit and Unit 7 'Social Inequality' are related to each other in that colonialism created the structure of social inequality which we see in much of Africa, but particularly in Namibia and South Africa.

Goals and Objectives

	By the end of this unit you will be able to:

1  examine the underdevelopment of health in colonial societies.

2  understand the impact of colonialism on Namibia's population.

3  describe how the Namibian health care system has been reorganised since independence.

4  explain the need for accurate data in health care planning.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 157‑164

and Giddens 1993, Sociology

pages 604-607

pages 611-612

The effects of Colonialism on Health

As Europe sought to expand its political and economic control over the rest of the world, Europeans came into contact with people ad societies which were much different than their own. In every case, regardless of the European country or of the continent they were colonising, Europeans had an adverse and sometimes devastating effect on the indigenous population's health. There were several factors that contributed to the negative impact of European colonialism on indigenous populations. Some of these factors are outlined below.

1  Indigenous populations were exposed to infectious diseases that did not exist in their own society and which they had no immunity to. In these cases, the new disease would decimate the indigenous population, thereby weakening the social structure and allowing for ease of conquest by the Europeans.

2  Europeans murdered large numbers of the indigenous population due to their superior weaponry thereby causing widespread social upheaval which lead to disease and illness.

3  European colonisers conscripted indigenous populations into slavery or slave-like conditions which lead to poor health due to a lack of access to proper sanitation and clean drinking water. 

4  Colonialism also meant the acquisition of land, land which belonged to the indigenous populations. This also had an adverse effect on the health of the people since they were denied access to land which they had previously used to grow crops, raise domestic animals such as cattle, or utilise for hunting and gathering. This caused a reduction in the type and variety of diet which consequently caused a reduction in the nutritional health of the population. 

5  The colonial powers undermined the existing traditional systems by introducing European concepts, including those related to health, illness and disease. The colonisers introduced their own western system of health care with little regard for the existing health care system or the cultural beliefs these systems were based on. 

In all cases, the indigenous populations were marginalised, cut off from their own traditional means of care for members of society, but denied access to those of the colonisers. In Africa, and in particular in southern Africa all of these forms of colonial domination were exerted on the indigenous populations, causing a significant reduction in the health of the colonised populations.

In contrast, Giddens states that colonialism had an adverse effect on people living in western Europe as well. He says that the Europeans' diet was improved due to a new range of foods, while access to sugar, tobacco and alcohol also increased health risk behaviours (1993:605).

	Activity 6.1


(10 minutes)

Now, stop ad read Giddens, pages 604 through 607 and fill in the blanks to the following statements with the most correct answer.

1  Many infectious disease thrive when __________________

___________________________________________________________.

2  Permanently settlements risk contamination of

 __________________________________________________________.

3  The most significant consequence of the colonial system was its effect on ____________________________________.




The Effects of Colonialism on Society Today

Many infectious disease spread through the colonies and still have an adverse effect on the populations, especially in developing countries (here we use the term 'developing countries' instead of Giddens' term 'third world countries'). Most developing countries of the world are former colonies of the developed countries. Giddens states that the basic medical facilities to combat infectious diseases are lacking in most of the developing countries (1993:605). These countries typically have a dualistic form of western health care; with the majority of the population using government run facilities, while the rich use expensive private health care and may even travel to developed countries when sophisticated technological health care is required (Giddens 1993:606). In addition, conditions in shanty areas, such as overcrowding and lack of access to proper water and sanitation facilities, make the control of infectious diseases even more difficult in those areas (Giddens 1993:606). 

Giddens further states that the epidemiology of diseases in developed versus developing countries is quite different. In developed countries the major causes of morbidity and mortality are cancer, heart disease, strokes and lung cancer, while in developing countries they are disease such as tuberculosis, diarrhoea, malaria and other types of infectious disease. The diseases which cause morbidity and mortality in both cases are related to lifestyle. In the developed countries it is smoking, drinking alcohol and other consumption activities which cause the diseases, while in developing countries it is a lifestyle of poverty and hardship which takes its toll on the population. 

Since most developing countries have only recently come out from under colonial rule, it can be said that colonialism has caused a lack of development in these countries and therefore the current epidemiology of diseases is a result of previous colonial practices.

	Activity 6.2


(10 minutes)

Now, stop ad read Giddens, page 611 through 612. Based on what you have just read, fill in the blanks with the most correct answers.

1  ___________________ impairs lung function and creates other respiratory problems.

2  Rose Hume Hall (quoted in Giddens) thinks that _____________________ should be geared towards ___________________________.

3  We _______________ know the effects any ___________________________ has on our health.




As we can see from reading Giddens, there is also a clear relationship between the environment and health. In Giddens' example he discussed the effects of smog and air pollution on health; however, in developing countries such as Namibia and South Africa there are negative environmental conditions that have a far more adverse and immediate effect on the health of the people. As mentioned previously, the living conditions in developing countries have an adverse effect on health care. In the urban areas, high density shanty areas do not have adequate sanitation facilities which leads to high rates of diarrhoea. The density of the population in these areas contributes to the spread of infectious diseases. A lack of clean, safe drinking water leads to intestinal problems such as parasites, viral infections and diarrhoea. In the rural areas, many people also do not have access to clean, safe drinking water or proper sanitation. In addition, many people in the rural areas suffer from malnutrition due to a lack of access to food which would provide an adequate diet. People living in remote rural areas also have problems accessing health care facilities. In the case of rural populations, most people walk to the nearest hospital or clinic, the average walking time can be 1 to 2 hours, there may be long queues once they arrive at the health facility and they still must pay for the treatment they receive. Under these circumstances, mothers are less likely to bring a sick child to the hospital or health centre, possibly due to the time and cost associated with travel to a health facility (LeBeau and Pendleton 1993:31).

The effect of Colonialism on Health Care in Namibia

No where is the previous statement more true than in South Africa and Namibia. Both countries experienced long periods of colonial rule and subsequent unequal development in health care services based on 'racial' categorisation. The experience of other African countries has shown that health services which are administered by the colonisers, people who did not have the interest of the indigenous populations in mind, were adversely affected by colonialism and only began to improve with independence (Indongo in Lobstein 1984:1). In colonial Namibia health care provision was racial based and urban centred, leading to the worst health care for the African population who were discriminated against, and who also lived predominately in the rural areas. In addition, advanced medical technologies were primarily reserved for the whites, further inhibiting African and Coloured health seeking behaviour. Also, health care for Africans was almost exclusively curative in nature and so only marginally offer Africans preventative health care measures such childhood immunisations and health checkups.

In Namibia under colonial rule many health care facilities, especially in the rural areas, were run by church organisations. When church health care policy contradicted the prevailing colonial policy, church based health care provision was infringed upon by the colonial government (Indongo in Lobstein 1984:1). Many church run facilities offered superior health care compared to that of the colonial run facilities; however, they also offered competing world ideologies. Many users of church run healer care facilities were compelled out of necessity or pressure to convert to the prevailing religion offered by the missionary health care facility. In Africa, including Namibia, missionaries offered health care and education, primarily for the purpose of religious colonisation.

Namibians' Access to Services and Facilities 

Access to health and social‑welfare services by all members of a society is necessary to ensure the well‑being of the population. In this context, access represents all factors which contribute to a person's ability to obtain health care, e.g. cost, time and distance to facility, and quality of care available. Namibia currently has a health plan that includes issuing a health card to pregnant women and young children. The card is then used to track health care and development of the child (Rossouw 1989:10). The use of these cards reflects changing attitudes toward health care today, but the process of making these services available to the majority of rural areas and African people is still slow (Rotberg 1983:79). In 1969 there were nineteen hospitals and clinics for whites, and 117 for Africans. This is a ratio one clinic per 2500 whites and one clinic per 9000 Africans. The ratio today is no better. In the rural areas, hospitals and clinics for Africans are sometimes no more than a couple of nurses, and could be as far as forty kilometres away (Green 1981:105). In the northern area, the most common diseases to take human lives are malaria, tuberculosis, and viral infections. For children the biggest killers are diarrhoea, measles, fever, and acute respiratory infection (Rossouw 1989:22). The 1989 health survey found that there is a correlation between high infant mortality and the type of dwelling, availability of facilities such as toilets, water, and electricity (Rossouw 1989:7‑8). Most recent figures indicate that as much as 30% of the population do not have easy access to basic health care (UNICEF 1992:16).

Water and Sanitation

A safe, adequate, reliable water and sanitation system is essential to maintain a reasonable quality of life and to plan for development. The water supply in rural Namibia is unpredictable and often polluted. Some households must fetch water from distant sources, and a variety of water sources must be utilized to meet demands. The various sources include boreholes, communal taps, dams, oshanas, hand dug wells, and pipeline. The Health Status Report ((Department of National Health and Welfare (DNHW) 1989:8) states that about half the Namibian population does not have safe water and sanitation facilities. Figures from 1990 indicate that 47% of Namibians have safe water available (30% for rural areas) and 23% of Namibians have adequate sanitation facilities (only 10% for rural areas) (Laugeri 1990). 

The Health Status Report (DNHW 1989:8) comments that about half the Namibian population does not have access to safe water and sanitation facilities. The NISER and UNICEF situation analysis (1991:12,31-32) reports 30% of rural households have access to safe water, only 10% have access to adequate sanitation facilities, and many health risks are associated with the use of polluted water . Thus, households without safe water and no sanitation facilities are typically located in the rural areas. A UNICEF document reports 50% of households have to spend almost two hours collecting limited quantities of water and, "...the unhygienic practices and water contamination with human and animal excreta, diarrhoea and resultant malnutrition are major problems for children in rural areas...". Mbomena and Mundia (1990:47) report sampled Oshana water has a high microbiological content and in their view is unfit for human consumption. Details on the chemical analysis of the water are reported in the above cited report (Mbomena and Mundia (1990:47-50).

Education

Access to education reflects a person's access to the ability to better oneself and raise his or her socio‑economic standing in the community. In most studies conducted around the world, education is always highly correlated with improved health indicators. Education in Namibia is still not equal for all ethnic groups. In 1988, the literacy rate of whites was 100% compared with only 28% for blacks (Henrici 1989:256). Education is also one of the main factors influencing infant mortality. The aforementioned DHS of 1989 found that ten years of education is associated with a reduction in infant mortality. Group health and informal education is suggested as one way to counteract the effects of a lack of education on IMRs (Rossouw 1989:5,12).

Economics

Namibia's economy is not adequate to transform Namibia from a developing to a developed country, nor is it favourable to health care equality for all groups. The current economy of Namibia includes mineral exports, cattle farming, some forestry and fishing. However, Namibia exports large quantities of raw materials while importing 90% of its manufactured goods (Rotberg 1983:72). This imbalance in technology causes Namibia to rely on the international community for its manufactured goods. This also prevents the growth of Namibian industries and manufacturing of finished products for internal consumption. Without industrialization and modernization, Namibia will continue to be dependent on other countries much the same as it has been during its colonial period. This dependency contributes to unequal access to health care since those with resources are able to obtain adequate health care while those who do not have economic resources are forced to depend on an over burdened, inadequate health care system.

	Activity 6.3


(5 minutes)

Based on what you have just read about Namibians' access to services and facilities which may impact health indicators, answer the following questions.

1  In this context what factors are considered when discussing access to health facilities?

____________________________________________________________

____________________________________________________________

2  According to the information you have just read, what is the status of rural Namibians' access to safe drinking water and proper sanitation?

____________________________________________________________

____________________________________________________________

3  How are education and economics related to health indicators?

____________________________________________________________

____________________________________________________________




The Re-organisation of Health Care in Namibia and South Africa

With independence one of the Namibian Government's priority areas was the improvement of health care for sectors of the Namibian population which had previously been marginalised. Namibia adopted a Primary Health Care (PHC) policy which we shall look closer at in Unit 8 of this workbook. Other policies and practices the MoHSS addressed matters of urgency such as the transformation of Namibians health care system from an urban based, curative focus to a community based preventative focus. Other policies which were adopted included the focus on coverage of all communities with affordable and appropriate health care programmes which targeted previously disadvantaged groups, capacity building for more effective planning and implementation of programmes and programmes specifically aimed at women and child health care provision.

Within this reorganisation of health care provision, six programme areas were initially targeted for intersectoral cooperation. These programmes are:

1  Primary Health Care

2  Nutrition and Household Food Security

3  Water and Sanitation

4  Early childhood development including basic education and literacy

5  Children in especially difficult circumstances

6  Advancement of women's health issues

	Activity 6.4


(25 minutes)

Now, stop and read Gilbert, et. al. pages 157 through 164. Here Gilbert, et. al. present an article by C. De Beer concerning South Africa's health care system. After you have finished reading this article, think about the history and form of Namibia's health care system. Now, list some of the similarities and differences between Namibia's health care sector and South Africa's.

Similarities

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Differences

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




The Need for Accurate data in Health Care re-organisation

One of the first problems that confronted the new Government of Namibia at independence was the lack of population demographic data, health care information and the inaccurate health care figures produced by the South African Government. For example, the registration of births and deaths for Africans, especially in the rural areas was very poor to non-existent (Indongo in Lobstein 1984:1). Apartheid policies also lead to the collection of data which was not directly comparable between the different sectors of society (Pick and Padayachee in Allais 1995:90). For example, the 1989 DHS excluded the northern 'homelands' of Namibia, allegedly due to the ongoing liberation war. However, by excluding these areas, where over half of the population (all rural) lived, the data gave a very skewed picture of health indicators which were mainly based on the urban, better served populations. Due to the skewed nature of health indicator reporting, there were serious underestimates of morbidity and mortality especially in the rural areas, much of the data that were reported was in aggregated form so that the true incidence of morbidity between the rich/poor and urban/rural populations could not be determined, data were manipulated for political and economic reasons and the analysis used western standards and definitions of health and illness.

At independence there was no data on the formed 'homelands' so that policy makes could not determine such basic facts as the percentage of the population with access to safe drinking water and proper sanitation. There was also very poor reporting of infectious and contagious disease incidence which meant that outbreak control mechanisms could not be effectively implemented. In addition, there was no national health information system which would have allowed for the ongoing, accurate reporting and collection of health data.

Without accurate population demographics and health indicator figures, health care planning is difficult since it is virtually impossible to know the demographic distribution or health care status of the population. Without accurate data, policy planners have no way of determining which segments of the population need what types of health care intervention. For example, in areas where there is a high percentage of women and children, there is more of a need for prenatal, well child and family planning clinics. In areas with a high incidence of tuberculosis, there would be a greater need for tuberculosis clinics.

	Activity 6.5


(5 minutes)

Based on what you have just read, give 3 examples of how accurate figures for demographic and health care indicators in Namibia can be used for programme planning and health care interventions.

1  _______________________________________________________

____________________________________________________________

2  _______________________________________________________

____________________________________________________________

3  _______________________________________________________

____________________________________________________________




Unit Summary

In this unit we looked at the effects of colonialism on health and illness. We considered how the health problems of developing countries can be traced to underdevelopment of health care, inadequate sanitation and water provision during the colonial era. In Namibia and South Africa colonial health care provision was based on apartheid policies of racial discrimination which meant that the African population received poor health care while the white population enjoyed 'first world' type health care. Due to the legacy of apartheid policy, the Namibian Government is still struggling to provide health care to previously disadvantaged groups. Another legacy of apartheid was that at independence there were no reliable statistics on population demographics and health indictors on which the new government could base its health care policy.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 6 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Indigenous populations were exposed to disease by the colonisers, but they had resistance to the disease so the effects were minimal.

2  Due to the acquisition of land by colonial powers, indigenous people were able to move to cities and have a better standard of living.

3  Most colonial powers could care less about traditional healing systems, so they left them alone.

4  There was a significant reduction in the indigenous population's health once colonial powers came to Africa.

5  Colonisation resulted in the spread of contagious and infectious diseases.

6  In Africa, nutritional standards declined as cash crop production took over.

7  The European countries that did the colonising showed no adverse effects due to the colonial system, they only prospered.

8  Most people living in 'third world' urban settings have access to clean, safe drinking water.

9  There is a difference between what kills people in developed versus developing countries.

10  At independence, access to health facilities in the rural areas was limited by a lack of health care facilities.

11  Although water and sanitation play an important role in the health of a population, education and economics have nothing to do with it.

12  Data is not very important in health care provision.

13  Namibia is still in the process of addressing previous health care imbalances.




	End of Unit 6 Activity B


(10 minutes)

Circle the most correct answer.

14  Which of the following was NOT a colonial cause of a reduction in health of indigenous populations?

a  They were exposed to infectious diseases.

b  They were murdered by Europeans.

c  They had to eat the throw-away food of Europeans.

d  They lost land so they could not produce food.

15  Which of the following is NOT a cause of death in western countries? 

a  Cancer

b  Heart disease

c  Strokes

d  Viral infections

16  In the urban shanty areas of developing countries, which of the following is a factor contributing to poor health? 

a  overcrowding

b  lack of safe drinking water

c  poor sanitation facilities

d  all of the above

17  Which of the following is NOT an attribute of access to health?

a  Time

b  Cost

c  Quality of care

d  Method of transport

18  Which of the following was NOT mentioned as a coordinating function in your reader?

a  To ensure that people have access to safe drinking water.

b  To ensure that component parts work together.

c  To formulate a national plan.

d  To ensure that resources are used to their best advantage.

19  Which of the following was defined as a national policy for health care provision?

a  Heath care education

b  Primary Health Care (PHC)

c  Integration of traditional healers into health care provision.

d  Collaborative health care provision with South Africa


	End of Unit 6 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

20  Explain how colonisation effected the health of indigenous populations.

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

21  Discuss the historical spread and current distribution of infectious diseases.

_________________________________________________________

_________________________________________________________

_________________________________________________________

22  Explain why mothers with sick children might not be likely to take their child to a health care facility.

_________________________________________________________

_________________________________________________________

23  Explain the importance of accurate demographic and health indicator data in planning health care provision.

_________________________________________________________

_________________________________________________________

_________________________________________________________




Unit 7: Social Inequality and Health

Overview

In this unit we look at social inequality and health. Broadly speaking ‘social inequality’ means that some sectors in society have access to resources and facilities and others do not. We will study this phenomenon at the conceptual as well as the theoretical level. The following three variables will be the focus of our discussion.

-  social inequality based on race

-  social inequality based on class

-  social inequality based on gender

We will first explore the relationship between social inequalities (i.e. for our purposes race, gender and class) and health and second we will look at a situational analysis of health in South Africa and Namibia. We argue that the situational analysis of health in South Africa is useful. There are significant similarities between the situation in South Africa and in Namibia, but we will in any case provide you with examples illustrating the Namibian case.

Goals and Objectives

	By the end of this unit you will be able to:

1  define the concepts race, class, gender, stratification and social inequality.

2  write an essay on social inequality based on class and race and the consequences this has for access to health and health care.

3  write an essay on gender and inequality to health.

4  write an essay on a situational analysis of health and health care in Namibia.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 91-92

page 92

pages 94, 106-107

and your workbook from the last Module: An Introduction to Sociology, workbook for Module 1: SOC 3101

pages 139-141

pages 151-152

Social Inequality and Health

The main point of this section is to show that health and disease are not merely biologically determined, but inextricably linked to the social context in which one lives. Diseases are not randomly spread throughout a given population - stratification and inequalities in a society are determining factors in the spread of disease, types of diseases, life expectancy rates etc. (Read the example on page 91 of Gilbert et al.) Note the absolute contrast between the living conditions and predisposition to disease of the mineworker who works in a coal mine and lives in overcrowded hostel, and the executive manager who works in his air-conditioned office. Note also the difference between the young married women giving birth in a private clinic in a big city and an unmarried teenager in the rural areas somewhere just about to give birth. How does the differential access to resources, both material and social influence their health? Before we go further, we need to discuss the definition of important concepts in this regard.

	Definitions

Social Stratification:
"The existence of structured inequalities between groups in society, in terms of their access to material or symbolic rewards. While all societies involve some forms of stratification, only with the development of state-based systems do wide differences in wealth and power arise. The most distinctive form of stratification in modern societies involve class divisions."

Class:
"Although it is one of the most frequently used concepts in sociology, there is no clear agreement about how this notion should best be defined. However, most sociologists use the term to refer to socio-economic differences between groups of individuals which create differences in their material property and power" (Giddens 1993:739).

Race:
"Differences in human physical stock regarded as categorising large numbers of individuals together" (Giddens 1993:760).

Ethnicity:
"The cultural characteristics that distinguish people are language, history, and religion, among others. Ethnicity arises if a particular group of people distinguish themselves from others because of characteristics which they see as different from that of other groups" (LeBeau 1991).




Did you recognise the previous definitions? These definitions come from your first workbook, An introduction to Sociology: Workbook for Module 1: Soc 3101 on pages 130 and 151.

	Activity 7.1


(10 minutes)

Now, stop and go back to your first workbook and read the section on social stratification and types of stratification again. Also read the section on inequalities of wealth in Namibia on pages 139 through 141. These sections will refresh your memory on the nature of racial and class divisions in Namibia. Why are there such differences between the Katutura community and other communities in Windhoek?

____________________________________________________________

____________________________________________________________

In this first workbook, also read pages 151 through 152 The concept of 'race' again. Although its definition is problematic it is used extensively as a category or measure to distinguish between people most often by ranking categories of people. Now, write your own definition of 'race'.

____________________________________________________________

____________________________________________________________




Make sure that you understand the difference between social stratification and social inequality. Keep in mind that social inequality is related to power and status. Do you remember how medicine became an instrument of social control (Unit 3)? This position of power came about because medical doctors had access to, amongst other things, knowledge that the ordinary person does not have. Why do some people have access to resources and others not? Differential access it may be argued is largely shaped by social cleavages for example class, race and gender.

Social Class, Race and Ethnicity

	Reading
Now, stop and read Gilbert et al pages 91 through 92 on social class, race and ethnicity and gender carefully.




Although the authors distinguish individually between class and race and ethnicity, they suggest that social class has been closely linked to race and ethnicity in South Africa. The system of apartheid legalised and institutionalised racism that resulted in discrimination based on race and ethnicity. These inequalities are also reflected in the health care system. Namibia was subject to the same system. Although both South Africa and Namibia's systems of government have been changed, it will take time and great effort to rid these countries from the inequalities statutorily created by previous governments.

The following quotation contextualises Namibia before independence: 

"The picture of health in Namibia is a divided one. There are two Namibias and two nations. The first, the world of white Namibians, is a world of comfort and plenty, of good health and high quality facilities for the sick. The Namibians of the first world live long, comparatively pleasant lives and when they die it is usually from the 'disease of affluent living' or from old age.

The second world, the world of most black Namibians, is a harsh, uncomfortable one in which life is a scramble for the resources needed too survive. For most, it is a world of illness, hunger and deprivation. Treatment of the ill is brusque, and in poor conditions, with a low chance of recovery. The Namibians of this second world live shorter lives and die from the diseases of poverty, overwork and poor nutrition" (Lobstein 1984:7).

If you look at inequalities of health in Namibia as well as the following example from Pendleton's book (An Introduction to Sociology: Workbook for Module 1: Soc 3101 pages 139 through 141), you will see that the picture sketched by Lobstein for Namibia has not changed much.

Lobstein (1984) also elaborates on the divide between rural and urban Namibia. Living conditions in rural areas are poor. Black people generally live in crowded conditions in 'reserved' areas whilst most of the farming land belongs generally to white commercial farmers. Given this and the contract labour system, most young men migrate to the cities in search of a job and an income with the result that not only agricultural production and childbearing but also child rearing fall disproportionately on the women. Lobstein (1984:7) says the following about the situation in urban areas:

"In urban areas most black Namibians are overcrowded, and some lack electricity or running water. Incomes are low for most black workers and general levels of nutrition are poor. Living in these conditions result in a high incidence of contagious and infectious diseases. In addition, workers in mines, factories and on the commercial farms are subjected to dangerous and exhausting conditions contributing to accidents and occupational diseases."

Clearly the poorest people in Namibia are generally members of the African population. Whether one uses Marxist notions of class theory or Weber's distinction between a higher middle and lower class, one easily argues that the most disadvantaged people in Namibia are generally Africans.

The following figures and tables reflect the disparities in standards of living and access to resources for different so-called population groups in Namibia. These figures are not recent, but will nevertheless give the reader an idea of what the position was before independence. In some cases no figures representing the national situation could be obtained and in others the statistics were official but inadequate. All the information comes from Lobstein (1984).

Table 7.1  Per Capita Spending on Health Services

	Ethnic Authority
	Total Spending per Person

	Rehoboth (Baster)
	R4,70

	Damara
	R15,02

	Owambo
	R24,85

	Caprivi
	R37,06

	Kavango
	R56,84

	Whites
	R233,70


Source: Lobstein, 1984:13

Table 7.2 Death Rates for Windhoek

	'Racial' Classification
	Per 1 000 Population

	Whites
	7.4

	Coloureds
	12.4

	Africans
	17.1


Source: Lobstein, 1984

Table 7.3 Infant Mortality Rates for Windhoek

	'Racial' Classification
	Per 1 000 Live births

	Whites
	21.6

	Coloureds
	145

	Africans
	165


Source: Lobstein, 1984

Inequality based on Gender

It may be argued that the most disadvantaged group of people in society are black working class women. Women are worse off than men as far as their life experiences are concerned in comparison to their male counterparts because of the patriarchal system that exists in almost all societies worldwide. Patriarchy may be defined as "The dominance of men over women" (Giddens 1993:743). Klugman and Werner (in Gilbert et. al. page 92) argue that, "On the whole women's lives are framed within patriarchal assumptions and practices so that both in the family and in society at large, women live and work in areas/spheres which are defined and controlled by men." A women's 'inferior' position has a direct influence on her health. Let us look at a few areas where the position of women is compared with that of men.

	Activity 7.2


(15 minutes)

Now, stop and read the article by Klugman & Wiener in Giddens et. al. on page 92. Three areas are referred to here: 1) poverty and lack of infrastructure, 2) education and 3) income and employment. In the readings underline the most important points. Use the information in the readings and compare it to the situation in Namibia today.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




1  Poverty and Lack of Infrastructure - In a report on a Household, Health and Nutrition Survey (HHNS) done by UNICEF at independence in 1990 in Katutura and selected northern areas of Namibia the vulnerable position of women was clearly indicated:

Factors associated with malnutrition for the whole sample were identified in Northern Namibia: vis-à-vis low household income, female-headed households, poorly educated heads of the household, rural areas, high incidence of illness and fever and poor health knowledge. This sketches a picture of poverty for women in the rural areas of Namibia.

2  Education - A comparison of the educational levels of male and female heads of households in Namibia showed significantly lower educational levels amongst the women. This contrast is most striking in rural areas.

Female headed households (almost 42% of the total sample), had not been to school and were therefore less likely to be able to read. The data showed for the sample as a whole that the use of contraception was limited and in many cases non-existent. This means that the women had no control over their reproductive functions. Because of a lack of information women are greatly disempowerment in this regard it may be argued.

All these factors taken together show that the women's position in Namibia, especially the rural areas, is one of dependency and vulnerability. Klugman & Wiener (in Gilbert et. al.) go on to argue that, "improvements in women's social status are fundamental to improving women's health status."

It needs to be noted that the Namibian Government has identified women's issues as a priority. In accordance with the constitution they have established a Department of Women Affairs in the Office of the President.

3  Income and Employment - Employment levels for women are lower than that of men. In addition many women are dependent on men for money, whether in the form of wages or remittances. Because of this situation, women in the rural areas especially find it very difficult to live independently and to lift themselves out of the cycle of poverty.

The HHNS mentioned above demonstrates diverse sources of income in both the rural and urban areas for Namibia. While most households in Katutura receive income from formal sector jobs (this means they have a constant source of income) information for the rural areas showed that a combination of remittances, pensions and food aid are very significant. This makes the rural population, who are mostly women, extremely vulnerable.

A Situational Analysis of Health in South Africa

In this section we look at the State of Health of a Community. Gilbert et. al. (page 94) argues that the state of health of any community is dependent on multiple factors: 

-  The social characteristics of a population which includes a) demographic characteristics such as population size, population growth, urbanisation, age structure, employment rate etc., and b) socio-economic characteristics such as income, land ownership, access to water and electricity, occupation and education.

-  The state of the existing health services, where the following question needs to be answered: To what extent does the health care system in a country fulfil the social goal of providing adequate health care for all the people?

Can you see that this definition of the state of health of a community reflects the psycho-socio-environmental model that we discussed in the first unit of this workbook?

	Reading
Now, stop and read Gilbert et. al. pages 94, 106 through 107.




Gilbert et. al. provides us with a diagram whereby you can analyze the state of health of your own community, i.e. Namibia.

	Activity 7.3


(10 minutes)

Using the diagram in Gilbert et. al. on page 94, fill in the framework underneath the diagram (in the shaded box). Use information about Namibia mentioned in this workbook or any other more updated information you might have access to. By completing this framework, you will have a picture of the social characteristics of the Namibian population.




After you have read the section in Gilbert et. al. pages 106 and 107 carefully. Note that all the characteristics for the South African population based on demographic information apply to the Namibian population as well. What will your answer be to the question as to whether Namibia's health services do provide essential health care of adequate quality to the whole population? For South Africa the answer is no. 

	Activity 7.4


(15 minutes)

Go through the eleven points on page 106 and try to answer the following questions for Namibia:

1  What is the position with preventable diseases?

____________________________________________________________

2  Are essential drugs available and provided?

____________________________________________________________

3  Who has access to adequate curative care?

____________________________________________________________

4  Is there a fair distribution of expenditure between the public and the private sectors?

____________________________________________________________

5  What is the ratio of doctor to population in the public sector compared to the private sector? What about the urban versus rural ratio?

____________________________________________________________

6  Are health care facilities adequate?

____________________________________________________________

7  What is the rate of immunisation?

____________________________________________________________

8  How many women still have unsupervised deliveries?

____________________________________________________________




Once you have filled in the information, you will be able to judge the adequacy of the Namibian health care situation. Remember that solutions to improving the existing situation cannot focus on one fact only.

Unit Summary

In this unit we looked at social inequalities and health. The variables discussed were race, class and gender. In the second place we looked at indicators of the state of health of a community. We briefly looked at the South African community and compared this to the state of health of the Namibian population. Finally we stressed that solutions to health problems are multifaceted.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 7 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Disease patterns are randomly distributed.

2  There is no difference between social inequality and social stratification.

3  Most societies are characterised by social inequalities.

4  Social stratification is found in relation to age and religion.

5  Social inequality is related to power and status.

6  Gender refers to the biological differences between men and women.

7  Women's lives are influenced by a patriarchal system.

8  African customary law entrenches gender inequalities.

9  The state of health of a community is a multifaceted phenomenon.

10  South Africa's health services are deficient in a number of ways.

11  Namibia's health services are deficient in a number of ways.




	End of Unit 7 Activity B


(20 minutes)

12  In the space provided below write a one page essay which discusses and defines the concept of Primary Health Care (before you read Unit 8).

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________




	End of Unit 7 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

13  What are the characteristics of the Namibian population?

_________________________________________________________

_________________________________________________________

14  Show how health services in Namibia are adequate/not adequate to deal with the most important health issues.

_________________________________________________________

_________________________________________________________

15  How does one define the state of health of a community?

_________________________________________________________

_________________________________________________________

16  What is the difference between social stratification and social inequality?

_________________________________________________________

_________________________________________________________

17  Explain how social inequality is related to power and status.

_________________________________________________________

_________________________________________________________

18  Explain how gender inequality can influence unequal access to health care.

_________________________________________________________




Unit 8: Primary Health Care: A Community based Strategy

Overview

In this unit we will discuss the Primary Health Care (PHC) approach, give you a historical overview of the origins and development of the PHC strategy, explain the implication of the different components of PHC and describes what PHC is not. In conclusion we will look at the primary health care approach as it applies to Namibia.

Goals and Objectives

	By the end of this unit you will be able to:

1  definite the PHC approach.

2  discuss five principles underlying the PHC strategy.

3  give reasons as to why China was used as an example for PHC.

4  write notes on the factors leading to the Alma-Ata declaration in 1978.

5  criticise the PHC strategy.

6  write an essay on the PHC team.

7  give an overview of PHC Namibia.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 107

pages 171-176

Introduction

It should be clear to you that we are suggesting that the biomedical approach is just not sufficient if you want to fully understand the causes, the dynamics and effective prevention of disease and illness. It is, for instance, futile to treat gastro-enteritis in babies at the clinic or hospital and send the mother and baby home to the same socio-economic conditions and environment that caused the problem in the first place. One needs to educate the mother, find out what caused the condition and try to change the situation, or the same mother will be back at the hospital or clinic within a few days. Do you understand the principle? The principle involves: 

-  curing the condition (curative care is necessary but it cannot stop there);

-  interpreting the situation by asking questions regarding possible causes of the condition;

-  preventive action involving not only health education, but also active participation from the patient or mother to help prevent the condition.

	Activity 8.1


(5 minutes)

Use the steps curing, interpreting and preventative action mentioned above and write down how you would handle and advise a 1) TB-patient and 2) a mother bringing a child with diarrhoea to your clinic or hospital.

1  TB-patient

a  Curing ________________________________________________

b  Interpreting _________________________________________

c  Preventative action ___________________________________

2  Mother with child

a  Curing ________________________________________________

b  Interpreting _________________________________________

c  Preventative action ___________________________________




What we have just tried to explain to you, are some of the basic principles of the Primary Health Care approach.

Defining PHC

In essence and in the simplest sense primary health care means first-contact care between patients (people) and health workers. In other words, common complaints are treated or first contact preventive care such as immunisation takes place.

Primary health care is not a new notion. Ever since the so-called Alma-Ata declaration was made in 1978 at a World Health Organisation Congress, the concept was developed into a strategy for health care that went much further than first-contact provision of care. The Alma-Ata conference goal is commonly referred to as the Health for All by the year 2000 (HFA200) vision. It was a, "concerted international effort to expand and redirect health programs in countries throughout the world. Its goal was to make substantial, rapid, and inexpensive improvements in the delivery of preventive and curative services at the community level, primarily in rural areas" (Basch, 1990 in Gilbert et al, 1996:171). It was also realised that community involvement was an essential ingredient if the vision was expected to make a significant impact on health status. The target population was set to be primarily (but not exclusively) the rural populations of the developing world. These are generally the poorest people in the world and they typically suffer from preventable diseases. It was argued that this situation could be resolved or changed for the better if reorganisation of service delivery together with the participation of the community could be arranged.

	Activity 8.2


(15 minutes)

Now, stop and read Walt & Vaughan's article in Gilbert et. al. at the top of page 107. In the space provided below, copy down the WHO-UNICEF definition of primary health care.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

What does this mean to you?

____________________________________________________________

____________________________________________________________

____________________________________________________________




You will note that Walt & Vaughan spell out five principles that underlie the WHO-UNICEF definition. These are:

1  health services need to be more equally accessible - the neglect of rural isolated populations or peri-urban dwellers needs to be addressed;

2  active participation by the community in their own health decisions is essential;

3  preventive and promotive services rather than curative services should be the focus of health care;

4  the methods and materials used in the health system should be acceptable and relevant - appropriate technology is not synonymous with primitive or poor technology;

5  health is only part of total care- nutrition, education , water supplies and shelter are also all essential minimum requirements to well-being.

It should be clear to you at this point that the PHC strategy aims to do much more than cure disease (the biomedical model) or simply being equal to first-contact care (the original meaning of the concept).

	Activity 8.3


(15 minutes)

Now, stop and read the article by Basch in Gilbert et. al. on pages 171 through 176. Make a brief summary of:

1  events that happened during the 60's (the rush for independence especially in Africa) 

____________________________________________________________

____________________________________________________________

____________________________________________________________

2  events that happened in the 70's (emerging power of non-western countries).

____________________________________________________________

____________________________________________________________

____________________________________________________________




Basch gives an historical overview of factors and events leading to the formulation of the 'new approach' towards health and medical care for the majority of the world's people. Concepts like 'appropriate technology' and 'community-based programmes' became fashionable. Books appeared on the market with the theme of community health for developing countries e.g. Health by the People by Newell, 1975; Where there is no Doctor by Werner, 1977.

China became the example for developing countries. It rejected the conventional health care system which centred on the services of medical doctors, hospitals and curative care. The new system aimed at reaching the 500 million people living mainly in rural areas. China was able to establish a comprehensive network of health services throughout the country in a relatively short period with limited resources. The success was attributable to the fact that they were able to involve masses of ordinary people in countrywide campaigns. The most famous of these programs was the so-called 'barefoot doctor' system which involved the training of community health care workers for brief but ongoing periods in the communities they served to cope with basic health problems in these communities.

	Activity 8.4


(5 minutes)

In the Basch article (in Gilbert et. al.) there is a summary of four lessons that we can learn from the Chinese experience. Write down these four lessons:

1  Rely on _______________________________________________

2  Encourage _____________________________________________

3  Create _______________________________________________

4  Organise ______________________________________________




You can see that by the time of the Alma-Ata declaration in 1978 developing countries in particular were ready for change in their battle against diseases of poverty. A new strategy was envisaged and PHC was seen as the instrument by which to achieve the goal of Health for All by the year 2000.

Defining what PHC IS NOT

Let us now look at what PHC is not. There is often confusion in this regard. Read the following passage quoted from Dennill et. al. (1995): 

"-  It is not primary care, primary medical care or primary curative care. Primary medical or curative care is the assessment (history taking and physical examination) as well as specific care or treatment, of a client. This is only one aspect of primary health care.

-  It is not only first contact care. Primary health care services are the point of entry into the health system, but care can be ongoing until the problem is eradicated or the client is referred to a secondary service.

-  It is not health services for all. Primary health care is more than health facilities and health personnel. It can only be successful if it is a part of community development. This requires a multi-disciplinary team approach which coordinates all sectors involved in health and community development.

-  It is not cheap, simple or second-class care. There is the misconception that hospital or high technology care is first-class medicine and that any other form of health care is second class. The success of primary health care lies in a comprehensive approach based on meeting the basic needs of the people which will enable them to live healthy life styles. The coordination and planning for this broad approach are complex, definitely not cheap and are based on the findings of scientific research which involves many disciplines, e.g. engineering, ecology and epidemiology."

We can add a fifth point and that is:

-  PHC should not be seen as an 'add-on' programme. PHC does not happen in addition to the health policy of a country, but it should be an integral, permanent and pervasive part of the formal health care system of a country.

The formulation and practical implementation of the PHC strategy has also met with considerable criticism. Some commentators have become extremely cynical about the practicability of such a strategy. Read the following Food for Thought box for an alternative perspective to this strategy.

	Food for Thought

"Almost from the start, the concept of comprehensive primary health care drew criticism; the Declaration of Alma-Ata and the idea of Health for All by the year 2000 were viewed as idealistic and unattainable, even before a track record had been established, one commentator observed:

There is very little real political commitment, either in the developed world or amongst the elite of the developing world, to do much for the poor. WHO now finds itself saddled with idealistic international resolutions that few countries are really keen to implement back home, whether it is in terms of coming forward with the funds required to bring health care for all, or in terms of implementing those strategies and reordering domestic health priorities.

Lack of a real constituency is not the only problem. Even to prepare the intellectual framework for the change has meant antagonising such powerful actors in the existing health drama as the drug industry, ... and not least, the medical establishment" (Agarwal, 1980).

The biomedical establishment in industrialised countries, including medical schools, universities, professional societies, and industry, has on the whole been oblivious to the PHC issue and wary of the whole HFA2000 approach in which they have played very little role. (Basch, 1990 in Gilbert et. al., 1996:171-176)




The PHC Team

Study this section in the Basch article. Part of the PHC strategy is the necessity to develop health care teams which are broader based than are conventional doctor-nurse teams. Great emphasis is placed on auxiliary workers, for instance the so-called village health worker or community health worker.

These workers are seen as the cornerstone of the PHC strategy and pivotal for initiating and developing community participation. They are seen as the connection between the formal health care system and the community. These workers are usually women selected from the communities in which they work. Their tasks include, not only motivating the community to make use of the available services, but also to promote preventive health practices by providing counselling and information. They usually work on a voluntary basis.

Health teams should also incorporate traditional practitioners such as traditional healers and traditional birth attendants.

Having reached this stage in your workbook you will be familiar with the notion of auxiliary workers and with the nature of traditional practitioners. You should be able to answer an essay type question on their contribution to the PHC team quite easily.

Basch further introduces you to a variety of pictures and graphics used over the past two decades to illustrate different aspects of the PHC strategy. Make sure that you can interpret the 'pyramid' in Figure 7.1.

Basch next discusses and compares the performance of auxiliary health workers with that of the professional. He makes some interesting points. He suggests that a general rule for a PHC team should be to devolve tasks down the pyramid so that auxiliary staff do most of the tasks and take responsibility for them. Only tasks or diagnosis that cannot be dealt with by the auxiliaries are referred to the professional (the medical doctor or the nursing sister). Basch refers to research findings from developing countries that show that between 5 and 10% of patients needed more knowledgeable attention than the auxiliaries could give and that only 2 to 5% needed hospital care. The point is that health care in developing countries and in rural areas can be dealt with by auxiliary health workers. They know the language and the culture and are often from the same community.

How are medical auxiliaries accepted by the people? What is meant by the concept conjoint training? 

	Activity 8.5


(10 minutes)

In the space provided below, write down what your opinion is on auxiliary health workers. Are they accepted in communities or not? Give reasons for answer(s).

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

What are the advantages to conjoint training in your opinion? Do you think this is a realistic approach to the training of members of the health team?

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________




PHC and Namibia

After independence in 1990 Namibia adopted a policy of PHC with its worldwide goal of Health for All by the year 2000. Major restructuring within the health services was necessary. According to the Minister of Health and Social Services, Dr. Iyambo, Namibia inherited a system of medical services rather than health services (1992). The services were curative and used by people visiting centres rather than the services attending to the whole community. In 1991 a series of workshops was run that reached a wide spectrum of people. This created an intersectoral awareness and sensitivity - one of the principles of PHC. They included policy makers, health workers on all levels, church representatives and diverse community representatives including those from vulnerable communities such as the San people and the Ovahimba. The output of these workshops resulted in the setting up of an official document titled: The Official National Primary Health Care/Community Based Health Care Guidelines (MoHSS, February 1992).

The next step taken toward PHC implementation was the establishment of a Directorate of Primary Health Care. The establishment of a Primary Health Care Committee followed which aimed to bring together representatives from all Directorates of the Ministry as well as from non-governmental and international organisations. Hence the emphasis of the health care services in Namibia began to move from curative to preventative and promotive care. A major effort is being made to reorient staff to develop new attitudes towards health care; to bring about intersectoral cooperation by involving the Ministry of Agriculture, Water and Rural Development, the Ministry of Education and Culture and the Ministry of Lands, Resettlement and Rehabilitation; so as to focus on major health problems in Namibia, particularly with respect to the position of women and children.

Unit Summary

In this unit we showed you how it came about historically that an 'alternative' solution to health care developed. We discussed the definition of PHC and expanded on the basic assumptions of this strategy of health care. We then turned to the health team and the specific role of the doctor, the nurse, the auxiliary health workers as well as traditional health workers. Finally we explained the shift from a largely curative system to a promotive, preventive system in Namibia.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 8 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  A baby with gastro-enteritis only needs medical care.

2  Curing, interpreting and preventing is part of the PHC strategy.

3  PHC is a community based health care strategy.

4  PHC is first contact care between patient and health worker.

5  The Alma-Ata conference was held in 1978.

6  'Barefoot-doctors' is a concept developed in the Third World.

7  PHC is a new concept.

8  PHC equals health service for all.

9  PHC is not an addition to existing health service.

10  Auxiliary health workers are crucial to the PHC strategy.

11  PHC is limited to health care in the rural areas.

12  Namibia adopted a policy of PHC at independence.

13  PHC was added on to the existing health care system in Namibia.

14  Namibia established a Directorate of Primary Health Care.

15  Women and children are very important priorities in the Namibia health care section.




	End of Unit 8 Activity B


(20 minutes)

16  In the space provided below re-write the one page essay which discusses and defines the concept of Primary Health Care and then go back and compare your answer to that which your wrote for the "End of Unit 7 Activity B".

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________




	End of Unit 8 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

17  What was the goal of the Alma-Ata conference?

_________________________________________________________

_________________________________________________________

18  What are the lessons for PHC that we can learn from China?

_________________________________________________________

_________________________________________________________

19  Discuss four misconceptions about PHC.

_________________________________________________________

_________________________________________________________

20  What are the criticism against PHC?

_________________________________________________________

_________________________________________________________

21  What is a community health worker?

_________________________________________________________

_________________________________________________________

22  Write brief notes on PHC and Namibia.

_________________________________________________________

_________________________________________________________




Unit 9: Health Care in a Multi‑Cultural Society

Overview

This unit will look at the dynamics of health in a multi‑cultural society and traditional health care systems. This unit will examine why you as nurses should study Traditional Medical Systems, the historical and modern context of traditional medicine in Africa including in Namibia and how modern medicine has failed in certain situations in Africa. This unit will use the example of how witchcraft accusation functions to maintain social relations.

Goals and Objectives

	By the end of this unit you will be able to:

1  define and differentiate between modern and traditional medical systems.

2  know why you as nurses should study traditional medical systems.

3  explain the history of modern and traditional medicine in Africa.

4  discuss the situation of traditional medicine in modern Africa.

5  explain the situation of traditional medicine in Namibia today.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 49‑51

pages 74-76

and LeBeau 1996, The Situation of Traditional Healers in Namibia, in Appendix I of this workbook and LeBeau 1996, Health, Illness and Witchcraft, in Appendix II of this workbook.

Medical Systems in a Multi‑cultural Society

In Unit 2 we discussed the influence of culture on the concepts of health, disease and illness. We looked different health seeking behaviours in different cultures and identified three health care sectors: the popular, folk and professional sectors. In Unit 4 we looked at Medical Systems Theory in an attempt to understand the biological, ecological and socio-cultural environments in which disease and illness occur and attempt to use this framework to explain health seeking behaviour. In both of these units we discussed how culture influences and can not be divorced from the healing and Medical system of a society. Because Namibia has so many cultures, it also has different, competing disease theories and health care systems. Namibia contains all three health care sectors described in Unit 2 as well as an alternative medical system. The concept that Namibia (or any country for that matter) can have different medical systems within the same society is called medical pluralism.

	Definitions

Medical Pluralism:
Medical pluralism can be defined as, "the co‑existence and availability of different ways of perceiving, explaining and treating illness".

Allopathic Medicine:
This is a term sometimes used to describe the western medical system. This system is based in germ theory and claims to be 'scientific' in its world view.

Alternative Medicine:
This term refers to any number of healing systems that are not western based such as homeopathy, acupuncture or reflexology. These systems are based on alternative world views and are more closely related to the culture in which they developed.

Adopted and reprinted from Gilbert, et. al. 1996:49‑50.


In a society with different medical systems, these medical systems often have competing and very different world views on which they are based. There are basically two different medical systems which coexist and compete in Namibia. They are the western, formally recognised medical system and the traditional, non-formally recognised medical system.  

The western medical system in Namibia consists of hospitals, clinics, nurses, doctors and a number of other professionally recognised clinical staff. This medical system is characterised by the use of 'scientific' knowledge. Western medicine is based on the measuring, testing and scientific observation of disease. The medical practitioners in this medical system are the only ones recognised by the law and have special status and more clearly defined rights than other types of healers (Gilbert, et. al. 1996:50). 

The traditional medical system consists of herbalists, spirit mediums, traditional birth attendants, bone setters, faith healers and many variations of these types of healers. Traditional medicine is based on the world view of its participants. There is generally no distinction between medicine and religion in this system and so misfortune, bad relationships, disease and illness are all treated by traditional healers. The traditional medical system is based on holistic principles of healing and deals with all aspects of the patient's life including their natural, socio-cultural and biological environments. Traditional healing frequently involves the entire family and in some cases the entire community. Although traditional healers hold a very high status within their own culture or community, they are generally not recognised within the wider society and thus have no legally defined status (LeBeau 1997b:2).

	Activity 9.1


(10 minutes)

Now stop and read Gilbert, et. al. pages 49 through 51 for their discussion on alternative healing systems and fill in the blanks below with the most correct answer based on what you have read.

1  "Medical pluralism is the _________________ and _____________________ of different ways of ________________, ________________________, and treating illness".

2  There are two broad groups of health sectors described in the article; they are the _______________________ and the ________________________ .

3  It can be said that traditional healers adopt the ________________________________________ model in their practice.




Why Study Traditional Medical Systems

As you can see from the previous discussion and readings, the traditional medical system is here to stay and many of the patients who come to you have already been to a traditional healer or will go there in addition to the treatment you provide to them. Therefore, you should be aware of what other treatments your patients are getting and what ideas they have about their disease or illness which may influence your ability to treat them. Listed below are several reasons why you, as a medical practitioner in the professional sector, should be sensitive to and even ask your patients if they have been or will be going to a traditional healer (LeBeau 1997c:2).

1  Traditional healers provide medicines to patients which may interact with the medicines provided by western practitioners.

2  Traditional healers may perform 'operations' or 'cutting' that could be harmful or become septic.

3  If a patient uses a traditional healer than they have needs that are not being met by western medicine.

4  If a patient does not believe your treatment will make them better, they may stop the treatment, medicines, pills, etc.

5  If you discuss the patient's use of traditional medicine openly and without prejudice, then the patient may be more likely to tell you other things about their illness that they otherwise might not feel comfortable telling you (derived from LeBeau 1997c).

	Food for Thought

Now, stop and think of the last several weeks that you have been working in the wards. Do you remember any patients coming to you and telling you they had been to a traditional healer? If a patient did tell you this, what questions would you ask them? Would you think to have them tell you about the medicines they had been given, the types of treatment they had received and what else the traditional healer had done to them or told them to do?

How much do you know about what traditional healers in your area do to patients? Do you know any of the traditional herbs that they might give to your patients? Do you know if any of your patients have been cut by a traditional healer?

What if you knew that about 65% to 75% of all Africans go to traditional healers, would that change what you might ask a patient when they come to you? Now, think about what you, as a health care professional, should be finding out about traditional medicine and traditional healers which would help you better serve your patients.




The Historical Context of Traditional Medicine  

There have been many events in Africa that have been an attack on the use and function of traditional medicine. This next section is meant to give you a general overview of events that have impacted or altered the use of traditional medicine in Africa.

The colonial era in Africa saw the introduction of 'modern' methods of medicine and curing. Little or no effort was made to determine the effectiveness of traditional healing systems. Colonial governments attempted to discourage the use of traditional medicine. They believed that traditional medicine was not effective in the treatment of illnesses, and its use was simple ignorance and superstition (Chavunduka 1994:5‑6). In many countries traditional healers were illegal under colonial rule because they were thought to encourage the belief in witchcraft. Most countries in southern African had Witchcraft Suppression Acts which outlawed the practices of divination and spirit possession. Such countries included Botswana, South Africa (and Namibia), Zambia and Zimbabwe. 

Missionary colonisation has also negatively affected traditional medical practices because missionaries considered these practises non‑Christian (Chavunduka 1994:5). In colonial Africa health care was frequently in the hands of missionaries who offered competing ideologies. Local inhabitants were encouraged to attend school to learn to read the bible, to go to church to save their souls, and to go to hospital/clinic to save their bodies. This division further emphasized the modern division between spiritual and physical health. Missionaries often found themselves opposed to possession and mediumship as they thought this was the work of one possessed by evil spirits. In Botswana, missionaries replaced traditional healers as advisers to the chief (Staugard 1986:54‑ 55). While in Zambia, many independent churches broke away from missions (Dillon‑Malone 1988:1160). In South Africa, a Father Callaway said that, '...some of our Christians themselves are being captured by witch doctors, to be themselves trained for the profession,' and in Zimbabwe a Father Shropshire stated that if the 'Natives' were educated and Christianised, they would give up their belief in 'magic and sorcery' (Chavunduka 1994:5‑7).

The advent of 'independent churches' in southern Africa, which are Christian based, has also had an effect on the traditional religio‑medical complex. Although the independent churches rally against traditional medicine as 'demonic', some traditional healers are incorporating Christian aspects of healing into their ceremonies (Cavender 1991:367). Both Christianity and traditional religions are based on the Creator as overall protector, the maintenance of moral purity, and the belief in life after death. Due to these similarities some Christians have integrated traditional and Christian theologies. Dillon‑Malone (1988:1159‑ 1160) describes how the suppression of traditional healers led to what he terms 'neo‑traditional' healers who are part of the independent church movement in Zambia. Staugard (1986:59) characterises the 'faith healers' of Botswana as more similar to, than different from, the Tswana traditional healers. Lee (1969:133) describes various kinds of Zulu possession is South Africa, including that of 'Zionist possession'. As Cavender (1991:367‑368) points out, one can only speculate on the effect such syncretism will have on traditional belief systems.

	Food for Thought

As we have just seen, religion played a very important role in how and if people practised traditional medicine in several other southern African countries. In Namibia, where the majority of the population is Christian, how do you think this has influenced traditional practices? 

There are some churches which 'tolerate' traditional practices (such as the Roman Catholic Church), but there are others that think people who use traditional ways are worshipping the devil (such as the Lutheran Church).

In Namibia, there are also many different independent churches, some of these offer Faith Healing, some do not. The Orwano church does not do Faith Healing, but the Church of God does.

Why do you think there is such variation in whether or not a church accepts traditional healing or whether a church is against it?




In spite of obstacles by colonial governments, missionaries and independent churches, people continue to go to traditional healers because early missionaries did not provide a medical alternative at the local level, governments today can not afford to provide health care to largely poor populations and traditional healers are successful in addressing social problems and curing certain types of illnesses (Chavunduka 1986:31‑32).

In Zimbabwe government support was one of the most important events which led to the legitimisation of traditional medicine there. Governments must speak in support of traditional healers. Attitudes [of the medical community] will not change if there is no voice for traditional healers. In most African countries where traditional medicine is considered a viable compliment to modern medicine, there has been an act of government to set the legal status of traditional medicine (Chavunduka 1995). Hoff (1992:182‑ 184) surveyed 17 projects aimed at the promotion of traditional medicine and found that, “the absences of clear recognition by many governments of the potential value and role of traditional practitioners in Primary Health Care (PHC) creates a poor climate for healers”. In those countries which have been independent for some time, there has been much research, mobilization, and written documentation about traditional medicine. However, in countries where political suppression was much greater and has lasted longer, as in Namibia, the thrust towards research and utilisation of traditional medicine is still in its infancy.

	Activity 9.2


(5 minutes)

Based on what you have just read, answer the following questions.

1  What were the three main influences during colonial times which tried to stop the use of traditional healers?

____________________________________________________________

____________________________________________________________ 

2  Missionaries encouraged local people to go to _______________ to save their souls, but to go to the ________________________ to save their bodies.

3  How did this split between soul and body differ from traditional African beliefs.

____________________________________________________________

____________________________________________________________




Traditional Medicine in Modern Africa

With increased demands on modern medical system and its costs, there has been a resurgence of interest in Africa concerning the uses of traditional medical knowledge. In 1978 the World Health Organisation (WHO) recognised the need to utilise traditional healers in their goal to provide health for all by the year 2000. By 1984 the WHO had established the Collaborating Centres for Traditional Medicine and was actively involved in funding research on the benefits of traditional medicines. In 1985 WHO reported that 23 African countries had healers' associations operating officially at either the national or district levels. The countries in southern Africa mentioned were Zimbabwe, Zambia, Swaziland and Botswana (Green 1988:1126).

WHO's ongoing commitment to the research and development of alternative systems of health care, including traditional healers, is due to their recognition that people have differing  worldviews, but more importantly they recognize the lack of modern medical facilities in many developing countries. Although some critics may claim that the WHO is settling for 'second rate medicine', many proponents of alternative medical systems realise that 'second rate medicine' is better than no medicine at all. It is estimated that 80% of people in developing countries have no other health care system than their traditional one and governments in such countries are unable to finance the expansion of their modern health care facilities (Neumann and Lauro 1982:1817).

Although most users of traditional medicine live in the rural areas, incidence rates for the utilisation of traditional healers, especially spirit mediums, has increased in the urban areas of other southern African countries. This increase is due in part to the urban dwellers' failure to uphold traditional values and perform the necessary rituals to the ancestors. Witchcraft is seen as rampant due to rival forces and increased competition in the urban environment (Dillon‑Malone 1988:1159‑ 1160). Cavender (1991:364) indicates that utilisation patterns for traditional healers are different in the urban areas, showing an increase variation in use between modern and traditional health care. Staugard (1986:62) found that people in the urban areas tend to utilise different types of traditional healers with about equal frequency. Witchcraft accusations, social discontention, ill health, and other socio‑medical factors at the village level can cause some people, who would not otherwise do so, to move to towns which causes a corresponding increase of use for traditional healers in the towns.

As previously stated, how people make choices about health and health care depends on how people perceive illness and misfortune. In Africa, as in other parts of the world, there are two parallel systems of healing, each with their own values and understanding as to the cause and cure of illness. Just as there are two systems of healing, there are two types of illnesses which correspond to the two systems. The choice patients make as to the system they access is dependent on the type of illness they believe they have and which system they feel will most likely give them the desired results. However, to view these choices as an either/or issue is to greatly simplify the patient's decision making processes (Cavender 1991:364). Patients make choices based on their perceptions of the illness, time needed to obtain treatment, and relative cost (Chavunduka 1986:32; Neumann and Lauro 1982:1818). In fact, medical treatment begins at the household level, then advances to herbalists and healers, and on to modern doctors. Patients may consult one traditional healer and if it does not work, they can go back to the same one, go to another nearby healer or even go to a traditional healer who is farther away and considered an 'expert' in the illness affecting them (Chavunduka 1986:34). Patients may also utilise both systems at the same time. Some patients engage in 'double consumption' because they are not happy with one treatment or the modern doctor is seen as dealing with the physical illness while the traditional healer deals with the 'why' or cause of the illness (Staugard 1986:63).

The utilisation of both modern and traditional healing systems is an attempt to heal the whole person (emotional and spiritual, as well as the physical person). The WHO views health as curing the whole person and 'well' aspects of life. Traditional medical systems are linked to the cultural cosmology and associated theories of healing in a society. Thus, the interpretation of these perceptions requires an understanding of the people's cultural point of view. Furthermore, traditional medicine gives the patient a diagnosis and prognosis in terms the patient can understand. However, it should not be concluded that traditional medicine is better at healing physiologically based illnesses, but is a recognition of the correlation between culture and health. This holistic approach to medicine is now being advocated in the United States and Europe whereby doctors are trained to recognise social, cultural, and psychological effects on illness.

	Activity 9.3


(15 minutes)

Now stop and read Gilbert, et. al. pages 74 through 76 and fill in the blanks below with the most correct answers.

1  Dr. Gumede states that, "Both modern and traditional healers have the same goal, ​​​​​​​​​_________________________". 

2  The roles of the traditional healers in South Africa can be broadly divided into three categories: ________________________, _______________________, and ____________________.

3._________________ and __________________ form a separate category of destruction known as _____________________.

4  Dr. Gumede says that any hope for reaching the WHO's goal of Health for All by the Year 2000 requires

_____________________________________________________________




Traditional Medicine in Namibia Today

During German colonial and later apartheid rule, Namibia's traditional medical systems were forcible discouraged or made illegal through a series of laws know as Witchcraft Suppression Acts. Traditional healers were forced to practice in secret and the western medical was the only formally recognised system. However, as we learned in Unit 6 under the impact of colonialism on health care in Namibia, the western system was primarily urban based and focused on health care for the minority white population. The African population was forced to seek alternatives to the western system which was inadequate and since they had always relied on traditional medicine, this was their primary source of health care. 

In independent Namibia, traditional medicine is governed by the Allied Health Service Professions Act which in spirit (but not in actual content) recognises traditional healers. This act provides for a Professional Board and stipulates control over training, qualifications and registration of traditional healers. Traditional healers have representation to the MoHSS via a Traditional Healers' Board and are active in the community through the Namibia Eagle Traditional Healers Association (NETHA).

Although traditional medicine in Namibia is recognised by the MoHSS, it has no legal or social standing in the society. There are currently negotiations with the WHO, MoHSS and the Traditional Healers' Board to conduct a feasibility study for integration or cooperation between MoHSS and traditional healers. However, progress on any front where traditional healers are concerned is slow due to hangover attitudes from the colonial era. Traditional healers are keen for recognition, training and integration, but it is the professionals from the western medical sphere which are sceptical (at best) about the prospects of working with traditional healers.

	Activity 9.4


(20 minutes)

Now stop and turn to Appendix I in the back of this workbook. Read LeBeau, "The Situation of Traditional Healers in Namibia" and answer the following questions.

1  What is the sum total effect of the acts and laws of South Africa (which were law in Namibia) concerning traditional medicine?

_____________________________________________________________

_____________________________________________________________

2  How will forming a Traditional Healers' Board in Namibia help both the MoHSS and the traditional healers?

_____________________________________________________________

_____________________________________________________________

3  Now read the excerpt from the speech given by Dr. Jerry at one of the meetings. What are some of the concerns that healers have and what does Dr. Jerry see as ways of achieving their goals?

____________________________________________________________

_____________________________________________________________




The Function of Witchcraft Accusations in Healing 

In this section, we will discuss the function of witchcraft accusation as an example of how traditional practices can help people not only to cure diseases and illnesses, but also to address social problems within the community. If we first understand that illness is culturally defined, and that many times a person can simply report a feeling of nonwell-being. This feeling could manifest itself in physical symptoms, or a much more abstract feeling that 'things are just not right'. In the western model some patients may go to their medical doctor for a check up, just because they have not been feeling well, maybe the doctor's diagnosis will be fatigue or stress. Other times a western orientated patient may go to a psychiatrist because they have been have 'troubles at home', 'problems with work' or other such complaints. The psychiatrist will discuss and diagnose the problems and may prescribe a regiment of weekly therapy sessions until the patient is feeling better. However, in both of these cases, the patient did not have a biological disease that either the western doctor or the psychiatrist could test in a laboratory and measure. Many times the medical diagnosis of 'stress' or 'fatigue' is simply a way of trying to put into western medical term the fact that the patient is having trouble coping with some social aspect of life. The causes of 'stress' and 'fatigue' in modern society are many: problems at work, trouble with spouses or other family members, etc (LeBeau 1997b:4). 

In the African (and many other) traditional medical models patients will also have symptoms which manifest themselves as a felling of nonwell-being, 'stress' or 'fatigue'. However, patients in this model are not likely to go to a western doctor and are even less likely to go to a psychiatrist. In the traditional model patients are more likely to go to a traditional healer to be 'checked' (equivalent to a check up in the western model). Through the course of being checked, a traditional healer will discuss with the patient their social relations with family members, neighbours, friends and co-workers. Frequently the results of the checking reveal social stressors in the patient's social relations and a cause for the patient's feelings of nonwell-being are diagnosed; it is due to witchcraft. Sometimes this witchcraft can be unintentional but most of the times it is deliberately sent. Most healers today (the reputable ones) will not specify the culprit of the witchcraft, nor will they suggest retribution. The cure for witchcraft is usually that the patient, and sometimes the house and other family members, must be cleaned of the witchcraft and protected from subsequent attacks. During the process of divination (checking), cleaning and protecting the entire story of the social problem is brought into the open and an attempt is made to redress the situation. If the offending party is still part of the patient's social circle re-establishment of normal relations is sought, the treatment might include medicine to fix what is wrong with the other party (LeBeau 1997b:5). 

It should also be noted that not all social problems are attributed to acts of witchcraft but they can also be attributed to the displeasure of the ancestors. In these cases neither person (the patient nor their social relation they are having trouble with) are directly at fault. In this case the ancestors are displeased with the behaviour of the patient (possibly for not showing the proper respect) and have removed their protection from the patient and this has allowed problems to occur in the patient's social relationships. In this case the cure is to perform a traditional ceremony such as the brewing of traditional beer, the sacrifice of a goat or sheep and preying to the ancestors that they accept these gifts as a show of respect. By performing this ceremony, the ancestors are pleased and re-establish their protection over the patient. As well as pleasing the ancestors, the social relation who the patient is having problems with is usually also a participant in this ceremony and the social problems is also discretely discussed, as well as the fact that everyone taking part in the ceremony knows that there are problems and why the ceremony is being held. These factors tend to cause the social problem to be brought out into the open, discussed and addressed (LeBeau 1997b:7).

In both of these cases (witchcraft and ancestor displeasure) there existed a social problem, the patient felt aware of the problem and sought a culturally appropriate way to fix the problem, much as a western patient would seek treatment from a doctor or psychiatrist.

	Activity 9.5


(20 minutes)

Now stop and turn to Appendix II in the back of this workbook. Read LeBeau, "Health, Illness and Witchcraft" and answer the following questions.

1  What is your medical diagnosis for Tara's skin disorder and how do you think it could have been related to her existing social problem?

_____________________________________________________________

_____________________________________________________________

2  What was Dorothy's social problem and how did Dorothy explain the 'physical symptoms'? What could these have been symptoms of?

_____________________________________________________________

_____________________________________________________________

3  What did both of these case studies have in common?

_____________________________________________________________




Unit Summary

In this unit we have defined and described the differences between the western medical system and the traditional medical system. We explored why you, as a nurse, should study and understand traditional medical systems. We also looked at the history of traditional medicine under colonialism, missionaries and independent churches and evaluated the manifestations of traditional medical systems today in Southern Africa. We have described to you the current status of traditional medicine in Namibia and used the example of witchcraft accusations to illustrate some aspects of traditional healing in Namibia.

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




	End of Unit 9 Activity A


(5 minutes)

Indicate which of the following are T (TRUE) or F (FALSE) by writing a T or F after each statement.

1  Allopathic medicine refers to the type of medicine traditional healers practice.

2  Many different medical systems can co-exist within one society.

3  There are a number of healing systems that can be termed alternative medicine.

4  When more than one medical system co-exists within the same society they are usually based on competing world views.

5  There is really no reason for nurses to concern themselves with whether or not a patient has been to a traditional healer.

6  During the colonial era, governments and missionaries cared so little for the people that they did not both themselves with whether or not people went to traditional healers.

7  Most countries in southern Africa had Witchcraft Suppression Acts under colonial rule.

8  Independent churches have done much to advance the cause of traditional medicine in Africa.

9  Today, government support is not an important factor in advancing the recognition of traditional medicine.

10  If WHO is to obtain its goal of Health for All by the Year 2000, it must begin to examine the use of traditional medicine.

11  In Namibia today, there is much being done by traditional healers to try to get recognition and training by the MoHSS.

12  The MoHSS has no interest in working with traditional healers and considers them all 'witchdoctors'.

13  Witchcraft is an old superstitious belief and has no function in modern society.


	End of Unit 9 Activity B


(10 minutes)

Circle the most correct answer.

14  Another term used for western medicine is:

a  alternative medicine

b  complementary medicine

c  allopathic medicine

d  folk medicine

15  Which of the following is NOT true about traditional medicine?

a  There are some good and some bad practices in traditional medicine.

b  Traditional medicine is based on indigenous belief systems.

c  Most traditional healers just have a dream and become healers, there is no training involved.

d  Traditional medicine can be said to have a more holistic approach to healing.

16  Which of the following did NOT try to interfere with the practice of traditional medicine during the colonial era?

a  local leaders

b  government officials

c  missionaries

d  independent churches

17  WHO has an ongoing commitment to the research and development of:

a  more prescription drugs

b  the use of allopathic medicine

c  second rate medicine, just to get the people some kind of health care

d  alternative health care systems

18  Which of the following was NOT one of NETHA's stated goals in a paper presented to a Sociology Nursing class?

a  For traditional healers to have access to patients in hospitals

b  The introduction of a reciprocal referral system between the two health care systems.

c  The introduction of traditional healing techniques at Universities which train western doctors.

d  Create the ability for traditional healers to participate in health research.


	End of Unit 9 Activity C


(15 minutes)

Answer the questions by writing one or two sentences.

19  List the three broad categories of traditional healers defined in your reading and state what each specialized in.

a._________________________________________________________

b._________________________________________________________

c._________________________________________________________

20  In your own words, define medical pluralism.

_________________________________________________________

_________________________________________________________

21  List at least two reasons why you as health care professional should learn more about traditional medicine.

_________________________________________________________

_________________________________________________________

22  What is the current legal status of traditional healers in Namibia today?

_________________________________________________________

_________________________________________________________

23  Explain in your own words the function of witchcraft accusations.

_________________________________________________________

_________________________________________________________




Unit 10: Integrating Divergent Medical Systems 

Overview

In the previous unit we discussed co-existing medical systems in a multi-ethnic society. We discussed the fact that Namibia, like many other countries in the world, has two competing medical systems: a traditional medical system and a western medical system. This unit will look at the possibilities and problems associated with integrating divergent medical systems in a multi‑cultural society. In this unit we will discuss the advantages and disadvantages to the two medical systems, experiences of collaborative attempts from other countries and possibilities for collaboration and/or integration in certain spheres of health care in Namibia.

Goals and Objectives

	By the end of this unit you will be able to:

1  discuss the differences between the modern and traditional health care systems.

2  describe what types of cooperation have been attempted in other southern African countries.

3  identify the advantages and disadvantages of the two health care systems.

4  discuss the possibilities of either collaboration or integration in specific areas of health care in Namibia.




Readings

As you study this unit, we will ask you to read the following sections from your prescribed text: Gilbert, et. al. 1996, Society, Health and Disease
pages 50-51

pages 71‑73

pages 79‑81

and Green, Edward C., 1996, Indigenous Knowledge Systems and Health Promotion in Mozambique, in Appendix III of this workbook.

Differing aspects of Modern and Traditional Medicine 

As we read through Gilbert, et. al. we discovered that there are aspect of modern and traditional medicine which are very different. Before we can consider whether or not there are possibilities for collaboration between or integration of the two systems, we must determine what those differences are and if such differences could interfere with a collective effort at health care in Namibia. On page 50 of Gilbert, et. al. there is a chart which lists some of the most important differences. 

	Definitions

Collaboration:
In this unit when we discuss collaboration between the two systems we mean keeping the two systems separate but forging linkages and strategies for cooperation between the two independent systems.

Integration:
In this unit when we discuss integration of the two systems, we mean the merging (in some form or another) of the two systems into one system. This single medical system would function as a whole and have the two previously separate systems as diverse but interrelated units. Integration of the two systems would be a much more dramatic step that simple collaboration.

adopted from LeBeau 1997c:4.


The first difference mentioned is that traditional medicine is based on indigenous 'supernatural' beliefs while western medicine is based on a 'scientific paradigm'. As we have previously discussed, not all western medicine is purely scientific and can be tested in a laboratory (such as the diagnosis of stress or psychiatric diagnosis) while not all traditional medicine is strictly based on 'supernatural' beliefs. Many diseases and their symptoms are also successfully treated by traditional healers. Thus we could say that there are overlapping areas of beliefs and competence.

Both traditional and modern medicine are based on knowledge gained by others, passed on and enhanced. In the traditional model knowledge is passed on from generation to generation while in the western model knowledge is passed on through formal education. In both cases the healer and the doctor take the knowledge they have gained and enhance it in order to find new and innovative ways to treat patients. again we could see that both medical systems have a method for transferring existing knowledge and improving upon it (LeBeau 1997c:2).

With both the healer and the doctor, the practitioner has a certain calling to his or her profession. With the traditional healer the calling comes from the ancestors and there is generally a history of healers in the family. In the recent past western doctors were also more likely to become doctors if their was a doctor in the family. Today the calling to be a doctor is more based on altruistic or financial desire (Gilbert et. al. 1996:50). Once a person has been called upon to become a traditional doctor they will become apprenticed to another, 'expert' healer and will spend 2 to 5 years in training learning the art and developing their skills. Even after formal apprenticeship is finished, the 'young' healer may spend several years working with and for the 'expert' in repayment for the training. During this time period the 'young' healer is still learning from his or her mentor. In the western model, persons called to this profession spend several years at university to acquire formal training and then serve a period of time working as an 'intern' in a hospital or clinic before they are formally recognized as a fully trained western medical doctor. Again, we can see that healers and doctors in both cases undergo extensive training before they are recognised as legitimate practitioners (LeBeau 1997c:5).

Other, more important differences are found between traditional and western medicine when we begin to look at the approaches the two professions take to the treatment of disease and illness. In the traditional paradigm, family members and even the entire community may be involved in healing and the healer takes a more holistic approach to healing. On the other hand, western medicine is based on treating the individual and the isolation of the disease or illness from the rest of the patient's socio-cultural, biological and natural environment. In these areas of practice, there can be seen to be some overlap in perspectives when western medicine attempts to be more holistic in its approach and when traditional medicine attempts to be more 'scientific' in its approach (LeBeau 1997c:5). 

	Activity 10.1


(5 minutes)

Now, stop and reread Gilbert, et. al. pages 50 through 51 and fill in the blanks with the most correct answers.

1  Traditional medicine often has a ____________ role while western medicine has a ________________ role.

2  According to Jansen (1973) in Gilbert et. al., what are the four questions we need to ask concerning sharing knowledge and experience between these two health care systems?

a.___________________________________________________________

b.___________________________________________________________

c.___________________________________________________________

d.___________________________________________________________




Experience from other Countries

Many other countries have been dealing with the issue of whether to collaborate, integrate or disregard traditional medicine for many years now. There is a correlation between the length of independence of a country and how advanced these issues have become. In a young country like Namibia, there have only recently been steps by the Government towards trying to determine how and where traditional medicine fits into the western (formally recognised) health care sector. Most other countries in southern Africa (and indeed in most of Africa) have far more advanced policies concerning traditional healers than Namibia.

In Gilbert et. al. 1996 there is an article ("Bones of Contention") about the practice of traditional medicine in South Africa as well as other countries in southern Africa. This article gives the two views concerning traditional medicine. One of these views takes a positive look at the practice of traditional medicine and the other takes a very negative look at traditional medicine (Gilbert et. al. 1996:71-73).

In the first part of the article it states that over 70% of Africans use traditional medicine and that traditional medicine has a place in modern society, but that they should be regulated by governments. The second part of the article cites a medical doctor's argument that traditional healers only practice 'voodoo' and a Dr. Manton Hirst (Anthropologist) who disagrees with the medical doctor. Hirst says that western doctors could benefit from the diverse ad rich knowledge of the natural medicines and a little more formal training could see many of the criticisms about traditional medicine removed (Gilbert et. al. 1996:73).

	Activity 10.2


(15 minutes)

Now, stop and read Gilbert, et. al. pages 71 through 73. Below are listed some of the countries discussed in the first article. After each country describe what each countries official position is on traditional medicine.

1.South Africa

___________________________________________________________

___________________________________________________________

2.Zimbabwe

___________________________________________________________

___________________________________________________________

3.Mozambique

___________________________________________________________

___________________________________________________________

4.Swaziland

___________________________________________________________

___________________________________________________________




Health Care Promotion: The Mozambique Experience

There are many issues relating to the use of 'indigenous knowledge' in health care promotion. This section looks at one health care initiative and its success in Mozambique. In this section we will look at an article by Green, Edward C., 1996, "Indigenous Knowledge Systems and Health Promotion in Mozambique", in Appendix III of this workbook. This article looks at a collaborative effort between traditional healers and ministry of health personnel. 

	Definitions

Indigenous Knowledge System (IKS) is defined by Green (quoting from McClure 1989:1) as that body of accumulated knowledge that has, "...evolved from years of experience and trial-and-error problem solving by groups of people working to meet the challenges they face in their local environments, drawing upon the resources they have at hand".

adopted and reprinted from Green 1996: see Appendix III


In this article, Green describes the serious lack of western medical personnel ad the relatively high ratio of traditional healers per population. Green reports that in 1990 76% of doctors and 82% of other health workers wanted some form of collaboration with traditional healers. Based on these findings a proposal was drawn up with seven point arguments for the collaboration between western and traditional medical practitioners: Namely that health service manpower was not able to handle the patient load, people were dying from preventable diseases, there were enough traditional healers to serve the population, traditional healers want to improve their healing skills, the government has expressed an interest in collaboration with traditional healers, WHO and others have recommended developing the use of traditional healers, and the question should not be whether but how to implement collaboration.

Green reports that in 1991 the Department of Traditional Medicine decided to focus a three year collaborative programme on child diarrhoeal disease and sexually transmitted diseases (including AIDS). These areas were selected because they were priority areas for the government yet the government lacked the ability to deal with these diseases, and there had been examples of successful collaboration in these two health care areas previously.

Throughout the course of the paper, Green explains how they made use of IKS to understand and treat child diarrhoeal disease. He explains how they determined and made use of the ethno-medical knowledge and beliefs relating to child diarrhoeal, the analytical framework they utilised, supporting research which was conducted and the community health care strategies that were then implemented. This paper shows how the use of IKS and traditional healers can be useful in dealing with diseases which also have cultural explanations and thus this collaborative exercise was successful in dealing with child diarrhoeal disease.

	Activity 10.3


(20 minutes)

Now, stop and read Dr. Green's article "Indigenous Knowledge Systems and Health Promotion in Mozambique" in Appendix III of this workbook. Based on what you have read, fill in the blanks below with the most correct answers.

1  The word Nyoka means ___________________________ and is related to child diarrhoea in that people believe

____________________________________________________________.

2  The concept of nyoka can be seen as a metaphor which comes from the concept of _____________________________.

3  Explain how the health promotion policy of child diarrhoeal disease used the concept of nyoka to encourage proper treatment of the diarrhoea.

___________________________________________________________

____________________________________________________________

____________________________________________________________




The Debate about Integration or Collaboration Between the Two Systems 

If and how traditional and western medicine should interface has been the topic of heated debate for well over 30 years. There are many advantages and disadvantages to both collaboration and integration. However, medical personnel from both systems have reservations about a system of integration or collaboration. Western medical personnel do not want to refer patients to traditional healers, they have little contact or knowledge about what traditional healers do, they think all traditional healers should undergo training, and they frequently have a condescending attitude about traditional healers due to their own 'scientific' training. Western doctors may feel that traditional doctors can work in government facilities, but under the watchful eye of western trained medical personnel (Ojanuga 1981:408). On the other hand, traditional healers have had little contact nor do they understand what western doctors do, they do not want to refer their patients to western doctors, and they often feel that western doctors do not really listen to or treat the patient appropriately (Ojanuga 1981:407-410). Many traditional healers also feel that their methods of treatment are superior to those of western doctors (Ojanuga 1981:409). While there is no easy solution to the debate, but the patient is simply trying to obtain the best health care possible given the available systems.

	Activity 10.4


(15 minutes)

Now, stop and read Gilbert, et. al. 1996 pages 79 through 81 which contains Melvyn Freeman's article, "Negotiating the Future of Traditional Healers in SA - Differences and Difficulties". Then fill in the blanks with the most correct answer based on what you have read.

1  Traditional healers frequently recognise that there are certain instances where ______________________________ however, they feel that their system of healing is ____________________________________________.

2  Traditional healers feel that they do not need modern legitimacy since their recognition comes from __________________________________.

3  The view of the medical associations in South Africa is that unless interventions have been ________________________________________________________

4  Western medical practitioners see a role for traditional healers in: ____________________ and  __________________________, so long as their ______________________ and they receive _____________________.

5  There are two main differences which stand in the way of cooperation between western and traditional medical sectors, these differences are:

a.______________________________________________________

b.______________________________________________________




Problems Associated with the Two Systems

The Mozambique example shows how IKS can be used in health care promotion; however, it also highlights some traditional practices which are not beneficial to the treatment of diarrhoea, but are actually detrimental to the child. As with any health care system, there are advantages and disadvantages to the system. 

With the western medical system in Africa, there have also been problems. In many cases the western medical system has failed in Africa because:

1  facilities are too far away or inaccessible for much of the rural population. In some areas the average travel time to a hospital or clinic is well over an hour;

2  people frequently do not have access to trained staff and proper technical equipment;

3  the staff, especially in the rural areas, are poorly trained and unmotivated;

4  there are inadequate technical services leading to poor quality care;

5  the treatment costs too much, even for state run hospitals and clinics;

6  governments spend a large proportion of their Per Capita gross national product on western health care;

7  treatment is divorced from the patient's culture, family and community;

8  doctors tend to go to cities and not to rural areas.

(adopted from Lashari 1984:175-177, Ojanuga 1981:407-410 and Yangni-Angate 1981:240-244).

With the traditional health care system there are also problems associated with the level and type of care patients receive. Some criticisms and complaints that have been levelled against traditional medicine are that:

1  healers do not keep accurate patient records;

2  medical measures are not used so dosages vary and are not controllable;

3  some traditional treatments give rise to other complications or may even be detrimental to the patient;

4  many of their diagnosis are vague and they tend to use supernatural or witchcraft explanations for illness;

5  their methods and diagnosis is never supposed to be questioned since their power comes from supernatural sources;

6  there are may charlatans and some traditional healers exploit patients for vast sums of money or other material gain;

7  they fail to recognise their own shortcomings;

8  western doctors feel that traditional healers have unhygienic practices.

(adopted from Lashari 1984:175-177, Ojanuga 1981:407-410 and Yangni-Angate 1981:240-244).

Advantages to the use of Traditional Medicine

There are also many advantages to using traditional healers in public health initiatives. Some of the advantages are:

1  people have faith in traditional healers and they are well respected in their communities;

2  they are part of the people's culture. They treat the spiritual as well as biological cause of an illness;

3  they allow the family, and possibly the entire community to be part of the healing process;

4  they are accessible to everyone, even in the most remote villages and areas;

5  they do not require expensive or sophisticated technical equipment;

6  it is economically viable to use traditional healers since there is no initial funding necessary since traditional healers are already in place within the communities.

(adopted from Lashari 1984:175-177, Ojanuga 1981:407-410 and Yangni-Angate 1981:240-244).

Problems with Collaboration/Cooperation/Integration

Due to the divergence of medical practices and opinions, there are several areas of disagreement between traditional healers and western medical personnel. There is also general disagreement concerning other aspect of integration. Some of the following areas have been identified as problems relating to what form cooperation should take.

1  Both medical doctors and traditional healers are frequently not willing to refer patients to each other;

2  Medical personnel do not know, therefore they do not trust, the herbs given by traditional healers while many traditional healers have little experience with western medical techniques;

3  Both medical personnel and traditional healers have little contact with each other and therefore do not understand each other's practices;

4  Both traditional healers and medical personnel feel that their healing techniques are the best;

5  There is debate as to whether and how much remuneration traditional healers should receive for their services;

6  There is general disagreement as to where traditional healers should practice; be it in hospitals, in separate wards or in private practice.

(adopted from Lashari 1984:175-177, Ojanuga 1981:407-410 and Yangni-Angate 1981:240-244).

Areas of Collaboration/Cooperation/Integration

Many other countries have experimented with collaborative efforts between traditional healers and their western counter parts. These efforts have revealed some areas which have shown promising results thus far. These areas are:

1  Mental health care - Mental health is culturally defined, what is considered a mental illness for one culture is not in another culture. Traditional healers are very good at diagnosing and treating a variety of mental illnesses and social-psychological problems.

2  Diarrhoeal disease - Traditional healers are also good at stopping diarrhoea and have vast experience treating childhood diarrhoea. As we read in the article by Dr. Green, the causes of diarrhoea are frequently defined culturally. With the recognition and use of the cultural explanation for diarrhoea, traditional healers can be used (and/or trained) to administer appropriate anti-diarrhoea treatments (such as ORS).

3  STD's and risky sexual behaviour -  Traditional healers command the respect of the members of their community and as such have been useful in disseminating information and advising patients concerning risky sexual behaviour in a culturally appropriate manner. Traditional healers can also possibly be useful in distributing and training patients in condom use.

4  AIDS patient care - Due to the serious nature of the AIDS pandemic in Africa, traditional healers are one of the primary health care providers for AIDS patients. Historically, traditional healers have proved that they are proficient in the treatment of vomiting, diarrhoea and skin disorders, some of the primary complaints of AIDS patients. Traditional healers can be used in an AIDS Home Based Care programme. In addition, traditional healers have played an important role in counselling victims of AIDS and their families, as well as, providing traditional purification ceremonies which allow the victim to be re-integrated and accepted by their society.

5  Promoting childhood immunisation -  Many healers are familiar with the concept of immunisation in that they frequently provide traditional immunisations to child to protect them against witchcraft. Thus, traditional healers have been used to promote childhood immunisation using culturally accepted explanations for its necessity. This dispels some mother's fears and suspicions concerning western childhood vaccinations.

6  Midwifery and TBAs -  Long before there was western medicine, mothers were receiving prenatal, delivering babies and obtaining antenatal care and advice. Traditional Birth Attendants (TBAs) are proficient and well respected members of the local society. There have been many programmes (including one in Namibia) to upgrade TBAs' skills and utilise them in home based child delivery. 

Criteria for Collaboration/Cooperation/Integration

Before there can be successful attempts at collaboration and/or integration of traditional and western medicine, there needs to be some basic rules of cooperation. Some of these are:

1  Recognition - Both western and traditional healers need to have workshops aimed at learning something about each others' healing techniques, becoming sensitive to the social status and position of each other within the society. Healers should learn basic biomedical techniques (such as hygiene and ORS) while western medical personnel should learn aspects of culture that influence health and illness. Traditional healers should be encouraged to refer notifiable diseases to western personnel while western personnel should be trained to refer certain illnesses to traditional healers (such as AIDS patients or cultural illnesses).

2  Respect - Western medical personnel and traditional healers should learn to treat each other with mutual respect and dignity. Traditional healers should be trained to recognise harmful practices while western personnel should come to respect the magico-religious side of cross-cultural healing.

3  Reward - Both western medical personnel and traditional healers should receive remunerations of their training time. There should be a pay scale which recognises the services provided by traditional healers and they should be remunerated accordingly. Traditional healers should also receive certain basic materials and equipment (such as ORS and condoms), as well as recognised certification.

4  Health records - Traditional healers should be trained to maintain accurate records. There should be health cards which both western medical personnel and traditional healers complete. Both should be trained to read and understand the treatments recorded by the other.

(adopted from Bastien 1994:133-137).

Prospects for Collaboration in Namibia

In general, Namibia lags behind other countries in Africa in their collaborative efforts between western and traditional medicine. Namibia is a young country and as a country emerging from the clutches of apartheid and colonialism, there were many basic human issues to be dealt with at independence. The issue of traditional healers and the place for traditional medicine had to take a back seat to more pressing issues such as childhood immunisation and Primary Health Care. However, the question has recently been raised in Namibia by WHO, MoHSS and traditional healers as to what the possibilities are for collaboration between the western and traditional health care sectors. Traditional healers are eager for collaborative efforts which include training and mutual recognition and respect; however, they are not prepared to be subservient to western personnel or to be used as second class community health workers. Traditional healers feel that their cultural and magico-religious explanations for illness can not be disposed of for western explanations of disease in a purely biological paradigm. On the other hand, western personnel are sceptical about traditional healers' skills and qualifications. Many western medical personnel fear that a collaborative effort could send the message to communities that all healers are equally skilled. Due to the reservations of both western medical personnel and traditional healers, integration of the two systems is currently not desirable by either parties, nor would such a system be likely to succeed. In addition, donor agencies are reluctant to cooperate with traditional healers without the consent of the MoHSS and western medical personnel. Adequate research into a collaborative effort has yet to be conducted and donor personnel are reluctant to recognise the skills of those within the country capable of such research. In Namibia, the process is stalled by fears and suspicion from both western and traditional medical personnel, as well as donors and government officials. The most pressing issues to be addressed in the collaborative effort in Namibia are:

1  research into areas of collaboration and possible problems associated with it should be conducted immediately by persons familiar with the Namibian context, cultures and healers;

2  the Traditional Healers Board received minimal technical support from the MoHSS at its inception, but members need training in basic secretarial, accounting and management skills. The Board also needs financial support in order to operate. Currently there is no money allocated to the Board, nor is there a mechanism in place for raising funds. The Board has expenses for transportation, office supplies, and operating cost. The MoHSS should set aside an office (with telephone, etc) from which the Board can operate (current the Board meets in members houses). Board members must take time out of their busy patient treatment schedules to meet with out any form of remuneration. Western medical personnel receive salaries, but traditional healers are expected to work for free;

3  traditional healers, medical doctors, donors and the MoHSS should work as a team starting from the planning stage through to the implementation of collaborative efforts.

Some other issues relating to collaborative efforts in Namibia are:

1  traditional healers should receive training in hygiene and other basic concepts while western doctors are trained in cultural aspects of healing (as with the issue of remuneration for Board members, traditional healers should not be expected to attend training sessions for free while western personnel are on salaries);

2  western doctors and traditional healers should both receive training to be more sensitive to the other's profession;

3  conveners of training workshops should include traditional healers and medical anthropologist as well as medical personnel to insure cultural appropriateness in training (some traditional healers complain of not being treated with the respect they receive from within their own communities);

4  training efforts should focus on the areas identified under section 7.4 of this unit;

5  criteria for mutual referrals should be designed and a system of mutual referrals should be setup which requires both western and traditional medical personnel to refer patients for specific illness or diseases;

6  traditional healers should be allowed to treat their patients in hospitals and clinics within certain guidelines and with specific criteria.

Unit Summary

In this unit we looked at issues relating to collaboration and/or integration of traditional healers and western medical practitioners. It was determined that neither medical system alone can provide for the health care needs of the population. We identified the advantages and disadvantages to both systems and looked at possible problems associated with cooperative efforts. This unit also identified areas of cooperation which have experienced success in other countries. Finally, we looked at issues and aspects related to collaborative efforts in Namibia. 

	Goals and Objectives Activity


(2 minutes)

Look at the objectives we listed at the beginning of this unit and tick off those that you have achieved. If you have not ticked off all of them, go back to the sections which require more attention.




Your End-of-Module (Second) Assignment

It is time for your second assignment to be sent to the Centre for External Studies at the University of Namibia for tutoring and marking by your tutor. You will find this Assignment in your Assignment Booklet which came with this Module "Sociology Module II: Sociology of Health‑Assignment Booklet". You will also find guidance and instructions in this booklet on how to do your assignment. This second assignment replaces, the usual "End of Unit Activities".

Your second assignment is to write a 20 page paper on the aspects relating to traditional medicine discussed in Unit 9 and 10 (but making reference to the influence of culture.  In your essay you should:

1  attempt to identify how each issue relates to Namibia and give examples from your own culture and experience.

2  You must refer Units 1, 3, 9 and 10 of this workbook. You must also refer to Gilbert et. al. and the readings in the appendices of this workbook.

3  The structure of your essay should be as follows:

i.  Introduction

This is an introduction section and should introduce the topic of traditional medicine and say why you are writing about it.

ii.  Discussion

This section is like a review of literature and background on the topic. In this section you should define concepts relating to traditional medicine and say how these concepts function. In this section, you must give examples from Namibia to show how these concepts function and relate to your own society, be sure to include a discussion of traditional medicine in your own culture and aspects related to the collaboration between western and traditional medicine.

iii.  Conclusion

In this section, you should finalise the topic and restate some of the main points. Also you should say what you think and feel about the topic and how you think collaborative efforts could help patients.

Do the second assignment now: good luck with your second assignment. We hope you will find the marking and tutoring which you will receive from your tutor when you get your assignment back helpful in checking whether or not you have understood cultural issues related to health and illness.
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The Legal Status of Traditional Healers

In Namibia, as in other countries in Africa, the almost total denial and suppression of traditional medicine is due to the historical background and social context within the country. As in many African countries, traditional healers in Namibian were at best ignored and at worst illegal under colonial rule because they were thought to encourage the belief in witchcraft (LeBeau 1995:2). Namibia was colonised first by the Germans from 1884 to 1914 and then by the South Africans from 1914 to 1990. Under South Africa rule, white South African prejudices against blacks were interpreted into South Africa laws which also applied to Namibia. South Africa's Witchcraft Suppression Proclamation of 1933, Witchcraft Suppression Act of 1957, and amendments of 1967 and 1970 were the relevant laws regarding the practice of 'witchdoctors' (Administration of SWA 1933:138‑140, Republic of South Africa (RSA) 1957:601‑603 and 1970:605). 

The 1933 act makes it a criminal offence to use "supernatural means" to "indicate another as a wizard or witch" (section 1.a), for a witchdoctor to name one as a witch (section 1.b), "employ or solicit a witchdoctor" in the naming of a witch (section 1.c), "profess a knowledge of so‑called witchcraft" or give "poisonous drink" in the search for a witch (section 1.d), supply one with charms for or against witchcraft (section 1.e), use "witch medicines" (section 1.f), or "pretend to use super‑natural powers for the purposes of gain". This includes witchcraft, sorcery, enchantment, and fortune telling for the purpose of gain (section 1.g). Many derogatory phrases in the act are 'so‑called witchcraft', 'pretend to practice witchcraft', 'pretend knowledge', and 'pretend to exercise' (Administration of SWA 1933:138‑140).

The 1957 act includes the above mentioned clauses and further stipulates that to commit the crimes defined in paragraph (a) and (b) of section 1 which result in death, is punishable by 20 years in prison and a whipping not to exceed ten stokes. While the commission of any of the outlawed crimes merits a fine of 1000 Rand and/or imprisonment not to exceed 10 years and a whipping not to exceed 10 strokes. In section 2, Presumption, the act further states that, "Where any person in respect of whom an offence referred to in paragraph (a) or (b) of section 1 was committed, is killed, it shall be presumed, until the contrary is proved, that such person was killed in consequence of the commission of such offence," (RSA 1957:603). This statement implies that the person is guilty until proven innocent.

The Witchcraft Suppression Amendment Act of 1970 states that the act is designed, "...so as to make it an offence for a person who pretends to exercise supernatural powers, to impute the cause of certain occurrences to another person; and to provide for incidental matters," (RSA 1970:605).

The sum total effect of these acts in so far as traditional healers are concerned was to outlaw the practices of divination, spirit possession and fortune telling. All traditional spiritual practices were outlawed and only herbalism was, strictly speaking, not against the law. However, RSA's health workers acts made it illegal to provide medicines without a state recognised degree and state registration (Iyenda 1996). Furthermore, a search of Burman's Guide to SWA/Namibia Laws reveals that only the Witchcraft Suppression Amendment Act No. 3 of 1967 has been superseded by the 1970 amendment and none of the other above mentioned acts has been repealed or superseded (Burman's 1994:w3). Thus the acts of 1933, 1957 and 1970 are, in fact, still legal statutes in Namibia.

Traditional Healers Board

Until Namibian independence in 1990 traditional healers in Namibia were governed by South Africa's laws. In 1990 the government saw to the formation of a traditional healers association under the health workers acts which were still South African in origin. Here the relevant law is Act No. 52 of 1974, Homeopath, Naturopaths, Osteopaths and Herbalists Act of 1974 which was repealed by the Allied Health Services Professions Act of 1993 (Government of the Republic of Namibia (GRN) 1993a:54). Not until 1993 with the Passing of the Allied Health Services Professions Act were traditional healers officially recognised (in spirit but not in word) under Namibian law. In part II, section 2(b) this act indicates that it applies to, "any other profession, after consultation with the Council, which, in the opinion of the Minister, is related to the treatment prevention or relief of physical or mental defects, illnesses or deficiencies in any person..." (GRN 1993a:7). This act provides for the formation of a Traditional Healers Professional Board, stipulates control over training, qualifications and registration of members of health services professions, indicates the penalties for unregistered members and defines the disciplinary powers of the Professional Board. This act forms the primary basis of interaction between and support from the Ministry of Health and Social Services (MoHSS) and traditional healers in Namibia. Until the Professional Board under the MoHSS was established through elections, appointments to the board were done by the MoHSS. In 1994, the Minister appointed four members to a Traditional Healers' Committee to advice him, "...in relation to the exercise or performance of such powers, functions and duties of your profession, as may be necessary," (MoHSS 1994c). Again in 1996, the Minister appoint three new members to advise him on matters relating to traditional healers, but advised healers to continue in their endeavour to form their own Professional Board (MoHSS 1996).

In addition to the Allied Health Services Act, the Council for Health and Social Services Professions Act of 1993 (GRN 1993b) provides for the formation and stipulates the functions of a Council for Health and Social Services Professions. Under this act, professions falling under the Allied Health Services Act are required to elect a member from their profession to sit on the council and advise the Minister on health and welfare related issue, promote standards of training, and to make recommendations to the Minister concern matters falling under the health services act (GRN 1993b:4). This act formed the basis of correspondence between the MoHSS and traditional healers when the MoHSS requested the presence of seven traditional healers as members to represent traditional healers at a meeting with representatives from the other allied health service professions to elect three persons to sit on the Council for Health and Social Services Professions (MoHSS 1994b). Subsequent correspondence from the MoHSS notified specific traditional healers that they had been appointed to represent traditional healers on the committee to elect Council Members (MoHSS 1995b). This Council is now full formed with traditional healer representation.

The sum total of current laws pertaining to traditional healers and their on‑going interaction with the MoHSS clearly establishes them as members of the Allied Health Services Profession with all of the rights and privileges thereof.

One of the last steps for traditional healers to become a fully recognised body with the MoHSS was their nationwide Traditional Healers Professional Board elections. For the past six years traditional healers, through the Namibia Eagle Traditional Healers Association (NETHA), have been operating without a democratically elected Board and MoHSS administrative body. Under these circumstances, the MoHSS has been appointing members of a Traditional Healers' Committee to advise it on matters relating to traditional healers (MoHSS 1994c; MoHSS 1996). However, the MoHSS also assisted in the formation of the Professional Board. During 1996, NETHA in close cooperation with the MoHSS, planned and implemented the Professional Board elections. The MoHSS provided polling stations, mailing materials, infrastructural and technical support for the election process. NETHA head office personnel worked diligently to mail notification of nominations to all 2400 standing members. This mailing notified members of their ability to nominate candidates who could then stand for elections, polling station locations for elections, and what documents were needed to participate in the elections (NETHA 1996c). NETHA also notified unregistered members, through radio and television announcements, of their need to register to be able to participate in the election process. From May to August 1996 NETHA held Board Election Workshops whereby members from the different areas of Namibia travelled to the Windhoek head office to be trained in nomination and election procedures. Through a series of these training workshops, the Professional Board elections, which took place in August and September of 1996, went smoothly. Seven members were elected to the Traditional Healers Professional Board. This Board is now in the process of drafting its rules and regulations which will be presented to the Minister as governing laws that will govern the registration and practice of Traditional Medicine in Namibia.

Namibia Eagle Traditional Healers Association (NETHA)

As well as a Traditional Healers Professional Board which is directly under the MoHSS, there is also the Namibia Eagle Traditional Healers Association (NETHA). This is a voluntary association formed with the intent to organise and professionalise traditional medicine. Prior to 1990, there was no association of local origins in Namibia. In 1987, members of the South African Traditional Healers Council (SATHC) came to Namibia to register and mobilise traditional healers into the Namibian Traditional Healers Council (NTHC). This precursor to NETHA was not really an association, but a council of representatives. There was representation for the SATHC in Namibia and the staff that acted as leaders for Namibian traditional healers were South African. The Chairperson at that time was one Solomon Mbiko, the President was Mr. Zungu, and the General Secretary was Mr. D.C. Erasmus (Mwene 1996a). Traditional healers in Namibia were registered with the SATHC where all administrative tasks and decisions were made (Iyenda 1996).

With Namibian independence from South Africa, there were many returnees who were active traditional healers as well as an influx of foreign traditional healers that contributed ideas for a traditional healers association from their own countries. These newly arrived traditional healers thought they should take advantage of the independence movement to free traditional healers from South Africa rule as well. A group of representatives including, Dr. Eliphas Iyenda, Naomi Pacheko, Solomon Mbiko, Dr. Jeremiah Mwene and Mr. D.C. Erasmus, approached the Minister of Health and Social Services, Dr. Nicky Iyambo, and suggested that a Namibian traditional healers organisation be formed and officially recognised by the Government. The Minister referred the delegation to his personal legal advisor, Jan Oberholzer, who was dealing with such matters. Dr. Iyambo requested Mr. Oberholzer to listen to what the healers had to say. Mr. Oberholzer thus acted as the healers’ legal advisor in the formation of the association. He provided the necessary counselling since the delegation had an idea of what they wanted to do but did not know how to go about it. Thus with the help of persons within the MoHSS, the Namibia Eagle Traditional Healers Association (NETHA) was created in 1990 (Mwene 1996a; Iyenda 1996). 

The SATHC also returned in 1990 to assist with the formation of NETHA. In a letter dated 15 August 1990, the MoHSS notified SATHC of NETHA's intention to form their association as members of the health services profession in Namibia (MoHSS 1990). On 7 October 1990 NETHA held its official inauguration ceremony which was attended by the Minister of Health and Social Services (Dr. Nicky Iyambo), traditional healers from all over the country, the television and newspaper media and local community members (NETHA 1990). NETHA now has four regional offices throughout the country and its head office which is located in the Katutura Red Cross Centre. There are currently well over 2400 healers registered nationwide and with the Traditional Healers Professional Board elections, many new members were registered so that they could take part in the voting process (Iyenda 1996).

In March 1992, NETHA applied and placed notice of application in the Government Gazette for the Application for Registration as a Welfare Organisation. This application, under the National Welfare Act No. 79 of 1965, allowed NETHA to solicit funding from the MoHSS, GRN and other donor agencies as a non‑profit, NGO organisation (GRN 1992:4).

Below is an excerpt from a paper NETHA members presented to my Sociology nursing students. This is the ACTUAL wording and should be referenced as such (NETHA 1996a:1‑2).

"The traditional healers association was created to carry out the following functions:

1  Keep records of all registered traditional healers in the country.

2  Organise workshops and seminars for traditional healers.

3  Collect traditional medicaments for research by relevant organisations.

4  Reorganise and encourage healers to come out from their shells and thus contribute to the drawing up of plans for development and promotion of traditional practice, as well as collaborating between them and their scientific counterparts. This would include the promotion of a referral system acceptable to both practitioners.

5  Form committees relevant to supervise resolutions and implement programmes proposed therefore. 

6  Be a basis for the formation and preparation of a Professional Board that should govern the overall administration as a linking mechanism with both the Government and non‑governmental organisations."

Traditional Healers and MoHSS

Part of the MoHSS's emphasis on Primary Health Care (PHC) includes the skills upgrading of traditional birth attendants and the utilisation of traditional healers in PHC education and provision (Omambia 1996). The roll of traditional medicine in the development of PHC has been a main emphasis in the holding of workshops, conferences and meetings between the MoHSS and traditional healers (NETHA 1996a:2; Omambia 1996). 

Below is an excerpt from a paper NETHA members presented to my Sociology nursing students. The section addresses the 'discussions' between the MoHSS and traditional healers, This is the ACTUAL wording and should be referenced as such (NETHA 1996a:2‑3).

"These discussions include efforts to:

a  Gain an understanding of the contribution being  to primary health care in both allopathic and traditional practices.

b  Obtain an insight into the mode of practice in traditional medicine.

c  Establish areas of collaboration between the two health care systems in Namibia.

d  Promote the formation of a governing Professional Board to be the basis for protecting, representing, controlling, and implementing all interests pertaining to the increase of traditional practice in all respects in Namibia.

e  Introduce reciprocal referrals of patients where there is failure in treatment. 

f  Encourage reciprocal appreciation of each others work.

g  Create access for traditional healers to treat certain diseases, where the type of herbs used is the basic requirement prior to invitation to practice in hospitals and clinics. There is also a rising concern that fees should be standardised by the imminent Professional Board, perhaps in view to those who will have to work in hospitals.

h  Create access for traditional healers to participate in health research as well as in both environmental and professional hygiene promotions. This extends to a new argument as to whether the substitute name for the title "Doctor", which is being used by the traditional healers, should be accepted."

For contrast and comparison, below is an excerpt from a speech by Dr. David Omambia from the MoHSS presented to my Sociology nursing students. Dr. Omambia was discussing what he sees as the steps for integrating 'Traditional Health Practitioners' into the modern health care system. This is not his actual wording, they are my notes from the session (Omambia 1996). Dr. Omambia sees the modern health professions responsibilities as:

1  Understanding the communities perceptions of the causes of illness

2  Knowing who provides health care services to the communities around where you are working

3  Understanding the treatment procedures of traditional practitioners

4  Developing a relationship with traditional practitioners

5  Sharing with them what you know and from this try to change harmful practices and encourage existing useful practices

6  Introducing changes of new technologies slowly 

7  Encouraging referrals of cases that can not be managed by traditional practitioners

8  Referring cases to traditional practitioners which you can not manage, such as family planning and mental illness.

9  Developing a working relationship with traditional practitioners such as Namibia's National Training Programme for Traditional Birth Attendants.

In keeping with the MoHSS's emphasis on primary health care, traditional healers have participated in many workshops and conference sponsored by the MoHSS. In 1991 a member of NETHA was invited to attend the MoHSS National Safe Motherhood Conference (MoHSS 1991). In 1993 traditional healers were invited to attend a Primary Health Care Awareness Creation Workshop (MoHSS 1993a). NETHA was invited by the MoHSS to have NETHA members on their Regional Health Management Teams (MoHSS 1994a). As late as 1995, NETHA members presence was requested at a workshop with the National Drug Control Commission (MoHSS 1995).

The Namibian AIDS Control Programme (NACP) within the MoHSS has also held several workshops with traditional healers. The first workshop in 1993 lasted three days and consisted of 102 traditional healers from all over the country. The groups that were involved were: herbalists, spiritualists, traditional birth attendants and bone casters. These workshops did not focus on written documentation since many traditional healers are older and can not read. Instead, participants talked and discussed, while teaching materials were presented in the form of short stories and plays. The objectives of the workshop which NACP prefers to think of as 'consultations' were:

      ‑      healers interpretation of AIDS

      ‑      their perceptions

      ‑      how traditional healers currently treat AIDS

      ‑      modes of transmission

      ‑      safer practices by traditional healers to reduce

             transmission during treatment

NACP has held two follow up workshops in 1994 in the Caprivi and Kavango to discuss practices of traditional healers in those regions as they relate to AIDS (Xoagub 1996).

Traditional Healers and Other Organisations

Government support is one of the most important events that lead to the legitimisation of traditional medicine in Africa. Governments must speak in support of traditional healers. Attitudes of the medical and lay communities will not change if there is no voice for traditional healers (LeBeau 1995:1). The Professional Board and NETHA have enjoyed strong support from the Government since its inception. Not only do they have support from the MoHSS, but other Ministries and the Office of the President have also been supportive. On 26 April 1996 NETHA members in conjunction with Namibian Network of AIDS Service Organisations met with the President of Namibia, His Excellency, Dr. Sam Nujoma (GRN 1996). The NETHA delegation, which consisted of Dr. Eliphas Iyenda and Dr. Jeremiah Mwene, was well received by the President, who expressed his support for the traditional healers cause and pledged support for them (Mwene 1996a; Iyenda 1996).

Over the years traditional healers have also had support from international donor agencies. In 1993 members of NETHA were invited to attend a WHO workshop in northern Namibia (Mwene 1996a). Currently, WHO is negotiating with the Professional Board to provide financial support for workshops and training programmes. 

In 1991, The Caprivi Eagle Traditional Healers Association (CETHA) was formed by healers in the north‑eastern part of the country, but those members have subsequently been absorbed into NETHA (Iyenda 1996). The actual date of absorption is unclear since Lumpkin reports the existence of CETHA in 1993, but Dr. Iyenda says that it was disbanded in 1991 (Lumpkin 1994:6; Iyenda 1996).

Prospects For Traditional Healers in the Future

Although the traditional healers' profession in Namibia has advanced from the position of an illegal practice, through German and South African colonial rule to a Government recognised entity with the formation of the Traditional Healers Professional Board which will make them eligible for Government and donor financial support, the traditional healers in Namibia have a long way to go. The healers themselves are the first to acknowledge their own training and skills upgrading needs (NETHA 1996a:4; NETHA 1996b:1). With skills upgrading religious personnel, medical practitioners, and community members may begin to accept traditional healers as viable health care practitioners. As delegation members to the Board Election Workshops so frequently pointed out, the church must accept traditional healers as medicinal workers and not agents of the devil, western trained medical personnel must accept that traditional healers do have a role to play in the health of the population and community members should become more aware of the positive role traditional healers can play in health care provision. But in the final analysis it is the traditional healers themselves who must overcome problems to which they may also contribute. Too many traditional healers, wishing to promote themselves, make claims for medicinal cures and treatments they do not possess and as in so many countries in southern Africa, fighting within a healers' organisation only strengthen stereotypes of healers as fakes who are only interested in personal gain.

As Dr. Mwene so eloquently put it at one Board Election Workshop of 24 May 1996:

"This is an opportunity to share experiences and views for our professional benefit, so the profession is advanced and our problems are advanced. In other countries where the profession is advanced the problems are also advanced. I am here to share my knowledge and experience with you. People here [in the meeting] see the same problems such as conflict with the church and medical profession as in other countries. The central fact is that traditional practitioners are not recognised in the community. The more the traditional associations progress, the more this lack of cooperation tends to mature. This is partly because the traditional understanding of the community was that whoever deals with herbs is evil. We ourselves are failing to prove we are persons to be trusted by the community as very good traditional healers tend to talk of what we are not able to do. This complicates the work of our association as we try to clean up the name of our healers in this country. It is your responsibility to clean up this important title of Traditional Healer, it is done by you. Then it will start to help with our work, with the church, medical doctors, etc.

Namibia is an important country looked at with powerful Traditional Healers, we don't tend to know this and tend to make our skills hidden or background. Use the opportunity to feel proud of the talent you have. I assure you that you have a well established association and will run into organisation when the Professional Board is established. I assure you through my own observation the MoHSS is very much willing to support and cooperate with Traditional Healers here. You can see this evidence due to the lady who is here with us now [me], before she may not have had this access. Other evidence is now we are able to organise ourselves a Professional Board so we can be budgeted by the cabinet every year. Through the Professional Board we are able to hold training and workshops every now and again. Another more important evidence is the Minister will open doors for competent healers to visit hospitals and treat patients, in not just hospitals, but clinics as well.

Therefore, I would like to remind you that the training for Board election, that the Ministry is impatiently waiting for, is very important. Therefore, let us be fully committed and careful since the thing we are electing for is very important to our own benefit. Therefore, when nominating, let us be careful of the names we choose for nomination. Let us be sure that we choose people who are able to lead to prove high standards of leadership. I thank you."
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Abstract

This paper looks at health, illness and witchcraft accusations as mechanisms for maintaining, exposing and resolving social disputes. Health, or more accurately well-being, is only achieved when social relations are in balance. A sense of non-wellbeing, frequently manifest in illness, occurs when social relations are strained. Thus the illness is diagnosed as caused by witchcraft, the guilty party revealed, and the social cause of the bewitchment examined. This process frequently leads to a resolution of the social dispute and a return to health or well-being. Data for this paper is collected in Katutura, Namibia from the author's PhD research on utilisation patterns for alternative health care systems. 

Introduction

I am conducting the field research in Katutura, the African township in Windhoek Namibia, for my PhD in Anthropology from Rhodes University. I have, for years, studied factors relating to health and illness, especially in reference to women and children. I have worked for the San Diego County Emergency Medical Services researching community health initiatives within San Diego's diverse ethnic population. I have had the opportunity to study how different ethnic communities deal with health care problems in a less than hospitable American health care system, within a cultural environment that mixes aspects of traditional and 'modern' beliefs. I became interested in decisions patients make when presented with alternative health care choices. The purpose of this paper is to discuss one aspect of my fieldwork on health care utilisation patterns.

When I began my investigation into health seeking behaviour in Katutura, I was repeatedly told by traditional healers whom I interviewed that one of their 'specialties' (along with infertility and asthma) was the diagnosis and curing of people who had been 'witched'. There are a lot of traditional healers who specialise in those things. However, I still have not been able to find anyone who says, "I specialise in witching people". I know they are there since there are so many accusations of witchcraft. Sometimes a healer will tell me in confidence that he or she knows of another healer who will, "do such things for a lot of money, but I don't do those things". Once, when I witnessed two healers in a heated debate over money they both witched each other; yelling, threatening and curing each other with car accidents and other misfortunes. These were two healers who during interviews had told me they do not do these things.

Do not think that all these healers do all day is witch people and then cure each others' handiwork. There are many patients who are not diagnosed as suffering due to witchcraft and are treated for a variety of diseases, separate from illness. Let me explain this distinction. Both disease and illness affect a person’s well-being, but illness is culturally defined and can take on several forms. A patient can have physical symptoms which western doctors may or may not diagnose such as a pain that moves up and down the patient's chest or sores on the body, patients can have bad luck, or just 'not feel themselves'. A disease, on the other hand, is biological in nature and can be scientifically tested. This is not to say that illnesses can not also have a biological origin, but the focus of illness is more related to the cultural understand of the 'why', or cause of the illness. All diseases cause illness, but not all illnesses are associated with a disease. In the western model of health care, one goes to the doctor to be cured of the biological manifestation of the disease, patients do not typically ask the western doctor, "But why did this happen to ME?" or "WHO did this to me?". However, in many non-western medical models the 'why' and the 'who' is at least as important as the 'what' of the illness. In Namibian society many people go to traditional healers to find out the cause of the illness, and in many cases, the cause is diagnosed as witchcraft.

As I began to form relationships with some of the healers and began to be allowed to sit in on consultations and treatments, I saw a lot of patients who were diagnosed as suffering due to witchcraft. The manifestations differ from case to case, sometimes it is the house that is 'dirty', other times it is a physical illness, and still for others it is psychological in nature. The diagnosis is usually the same, things are dirty and need to be cleaned. A typical patient/healer encounter goes something like this: a patient who does not feel well for whatever reason, calls on a healer whom a friend or relative has been to with positive results, and says they want to be 'checked'. Being checked means that the healer throws his or her bones, shells, cards or sticks to diagnose the patient's problem; although some healers diagnose by 'seeing' through their ancestor's spirit (i.e. divination). The healer then describes the problems the patient is having, some possible outcomes for the problems and determines if any of these problems have an unnatural cause. There is great variation in the type of checking done and the results of the check. Some patients expect the healer to tell them all of their problems and the answers to them; with other patients the healer only has to say one or two words and the patient tells the healer everything; and some patients appear to make it a challenge to the healer, to see if the healer is genuine. If the healer sees in the checking that certain of the patient's problems might be caused by witchcraft, the healer will inquire further if there has been any 'disturbance' in this area, usually in reference to social relations. The healer will examine the patient's social problems to determine the nature of the problems. Sometimes the healer says witchcraft is the root cause of the problem, sometimes the healer leads the patient towards the conclusion that witchcraft could be causing the problem and sometimes the patient has already decided that witchcraft is the cause and wants the healer to confirm the presence of witchcraft. In the latter case, frequently the patient has a suspicion about who is responsible for the witchcraft. In other cases the patient wants the healer to say who is at fault; however, many healers in Katutura are reluctant to specify the exact culprit but will make suggestions and allow the patient to specify the alleged evildoer. After witchcraft has been identified as the cause of the problem, a plan is made to 'clean' the house and/or family members. Due to the ethnic variation of healers and patients in Katutura the cleansing can take on many forms. Upon the healer's returning to the patient a few days after the cleansing the patient is asked if there have been any more disturbances, if not the patient is given medicines to burn or some other task to perform to insure the cleanliness of the house and family. If the cleansing was not successful the house and/or family will have additional cleansing with stronger medicine. Sometimes the social problem is resolved and sometimes it is not.

Two case studies from my research have been selected to demonstrate what I have said. In the first case study, the problem is a physical illness caused by witchcraft. The witchcraft is exposed and cured, the alleged culprit found through an investigation of the patient's social relations and the social problem addressed. In the second case study, witchcraft is also diagnosed and the social problem also rectified, although not with the results the patient had desired.

Case Study 1: Tara and The Doctor

Tara is a 69 year old Nama speaking traditional healer. In this case Tara is not the healer, but the patient. The traditional healer in this case is a 36 year old spirit medium/herbalist from Tanzania.

I first met Tara on February 10th of this year. She was a short woman, as round as she was tall, with significant steatopygia. She was cheerful, spoke in an easy manner, swore a lot and was up every 2 seconds chasing after this child or reprimanding that one. The first time I spoke with Tara she told me, "I'm not afraid of the whites any more". I told her, "that's ok, I'm not afraid of the blacks either," we laughed a lot and immediate became friends. I returned many times to Tara's compound and formally interviewed her on March 19th. 

Tara's compound is as impressive as the woman herself. Upon entering her compound one sees many people sitting, standing and laying around. Some are patients, some are family, and some are just there. Chickens run here and there, and everywhere children play. The compound is approximately rectangular with a large cement house running the length of one side and several external buildings; one of which is her consulting room and one, a cement rondaval is her medicine room. 

During April this year I became very busy working with other traditional healers and had not seen Tara for about a month. Then Gotlieb, a Damara traditional healer, told me that Tara had taken ill and was going to die. I went to see Tara on April 27th. When I entered her compound, there were about 20 adults and many children in the court yard. In the sitting room there were several men and women all very sad and talking about God. I found Tara laying on her bed in her sleeping room with several female relatives seated in white plastic chairs forming a semi-circle around her. Judging from the solemn mood in the room, I thought they were watching a dead person, just sitting and watching. I asked what the problem was and was immediately told by all in the room that Tara was dying. Tara pulled me to the bed to greet me. We spoke for a moment and she showed me her sores. All of the skin from mid-way on her stomach to midway on her back had come off and was infected. I was told that this had started with itching and little pimples. She kept itching the area and the skin started coming off. It had been 3 weeks now and she had been to the western doctors twice; once to the State Hospital and once to a Private Hospital where the family had paid for it themselves. The family told me that at first she had been told she had AIDS. They said, "imagine a 69 year old woman with AIDS," but the blood tests indicated that she did not have AIDS. They also told me that the 'white' doctors said they had never seen this disease before, it was the first of its kind. When I left the sleeping room, the daughter-in-law took me aside and told me things were very bad, the doctors did not know what was wrong and the family was scared. She said it was decided that now Tara must see a traditional doctor, but she needed a doctor that had a spirit her ancestor's spirit would trust. She said they could not use any of the doctors around here since many were too jealous and could easily kill her.

I drove to the Traditional Healers' Association (NETHA) and found Dr. Wade and Dr. Michael there. I told them about my day and when I got to the part about Tara, Dr. Michael said he thought she had been witched. He said he had seen this illness in Zambia and he thought it was a Zambian witching her. He asked some questions about her symptoms and said he would go to see her tomorrow.

On Sunday, April 28th I met Dr. Michael and we went to see Tara. There were several people, mostly female relatives in her sleeping room with her. Dr. Michael examined Tara's sores and asked the women questions about Tara's illness; how long this had gone on, what the western doctors said what medicines they had given her and how did it start. He was sitting on the edge of the bed holding her hand and asking questions about her social relations. He said that he saw a man, someone close to her who had promised her something but had not given it to her. She and this man had argued and she had thrown him out. When her female relatives heard this they all made sounds, shook their heads yes, and agreed that this was true and they knew the man. Dr. Michael asked how long ago this argument had happened. Tara said it happened only a couple of days before the illness started. There was also some discussion about the man coming from outside Namibia, from Angola. Dr. Michael said he was sure this was witchcraft and that it was not from Namibia. He said he thought he could cure it but he could feel that her spirit was having some problems accepting his treating her. He said that due to the nature of who she was, his spirit must contact her spirit and make sure that it is alright for him to treat her. He held her hand again, closed his eyes and concentrated. Soon she spoke Nama to one of the women and the woman said that it was her spirit which had spoken and had said that it agreed to his treatment. Dr. Michael said he could feel that her spirit was in a struggle with this witchcraft and it was tired. Dr. Michael said he would come and see her after she thought about it and called for him. The next day I was told that Tara had become worse and called for Dr. Michael. I was expected to collect him and bring him to her. We drove to Tara's house at about 4:00pm. Dr. Michael burned incense and said that there should always to be incense burning in the room since witchcraft could not stand the smell. He than mixed some herbs to give her for the pain. He called it 'traditional panado', later she would tell me that it was more like traditional chloroform. He cleaned the wound with 100% alcohol, mixed some herbs and covered the entire wound with the mixture. She slept through the entire process.

Over the next three week Dr. Michael and I developed a routine since Dr. Michael and Tara understood that I wanted to watch the treatments. We would go every morning to see how she spent the night, treat the wound, give her medicine for the illness and witchcraft, and prepare the traditional panado. Again in the evening we would repeat the process. The entire focus of the family was Tara's treatment and recovery since Tara was clearly the main economic support for about 20 people. Over the course of this time the story of how Tara came to be witched became clearer to which was added a wealth of new information. It appears that all of Tara's children are from a previous marriage but her husband had died. About 10 years ago she met the old man she currently lives with. Although they are not married, somehow his name was put on the title to the house which is hers from the previous relationship. Now, this old man was having an affair. The daughter of his girlfriend had called in January and told Tara's daughter-in-law that the old man said the house was his and when Tara died he was going to throw the family out and move in his girlfriend and her children. This phone call had given rise to the fateful argument when Tara told the old man to get out and the old man said he would see her die.

As these weeks of treatment wore on the old man became more and more alienated from the family. No one in the house spoke to him and he was left to prepare his own food and clean his own clothes. Tara was being treated for witchcraft and at first the old man was not allowed to prepare her food, then he was not allowed into her sleeping room. As Tara began to get better and regained her health she became more and more adamant that she wanted the old man out of the house, she wanted him arrested, there was even talk of having Dr. Michael witch him. Dr. Michael flatly refused. By the third week in May Tara was swearing again, she did not swear while she was sick. It was decided that she should now be properly protected against further witchcraft attacks and a cleansing and protection ceremony was planned for Saturday, May 18th.

On Friday night, May 17th Tara's female relatives came into the room and wanted to "talk to the doctor". They said that at 6:00pm the old man had come out of the house dressed nicely and told them he was going to Gobabis for a funeral. They said everyone knows that buses for Gobabis do not leave so late and if someone had died, they would all have been notified. They said they were afraid that he had left to go find his witch since everyone could now see that ouma was recovering. Dr. Michael also got very concerned because he said the old man would not just try against Tara but also against him since the old man knew that he was the one who helped Tara. He also said the witch would be more powerful this time because she knew how he had fought off the last witchcraft. Now, it was clear to everyone the old man had done this to Tara and was going to make another attempt. They discussed the issue in detail. Tara's daughter said we should all pray to God all night in our hearts and ask him to keep her safe until the doctor could return in the morning. It was agreed to by all as a sensible suggestion and everyone agreed to do this. 

The next morning we all gathered in Tara's sleeping room and Dr. Michael prepared herbs, a raw egg, and a new razor blade. Dr. Michael, like many healers in Namibia, has been to a workshop on AIDS and has learned to use a new razor blade when cutting patients. Tara was washed with herbs, cut with the razor blade and the egg was used to rub the medicine into the cuts. During this time a man came in and called for the daughter-in-law. The daughter called to him to be quiet, went out of the room, came back in and reported that the old man had returned. Everyone became very nervous. Dr. Michael carried on with the egg and medicine. He later told me the egg was used to draw out the witchcraft (and to protect himself from touching the blood). He said the egg then contains the witchcraft and no one should touch the egg or that person could get the witchcraft. When the ceremony was finished, the egg was to be burned in a fire. This released the witchcraft, he said, and frequently it goes back to where it came from. After the ceremony, there was another lengthy discussion. Everyone was angry at the old man for coming home during the ceremony. This was seen as further proof of his guilt. Tara wanted to physically fight the old man or wanted Dr. Michael to use witchcraft against him. She was very angry with the old man and feeling very healthy.

About 2 weeks after this, the daughter-in-law and the old man had a confrontation and accusations were laid out. The focal point of the argument was the girlfriend and her daughter, who had called and said they were going to move into the house. The old man denied the affair and the attempt on Tara's life. Since May, I visit Tara's compound almost everyday. The old man is still there, but does not seem to have a girlfriend any more since he never leaves for a funeral at night dressed nicely. However, the old man cooks his own food and no one talks to him very much. 

In this example, Tara's illness although not diagnosed by western doctors probably had a biological origin. It has been suggested to me by two different western doctors that the skin disorder I described was herpes and would have cleared up within 6 to 10 weeks if left untreated. Regardless of the biological origin or diagnosis of the disease, the western medical system had failed for Tara and her family, causing them to seek alternative health care. Tara's family had not been told clearly by the western doctors what was happening to her, they were not given a medical method for treating her, nor were they given an acceptable explanation for what caused her illness. The issue for the family was not simply the illness, but the cause of the illness. For them, once the cause of the illness (alleged witchcraft by the old man) was exposed then the REAL treatment could begin. 

Case Study 2: A Tokolose in the Family

This case study looks at Dorothy, an Oshiwambo speaking policewoman in her mid-thirties. Dorothy is a single mother with two children; a girl of 11 and a boy of 3 years old. She came to one of my female healers, Sylvia, to be checked on July 22nd. Sylvia is a 62 year old sangoma from South Africa. When the bones were thrown, it was revealed that Dorothy was having trouble with her boyfriend who was not coming to her house to spend the night and when he did come to her, he did not have intimate relations with her. Dorothy also reported 'disturbances' in the house. She said that her body frequently felt cold for no reason in the middle of the night, she woke up from sleep vomiting, there were shadows she had seen moving in the night, noises and other disturbances. The children were afraid and had also heard the noises. The boyfriend had said that he did not like to come to the house for these reasons. Sylvia said the house had to be checked. 

We went to Dorothy's house on Wednesday, July 24th. Sylvia walked around into all of the room and asked a few more questions about the nature of the disturbances. Sylvia agreed that the house was 'dirty' and the cause of the disturbances was a tokolose. Sylvia explained that tokolose are sent by jealous people and are frequently found in new houses, since people can be very jealous of someone having a new house. Sylvia also explained that tokolose, themselves, can be jealous of a person having a new house and will even come on their own. The presence of the tokolose also explained the boyfriend's unaffectionate behaviour. The tokolose was chasing the boyfriend away and was sexually assaulting the woman which left her body cold so that the boyfriend did not want to touch her. Sylvia left the woman herbs to burn and to wash herself and the children with to weaken the strength of the tokolose so the cleansing could work more effectively. She also gave the woman medicine to make her vomit and have diarrhoea so she could 'clean herself out'. 

Dorothy was to get money for a goat from her boyfriend so that the blood of the goat could be used in a cleansing ceremony. The money for the goat was brought to Sylvia's house on the morning of Wednesday, July 31st and Sylvia called me to tell me that I must call the farm and arrange to get the goat. We drove to the farm, picked a goat out and had the workers bind it, put it into a bag and put it into the boot of my car. We brought the goat into the court yard at her house and Sylvia, her son, her daughter and I slaughtered the goat. Sylvia had a pan she used to catch 'the first blood'. Into the pan, Sylvia put some water, herbs and the little stomach that she called the 'golden pouch'. At 1:45 I had to change my clothes so I could go teach class. After class I returned to Sylvia's house where they had finished cleaning the goat and were busy cooking part of it for a late lunch. At 3:30pm we ate the stomach and the liver. We agreed that we would meet back at Sylvia's house at 9pm for the cleansing ceremony.

At 8:00pm I went back to Sylvia's house. When I arrived they had a big feast waiting for us; it was mealie pop and goat head. I said that I had to turn down the goat head but that Sylvia could have my portion, I just ate mealie pop... At 8:30 Sylvia and I left to go to Dorothy's house. Sylvia was wearing beads on her head, a cloth over her shoulder and beaded skirt, was carrying her spear, a stick, a beaded club, a wisp and an animal skin pouch with her herbs. She also had the metal pan with the blood mixture. On the way, we stopped at a store to get a new razor blade to use on the family. I asked Sylvia if I could bring my camera and take pictures. She said yes but not of what she was to do outside of the house since no one but her and Dorothy should know this. When we had stopped at the house on a previous occasion Sylvia had shown Dorothy places outside the house to dig small holes so she could bury goat parts. The holes were in front of the doors and other possible entry points to the house and yard. When we came into the house Sylvia put the pan of blood into the shower and told Dorothy to boil hot water to mix with it. Then she and each of the children were to bath in the mixture. While Dorothy was preparing the hot water Sylvia went into the kitchen and burnt some herbs and incense in a pan. She explained that the incense was mixed with animal fat. This fat, incense and herb mixture would be used to rub on cuts made on the skin at the joints of each person since joints are possible places of entry for witchcraft. After everyone had bathed, Sylvia took Dorothy into the sitting room and cut her with the new razor blade on each joint, the cuts were very small and only a little drop of blood came out. (I had seen Dr. Michael do the same thing for Tara when he protected her from witchcraft). Then the children were cut and although they fought a little, Sylvia was able to do the little one but gave up on the older child. Sylvia and Dorothy went outside and buried goat parts in the holes and sprinkle the house and roof with the blood mixture. When they returned, Sylvia told her that the rest of the mixture was to be used to wash the floors so that when the tokolose tried to step on the floors the mixture would burn its feet and it would run away back to the person who sent it. We returned to Dorothy's house a few days later and were told that the disturbances, as well as the cold sweats and vomiting at night had stopped but the boyfriend had broken up with Dorothy. 

In Dorothy's case, the tokolose was blamed for the social problem, the lack of affection on the part of the boyfriend. Once the tokolose was thrown out, the boyfriend had no choice but to leave Dorothy or resume relations with her since he had indicated this as the reason for his lack of affection. The social problem was brought to closure, although Dorothy was upset about the loss of the boyfriend. Well-being was restored to the family once the tokolose infestation was eliminated. After all, you can not be healthy when there is a tokolose in the family.

Conclusion

Both of these cases studies have unique attributes, but were chosen because they are representative of the more than 20 cases of witchcraft accusation that I have witnessed since the beginning of this year. All of the incidents of witchcraft accusation have common attributes that are part of the process of restoring health, or well-being, to the patients. This process begins when a patient does not feel well and suspects something is wrong, causing them to seek the help of a traditional healer. Once checking (that is divination) is performed and the illness caused by witchcraft is diagnosed, curing can begin. Although there is a great deal of variation in this process, there are also some general trends. The process is the same whether or not the illness is associated with obvious physical symptoms. The process is also similar regardless of the ethnicity of the healer and to a lesser extent, that of the patient. In spite of their various backgrounds, patients and healers seem to have a shared understanding of illness manifestations and social causes of witchcraft. It is this shared understanding that allows the diagnoses and curing of witchcraft, and consequential exposure and resolution of the social problem. A sense of well-being is achieved once the social relations are in balance. Although this process frequently, but not always, leads to a resolution of the social problem, it is an attempt to deal with the problem on a level both the patient and the healer can understand and manipulate.
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Abstract

In this paper we will outline the genesis of a collaborative program in Mozambique involving traditional healers and personnel from the Ministry of Health. Emphasis will be given to the role of indigenous knowledge systems related to health, since it is through attempts to understand these that we are able to form a culturally‑appropriate and meaningful communication strategy developed for traditional healers, and their clients, of a particular group and region. The term indigenous knowledge systems refers to that body of accumulated wisdom that has "...evolved from years of experience and trial‑and‑error problem solving by groups of people working to meet the challenges they face in their local environments, drawing upon the resources they have at hand." (McClure 1989:1). That the abbreviation IKS is now used in some development circles suggests there is recognition‑‑ however belated‑‑of the value of a people's existing or traditional ways of understanding their own world.

Background to the Ministry of Health's Program of Collaboration

It is generally accepted that 80% of the population of sub‑ Saharan Africa relies on traditional healers even if many also visit hospitals (Bannerman, Burton & Ch'en 1985). In Mozambique the proportion relying on traditional medicine may be even higher because of poverty, inaccessibility to biomedical health services, and years of attacks by Renamo against the government's rural health personnel and infrastructure).  

Preliminary census work by the Department of Traditional Medicine (Gabinete de Estudos de Medicina Tradicional) of the Mozambique Ministry of Health suggests a traditional healer/population ratio of roughly 1:200 (one traditional healer for every 200 population). This estimate is comparable to those made elsewhere in sub‑Saharan Africa (cf. Green 1994a:19 for summary of ratio findings). With a national population of about 16 million, Mozambique ought to have approximately 80,000 healers. The physician population ratio in Mozambique is about 1:50,000, although some 52% of doctors are concentrated in the Maputo area.

Soon after independence in 1975, the new Frelimo government attempted to marginalize and undermine the power of traditional healers as well as chiefs in Mozambique. Part of the justification for this was a fanciful and monolithic historical notion that the rural population was oppressed by "theocracies" that enjoyed absolute power. Such anthropologically ‑ uninformed thinking provided a rationale and justification for Frelimo's attempts to overthrow indigenous power structures in the name of scientific socialism or even democracy (Wilson 1992). It is an irony of history that the founding father of Frelimo, Eduardo Mondlane, was a cultural anthropologist. Had he survived assassination, one can speculate that relations between Frelimo and traditional leaders in the first decade of independence would have been quite different.

By the 5th Frelimo Party Congress (1989), the government formally recognized the mistakes it made in its zeal to create a new, equitable, unified, national society. Among other things, it changed its policy regarding traditional healers. By the following year, the Department of Traditional Medicine Studies (GEMT in Portuguese), a small unit within the Mozambique Ministry of Health that had been engaged in ethnobotanical research, began small surveys of the beliefs and practices of traditional healers accessible to the capital city. It managed to get support from the European Community to bring in two foreign consultants to assess the role of traditional healers in Mozambique and to make recommendations regarding possible official recognition by the government.

A quick, small survey by the GEMT in 1990 found that 76% of doctors and 82% of other health workers were in favour of some sort of "collaboration" with traditional healers, a high proportion by African standards. Perhaps Mozambique's desperate economic, political and health situation discouraged the luxury of looking down on traditional healers. Although it was not known whether traditional healers wanted to have dealings with "modern" health workers, experience in collaborative programs in a number of other African countries suggested that they would. Whether healers would trust the government was another matter.

Following the initial consultancy, we proposed a rationale for developing a collaborative program between the National Health Service and Mozambique's traditional healers. We presented it in a simple outline form which we hoped would be convincing. Our argument was couched in public health rather than political terms:

(1) Government health services are inadequate in manpower, distribution of manpower, and rural outreach. The physician/population ratio is less than 1:50,000, and there are less than 1,500 health workers of any kind; 

(2) Mozambicans are dying from preventable and treatable diseases;

(3) Traditional healers have the numbers and distribution needed to serve the population, as well as other advantages over allopathic health workers such as cultural acceptability; 

(4) For a variety of reasons traditional healers want to improve their healing skills, to learn more about allopathic medicine, and to collaborate better with modern health practitioners‑‑which is not to say they wish to stop being traditional healers;

(5) The government of Mozambique, since the 5th Congress is seeking ways to collaborate with healers in order to improve the public health;

(6) The WHO and UNICEF, the OAU, the Non‑Aligned Countries and other international bodies have recommended to member states that strategies to develop traditional health manpower be developed;

(7) Therefore it is not a question of whether, but rather how best to, collaborate with traditional healers (Green, Tomas and Jurg 1991).

We took the position that traditional healers constitute a separate, parallel and largely self‑regulating health service that with the right approach can formally collaborate with the government in the realization of specific public health goals, such as lowering morbidity and mortality of major life‑ threatening diseases through prevention and treatment. We pointed out that in a pluralistic health system such as Mozambique's, traditional healers are not and should not be part of the National Health Service. Traditional healers serve a useful, complex function in Mozambican society and the Ministry should not attempt to transform them into ill‑prepared, unpaid nurses or village health workers. 

In 1991 the Department of Traditional Medicine also proposed a three‑year program to establish a viable foundation for public health collaboration between traditional healers and the National Health Service Preliminary ethnomedical research was conducted in Manica Province in a pilot program in 1991 with focus on child diarrhoeal disease and sexually transmitted disease, including AIDS. The reasoning behind this was that: (1) these are both priority areas of preventive/promotive health care for the Ministry of Health; (2) the GEMT lacked the resources to work directly in more than two or three health areas, at least initially; and (3) there was experience collaborating with traditional healers in diarrhoeal disease elsewhere in Africa and there was already interest on the part of Mozambique's National AIDS program in similar collaboration. 

The current program of inter‑sectoral collaboration is funded for at least three years by the Swiss Development Cooperation. Following the pilot program in Manica, there have been ethnomedical studies and collaborative workshops for traditional healers in Gaza, Maputo, and Inhambane provinces as well. Nampula will be the next province of focus. 

Making Practical Use of Ethnomedical Knowledge and Beliefs

Our approach is as follows. We first conduct ethnomedical research to determine existing or "traditional" beliefs and practices related to the two areas of health focus. This is obviously not something that can be accomplished through sample surveys, since such research is exploratory in nature and relates to complex beliefs and behaviours which Africans including Mozambicans tend to keep secret from those who may hold unsympathetic‑‑indeed derisive‑‑views. Therefore we conduct in‑ depth interviews, and sometimes focus group discussions, with a representative sample of traditional healers. Since our goal is to discover and understand rather than to measure, we may return to healer informants to clarify points that arose in earlier interviews.

Why interview traditional healers rather than those who consult them? Healers presumably represent the beliefs of clients who consult them and they are often better able than their clients to explain such beliefs, both because of their specialized knowledge and because their status in the community makes them less likely to be intimidated by an interviewer. Studies in southern Africa in which both healers and their clients were interviewed, and results compared, tend to confirm this (Reis 1994:S40; Sousa 1991:62,73).

While reviewing and analysing our findings, we seek to identify any common ground that already exists between indigenous and modern medicine. We then try to build upon this by finding the "fit" between what already exists and what we wish to promote in the interest of public health. The later may involve behaviour change, such as breastfeeding infants suffering from diarrhoea; it may also involve the adoption of "technology" such as oral rehydration salts or condoms. Experience in Africa has shown that some traditional practices are beneficial and should be encouraged and promoted, while others have negative impact on health and should be discouraged. There are also practices that have no immediate or measurable health consequence. Our position is to respect these and leave them alone. 

Once research has provided an ethnomedical base of information and we have identified common ground, and specific areas of existing beliefs and behaviour have been targeted for encouragement or discouragement, we develop a communication strategy that embodies these elements. We favour "communication strategy" over "health education" or "training" because the latter oft‑used terms are condescending, implying that healers are somehow deficient in knowledge, but once they are trained (as if remedially) by some method only we can recommend, they can be enlightened and their practice improved. This of course is presumptions, paternalistic, and arrogant, and it ignores the great extent to which healers can educate and enlighten biomedical health workers (Green 1994a:20).

This health communication strategy, it should be noted, is culturally‑tailored to healers‑‑and by extension, their clients‑‑ of a particular ethnolinguistic group. A strategy designed for Tsonga speakers in southern Mozambique may not be appropriate for Macua speakers in the north. In their review of the challenge of AIDS prevention in Africa, de Zalduondo, Msamanga and Chen (1989:165) conclude that "the complex nature of AIDS points to the need for small‑scale projects geared toward culturally homogenous communities where trained staff can translate the information into locally meaningful terms." The same can be said for the challenge of other health problems; this is the approach we take with diarrhoeal disease as well. We also believe that "trained staff" from biomedical backgrounds are rarely as skilled in culturally‑appropriate approaches to behaviour change as indigenous healers who already share‑‑and strongly influence‑‑the health beliefs of those who consult them.

Framework for Analysis

W.D. Hammond‑Tooke, in a book that seeks to identify patterns underlying health beliefs in Southern Africa (1989:55), suggests:

the traditional world‑view of South African Bantu‑speakers can be broken down into four broadly‑defined sets of theories purporting to explain the human condition‑‑and specifically, illness and misfortune. These are: the Supreme Being, ancestors, witches and pollution beliefs.

It may be noted that most anthropologists working among southern Bantu‑speakers do not report the attribution of illness to a Supreme Being, except possibly among certain Christian and Moslem converts. Therefore we will keep the other three causal categories in mind.

Other anthropologists such as Foster (1983:19) find it useful to classify illness causality concepts broadly into personalistic or naturalistic ("natural" and "supernatural" are considered less useful nowadays). Personalistic here refers to aggression or punishment directed at a specific individual as a consequence of the will and power of a human or supernatural agent or being, while naturalistic refers to explanation in impersonal, systemic terms. Most of Africa, Foster suggests, is characterized by personalistic explanations. Hammond‑Tooke (1989:89) agrees, reporting that among the four major ethnolinguistic groups of South Africa (Nguni, Sotho, Venda and Tsonga), witchcraft and sorcery (personalistic explanations) are "by far the commonest basis for the diagnosis of major illness and misfortune". Since these ethnolinguistic groups extend beyond South Africa, this characterization should hold for at least a portion of Southern Africa. 

Yet we do not necessarily agree with this generalization, for reasons that are discussed elsewhere (Green 1994b). We will focus here on our findings about child diarrhoeal disease beliefs in Manica province, Mozambique in order to illustrate how ethnomedical or IKS research can be used to develop culturally‑ appropriate a communication strategy developed for a region‑ specific group of traditional healers and their clients.

Diarrhoeal Disease Research in Manica, Mozambique.

Over a period of several months in 1991 we conducted in‑depth, key‑informant interviews with 53 traditional healers claiming specialty in diarrhoea or children's diseases. We interviewed an additional 51 healers were on related health topics. In addition we conducted five focus group discussions, three of which focused on diarrhoeal disease. Most interviews and all focus groups were conducted in the chiShona‑related dialect of the particular district of Manica (Green, Jurg and Dgedge 1994).

A variety of causal factors emerged in discussion about locally‑ recognized diarrhoeas. These include: a nursing mother's milk becoming contaminated; wrongful or neglectful behaviour on the part of the child's parents; consumption of dirty water, badly‑ prepared food, spoiled food, etc.; exposure to sun or "heat"; stepping in contaminated milk (milk may be "death‑contaminated" from the still‑birth of a baby); a child drinking too much water or salt‑‑or an infant consuming any salt; disturbing an invisible snake believed to live in the stomach; bad hygiene; a new pregnancy (because the mother's milk becomes spoiled); resuming sexual relations after post‑partum taboo period before performing a ceremony; the parents of a child failing to perform mortuary ceremony after death of kinsman, or neglecting other traditions; or provocation of avenging or evil spirits (or at least spirits that block the curative action of traditional medicines.) Some of these explanations were far more complex than they appeared at first. For example, "heat" can mean contamination from wrongful behaviour ("sin" has Christian connotations and so will not be used here). Mother's milk can become "contaminated" from contact with death (as from the still‑birth of a baby) or wrongful behaviour (as from committing adultery).

One most interesting finding is that healers believe all people have an invisible, internal snake that dwells in the stomach, called nyoka. nyoka means snake in several Bantu languages, but it has a special meaning in connection with health. All people are born with a nyoka and it remains within the body until death. nyoka can move up and down in the body from the area of the heart to the abdomen. nyoka is not visible, even if one cuts open a body. Its existence is confirmed through bodily sensations when it is disturbed. For example, if "dirt," spoiled food, bad medicine or any impurity enters the body, nyoka may contract and cause cramps, or it can make noises of complaint in the stomach. nyoka cleanses the body by means of diarrhoea or vomit, which like menstruation is seen as a natural function of ridding the body of impurities‑‑a view of diarrhoea that conforms to current biomedical thinking. In connection with child diarrhoea, we found that when a child is exposed to impurities, its nyoka can "pull down" the child's fontanelle by moving downward in the body, a sign of serious bad health usually not linked with diarrhoea. Diarrhoea itself is referred to by the plural form of nyoka and the term contamination was often used with any and all explanations. 

Although there may be no simple translation of nyoka into Western biomedical terms, it may be thought of as a symbolic expression of the need to respect the human body‑‑even as a personified immune system. Healers described the nyoka as a guardian or protector of the body. A useful English translation might therefore be Guardian of Bodily Purity. This Guardian demands that the body it inhabits be kept free of impurities or contaminants lest it react with displeasure, causing pain and discomfort. It is referred to as if it has a personality somewhat independent of the body it inhabits; for example it may be angry or calm (Green, Jurg and Dgedge 1994:13). The concept of nyoka may be regarded as a central cultural metaphor that springs from concern with pollution and serves to unify the varied causes and levels of explanation for child diarrhoea referred to above.

Indeed we concluded that pollution (or "contamination") is the broadest, most fundamental causal explanation in local aetiologies of diarrhoea, and in fact other illnesses as well. There was little evidence of witchcraft or sorcery beliefs associated with diarrhoea. The notion that pathology in social relations leads to illness‑‑common in African thought‑‑was also evident in Manica but it seems secondary to notions of pollution. For example, adultery or other transgression of rules regarding sexual behaviour is a source of social strife believed to lead to various diarrhoeas afflicting children. However social strife is not seen as directly causing illness such as diarrhoea; it is mediated by a process of contamination. One such diarrhoea, phiringaniso, is attributed to a man having intercourse "outside the home" (a norm transgression and source of social strife) while his child is still breastfeeding, then touching his child before washing or de‑polluting himself. For at least some healers, the pollution caused by wrongful behaviour can be transmitted by the father's semen to his wife, after which the next child will be born with the same polluting essence. The child's nyoka will know this and will sooner or later react with diarrhoea or other symptoms. 

Diarrhoeal Disease Health Communication Strategy

As we mentioned, our approach is to identify, reinforce, and adopt aspects of traditional medicine found to promote the health of the people, while discouraging those found to have negative health impact. An important corollary is to leave alone those beliefs and practices found to have little or no health impact, positive or negative. Whenever possible we wish to avoid confronting widely‑held beliefs head‑on, since this may alienate traditional healers (or child caretakers) and make them disinclined to listen to suggestions we wish to impart, like adopting oral rehydration therapy (ORT).

With our empirical findings on ethnomedical beliefs and practices, we were in a position to tailor a health education strategy to the cultural realities of the peoples of Manica. Our basic strategy is to blend what we are trying to introduce with existing knowledge, attitudes and practices to the extent possible without compromising public health concepts or principles. We wished to concentrate initially on the areas of interface between traditional and modern biomedicine. As it happens, pollution beliefs represent an area of potential inter‑ sectoral interface between African‑indigenous and Western medicine. Both are concerned with cleanliness, environmental sanitation, prevention of contact with impurity, contagion and its avoidance, the danger of a "dirt" ("heat" "darkness"), the value of clean, life‑giving food and the like. Both traditional and modern medicine agree that within this domain, the cause of illness is impersonal and in fact relates to conditions that may be modifiable.

Returning to diarrhoea, it has become recognized that the major danger from this condition‑‑especially for children‑‑is dehydration since it often leads to death. Therefore a communication strategy aimed at reducing this risk is one that must focus on the promotion of ORT, in the form of oral rehydration salts (ORS), a simple, safe "technology" that restores electrolyte balance in those who have lost bodily fluids through diarrhoea and vomiting. The following is an outline of our ORT‑promotion strategy based on the IKS empirically discovered in Manica province. But first we should review salient elements of health‑related IKS:

‑ the sunken fontanelle is recognized as a symptom of a serious health problem in infants. The phenomenon is referred to most frequently as chikahara. The symptom is not linked directly to diarrhoea.     

‑ the depressed fontanelle symptom is treated with traditional ointments, applied on the fontanelle.    

‑ most diarrhoeas are treated with herbal teas, or similar medicines introduced (in small quantities) when children are fed porridges.     

‑ less than 50% of traditional healers claim to be in favour of ORS. Virtually none used ORS in their healing practices.

‑ traditional healers believed that ORS is supposed to cure or stop diarrhoea, or at least decrease its flow‑‑a common misunderstanding. Many healers have observed that ORS does not cure diarrhoea‑‑it may actually increase its flow. 

‑ there is a widespread belief that salt is bad for young children. There is also a belief that sugar is bad for young children with diarrhoea, that it stimulates vomiting. 

This does not seem especially promising if ORT or ORS adoption by traditional healers (and those they influence) was the goal. Furthermore, sugar and salt were found to be surprisingly rare commodities among poor, rural Mozambicans. And even if this were not so, it is difficult to teach correct home mixture of sugar/salt ORT solution, and there are dangers inherent in incorrect mixing.

After much reflection the following ORS promotional strategy was recommended: 

‑ Although modern medicine does not have an equivalent word for nyoka, we agree that people have something within them that requires purity and the absence of dirt. A person's nyoka is disturbed when impurities accumulate in his body. 

‑ We also agree that diarrhoea (and vomit) flush out these impurities. Therefore we should not try to stop the flow of diarrhoea, we should take care of the cause of diarrhoea. 

‑ We have found that diarrhoea does not get rid of all the impurities in the body; some remains in the body. The body needs water to complete the job, yet it has run out of water. 

‑ The nyoka is aware of the residual impurity that has not been expelled by diarrhoea. The nyoka reacts by twisting downward and pulling down the child's fontanelle. It also pulls in the eyes and skin and makes the skin dry. These are signs of danger; they are more serious than the diarrhoea itself. 

‑ During diarrhoea the body not only flushes out impurities, it also loses certain body elements which it needs (salt, sugar, potassium). 

‑ Therefore with diarrhoea, the body soon needs the two things it has lost: (1) water; (2) important body elements or "salts". 

‑ ORS solution restores these two things. It consists of water as well as of a special mixture of the elements the body has lost. Now the nyoka will no longer pull in the eyes, fontanelles, etc. If diarrhoea returns after giving ORS, it means the body can rid itself of the impurities that were not expelled before. 

‑ Due to problems in communication, the message health authorities have tried to promote about ORS has been misunderstood.  ORS is not a remedy for the symptom of diarrhoea. 

‑ In conditions such as chikahara where the nyoka has pulled down the fontanelle, ORS should be given to the child. It should also be given if a child has sunken eyes or dry skin. If ORS is given to the child, these symptoms will also disappear. The child's nyoka will be satisfied and be at rest.

There seemed no need to make reference to the sugar and salt ingredients of ORS since traditional healers discourage giving sugar and salt to infants. Instead ORS is "a special hospital mixture" or "medicine" to restore water and lost body elements/salts.

ORS alone may not provide adequate therapy for child diarrhoeas. Malnutrition is a common side effect. The food and fluids which the child receives during and following diarrhoea are therefore important (Hegazy et al 1987). Furthermore in the absence of ORS packets, foods and drinks already in use can be modified to have oral rehydration properties. Indeed, home‑made cereal‑based ORS has been found to have advantages over standard glucose‑based ORS. These include reduced stool volume, promotion of water, sodium and electrolyte absorption and shortened illness duration (Field et al 1989). But for the lack of sugar and salt in most Mozambican homes, government policy is to promote home‑made sugar salt solution and/or modification of existing cereals rather than ORS packets.  

Although there was ORS production in Mozambique, there are problems of both production and distribution with the result that ORS packets are not only scarce in rural areas, they were not always available in the hospitals and pharmacies of Manica. Therefore a related strategy was needed to promote oral rehydration therapy through nutrition including the modification of foods and drinks available in homes. The following strategy was promoted:

‑ Porridges used to introduce traditional herbal medicines can be left alone. (Healers believe that adding salt to "therapeutic" porridges would spoil the medicine. To add water would likewise dilute the medicine.) 

‑ However the other type of porridge used as routine nourishment should be modified by adding more water, as well as sugar, salt and lemon (or equivalent) drops. The reasons given should make reference to nyoka and chikahara‑‑in fact these are the same as the reasons for giving ORS.

‑ Any use of rice water (caldo de arroz, millet water, etc.) for diarrhoea should be reinforced and encouraged. These drinks should be modified with sugar, salt and fruit juice for the same reasons as porridges.

‑ Breastfeeding for as long as possible should be encouraged, since breast milk may well be a child's best source of nourishment and liquid.

‑ Recognizing there is some risk to promote dilution of porridges, because the child may thereby get less nourishment, this should only be done when there is diarrhoea over a period of time‑‑and then there must be more frequent (perhaps smaller) feedings to compensate. 

Curing the Diarrhoea

At this point in the strategy we have saved the child's life. We may still have to cure the diarrhoea if it is not self‑limiting. We can ask healers to send their patients to the hospital, but this is hardly realistic since both healers and their clients have confidence in traditional medicines. The best we may be able to accomplish‑‑at least during an initial phase of collaboration‑ ‑is to keep the child rehydrated while traditional treatments are given a chance to work. If diarrhoea‑‑especially with containing blood or mucus‑‑continues beyond a certain number of days it may be possible to persuade healers to refer the child to the hospital. Such a possibility can only be enhanced by teaching healers the symptoms of the serious diarrhoeas we believe require hospital (allopathic) medicines, demonstrating that they do work, and generally improving communication and good will between the two health sectors.

Table 1 summarizes our diarrhoeal disease strategy for interchange and health education with traditional healers. For both diarrhoea and AIDS/STDs, Inter‑sectoral training/education should be bi‑directional. That is, Manica health workers should learn about local beliefs and practices found to be beneficial, and these should be adopted by the Provincial Health Department in its general health education approach, and perhaps even in its own practice.    

	TABLE 1: SUMMARY OF DIARRHOEA/ORT STRATEGY TO PROMOTE WITH TRADITIONAL HEALERS IN MANICA PROVINCE

	INTRODUCE, PROMOTE
	ENCOURAGE, REINFORCE

	1. ORS as a way to help the

nyoka rid impurities left

over from diarrhoea by rest‑

oring lost water and body

elements

2. Modification of porridges

3. Idea that ORS is for the

fontanelle syndrome

(chikahara), not for

diarrhoea 

4. Colostrum is good for the

baby

6. Appropriate referrals to

hospital or health post
	1. The idea of a force within

us which can be called nyoka
that demands purity of the

body.

2. Idea that chikahara &

sunken eyes are dangerous

conditions.

3. Observation that ORS does

not cure diarrhoea symptom,

nor is it intended to.

4. Belief that normal feeding

should continue during

diarrhoea  (breastmilk and

porridges.)

5. Any use of rice water or

millet water for children

with diarrhoea

6. Recognized causes of

diarrhoea: feeding practices,

personal or environmental

hygiene, unclean water,

flies.

	LEAVE ALONE (BUT RESPECT)
	DISCOURAGE

	1. Rituals for parents or

babies

2. Herbal teas, decoctions*

3. Topical remedies, e.g.

ointments for chikahara.

4. All non‑dangerous

treatments and preventions.

5. Beliefs in general unless

they lead to injurious

practices.
	1. Withholding salt, sugar

from porridges of infants

with diarrhoea.

2.Fear of giving water to

infants or adding water to

porridges

3. Withholding colostrum in

belief that it is dirty and

unhealthy for a child

4. Early weaning (e.g. In

case of mother's new

pregnancy

5. Any "therapeutic"
 withholding of breast‑milk

believed contaminated.


*This may be the only realistic strategy until such time as evidence might arise that certain teas are dangerous. 

Promotion of ORS and existing foods or drinks with rehydration potential in culturally‑meaningful terms, as well as for the condition for which it is effective, should raise the credibility of the Manica Health Department and help clear up the confusion that currently exists. This confusion is by no means peculiar to Manica or even to Mozambique. Dehydration is a difficult concept to convey unless local research reveals ways to approximate it in the vernacular, based on symptoms people already recognize. Typically in Africa, however, health education messages express the concept in a foreign, European language and it becomes simplified in the minds of listeners to "diarrhoea" because there is repeated reference to diarrhoea in the same message.

Discussion

Are there risks to using IKS in this way‑‑to using cultural symbols such as nyoka in education related to diarrhoea prevention and ORS? Some local doctors in Mozambique feared that using the nyoka concept in our approach with traditional healers would reinforce negative or superstitious thinking and behaviour. We felt the existing situation called for a new and different approach. We recognized that nyoka might appear to some health workers to be synonymous with disease or perhaps witchcraft and sorcery. However our research clarified that in fact the concept is positive, health‑promotive and not unrelated to the biomedical idea of the immune system. It relates to pollution beliefs rather and to witchcraft, to impersonal rather than personalistic causes. 

Moreover we did not recommend the launch of a radio campaign about nyoka; our purpose was to get through to the first traditional healers to attend Mozambique's first collaborative workshop, using terms, symbols and metaphors they already understood and concepts they believed in. After all, the plural form of the word nyoka proved to be a generic term for diarrhoea in Shona dialects, therefore it was difficult to ignore‑‑even if nyoka were not a major key to understanding diarrhoea‑related beliefs and practices. 

In fact it may not be possible to link diarrhoea, dehydration and ORS through any other means. When questions about sunken fontanelle and diarrhoea were first posed to healers, their answers gave the impression that the two were unconnected in their minds. However once the concept of nyoka was introduced and we understood it as well, it was apparent that sunken fontanelle and diarrhoea were already at least potentially linked in the minds of healers. nyoka provokes both, in one case to rid the body of impurity and in the other to alert the body to the presence of impurity.

ORS is already being promoted directly to the population of Mozambique, including Manica, without much success. Perhaps it is now time to try a different approach, one that seeks to define areas of interface between traditional medicine and public health, and develops a health education strategy based on this interface. In our approach we seek to reach the broad population by influencing local‑level opinion leaders in health matters, which traditional healers clearly are. A study in Haiti (Coreil 1989) showed that deliberately excluding traditional healers from the national ORS campaign did not prevent Haitians from continuing to consult healers about diarrhoea and ORS. In response to such "demand," healers began to mix ORS, but incorrectly since no one had bothered to teach them.

Indeed incorrect mixture or ORS by traditional healers or other "non‑professionals" is a perennial argument of some skeptics. But the government is already promoting ORS to the general population through mass media. Is there any reason to expect laymen will mix ORS better than traditional healers who are deliberately trained in this technique in a week‑long workshop?

The first workshop of this sort was held in Manica in 1991. IKS‑ based workshops that rely on ethnomedical research have since been held in three other provinces, with research about to begin in a fourth province. Evaluation of the impact is also planned for next year, with funds already budgeted by the Swiss government. We expect results will show that communication and educational approaches based on research‑derived IKS will be more effective than those that are not. 
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Appendix IV: Activity Answers

Activity 1.1

In this activity you are required to ask 10 people how they would define health.  We asked you to write down the different answers.  Did you find many variations on the question?

Activity 1.2

Here you were required to write down your everyday experience.  The aim of this question is to show you that causes of health problems are multifaceted.

Activity 1.3

The answer to this question you will find on page 14 of Gilbert, et. al. There are many explanations for the decline in death rates from pulmonary tuberculosis. The most convincing explanation, however, is the improvement in nutritional intake which was the result of improved agricultural techniques.

End of Unit 1 Activity A

1  True


8  True

2  False

9  True

3  True


10  False

4  False

11  True

5  False

12  True

6  True

7False

13-16  Here you are required to write down your own examples of statements and then give evidence for your statement.

End of Unit 1 Activity B 

17

a  Illich - he argues that medicine has played a very small role in improving health. Medicine in fact played a negative role in that it raised expectations for wonder cures; that it has been responsible for medically produced illnesses and that it negatively influenced the ability of individuals to cope with their own illness.

b  Navarro - he argues that ill health is a product of the capitalist political economy. This system creates illness, maintains an unequal distribution of illness and encourages an inappropriate health care system. Navarro advocates radical political changes in society.

c  McKeown & Powles - they place emphasis on reforming health care rather than wider social change. Firstly they argue that medicine should give more attention to prevention;  and secondly they suggest that energy and resources spent on high technology and hospital-based acute medicine should be shifted to preventive and community based healing.

End of Unit 1 Activity C 

18  According to the World Health Organisation health is, "a state of complete physical, mental and social well being, and not merely the absence of disease and infirmity".

19  In the 19th century Louis Pasteur linked micro-organisms with the fact that diseases are contagions. For a while there was the impression that all diseases are caused by microbes. This idea eventually led to the biomedical approach to health and health care.

20  One could say 'yes' or 'no' to this statement.  

21  See the answers to Activity 1.3.

Activity 2.1

1  individual, social context

2  cultures, sub-cultures

3  values, norms, material

Activity 2.2

1  health seeking behaviour

2  individualistic approach, collectivist approach

3  health behaviour

Activity 2.3

1  When pain becomes 'public' pain, then it must be acted on by members of the family, friends or other members of society.

2  yes

3  both groups over responded (exaggerated) their pain.

Activity 2.4

1  the professional, the folk, and the popular sectors

2  a cultural aspect and a social aspect

3  allopathy

Activity 2.5

In your answer you should have discussed how disease is a biological manifestation that can be scientifically tested, while illness is culturally defined and differs from culture to culture.

End of Unit 2 Activities A and B

1  True


8  False

14B

2  False

9  False

15D

3  False

10  True

16D

4  True


11  False

17B

5  False

12  True

18A

6  False

13  False

19B

7  True

End of Unit 2 Activity C  

20  Your answer should have referred to ethnomedicine as the beliefs and practices about disease that are related to and based on cultural beliefs.

21  Social health related behaviours are those positive health behaviours encouraged by society while social risk behaviours are those negative practices not discouraged by society.

22  Your answer should have something to do with the ways and times people seek help for illness or disease is called health seeking behaviour.

23  In this article the most important points were that how and if people express pain is culturally defined, not all societies respond to pain in the same way and the extent to or how people perceive pain is culturally defined.

24  Disease is a biological manifestation that can be tested and measured whereas illness is culturally defined and illnesses can differ from culture to culture.

Activity 3.1

This activity is a revisit of work that you have already done and that you should know. We would really like you to look at your first workbook again and write down these definitions.

Activity 3.2

There is no right or wrong answer for this activity. You have to write down what you think and know from your own experiences.

Activity 3.3

1  You could treat individual babies for diarrhoea, but that would not solve the problem for the long term. You should also educate the mothers about personal hygiene and other factors which contribute to childhood diarrhoea.

2  As far as TB-patients are concerned, treatment is a very important part of curing but the difficulty is to get the patient to come for treatment regularly. The family should also be tested and treated if necessary. The family should be informed about the spread of tuberculosis in the home and how to prevent this.

Activity 3.4

There is no right or wrong answer here. You should make a summary of Illich's theory by following the hints in this activity.

Activity 3.5

If you have read Gilbert, et. al. pages 28 through 29 carefully you will be able to answer this question easily.

Activity 3.6

1  Commodity - health care becomes a commodity to be brought and sold.

2  Profitability - activities regarding health care that cannot be measured in terms of profitability will not be given priority.

3  Values of dominance - values of dominance and hierarchy are reflected also on a micro-level between doctor and patient.

4  Interests of capital - the role of the state is to extend and support the interests of capital. Control over medicine is part of this.

5  Conflicts - the power of medicine may come into conflict with the state power.

6  Contradiction between economic production and social reproduction - this might occur in a time of financial crisis when the provision of health and welfare services is hampered.

End of Unit 3 Activity A

1  True


8  True

2  False

9  False

3  True


10  False

4  True


11  True

5  True


12  True

6  False

13  False

7  False

14  True

End of Unit 3 Activity B 

15  The 'competence gap' refers to the power doctors have over patients because they are seen to have expert knowledge. This situation renders the patient powerless and ensures their passivity in the process of diagnosis and treatment.

16  Psychiatrists in the former Soviet Union were often used to certify people as insane when they were seen as troublesome to the state.

17  Medicalisation describes a process of expansion whereby more and more areas of life become subject to medical definition and jurisdiction.

18

a  the power that doctors and health workers have to make decisions about human behaviour is questioned.

b  individual doctors can become power corrupt.

c  the individual orientation of health workers is questioned

d  the 'power' of medical science is worshipped.

19  Four possible consequences of professional medical control are: inequality of access, inequality of care, narrowness of practice, and individualising health care problems.

End of Unit 3 Activity C  

20  Because Parsons accepted the powerful role of medicine as an institution in Society uncritically.

21  The role of the modern state is to control medicine.

Activity 4.1

1  Medical Anthropology

2  In this sense, all aspects of a humans' environment (including socio-cultural, natural and biological) influence health, disease and illness.

3  Traditionally a society could not go beyond that which was provided by the natural environment, the socio-cultural environment determined what was considered food and the biological environment determined what people could digest.

Activity 4.2

1  Your definition should have included the following concepts: A system is an assemblage of diverse units that function together to form a whole. A systems' diverse units must be interdependent and constantly in motion. 

2  Your definition should have included the following concepts: A social system is all of the social institutions and mechanisms people within a particular society or culture have devised to deal with their bicultural, ecological and socio-cultural environment.

Activity 4.3

Your answer should include the formal structures such as hospitals, clinics and the MoHSS; informal structures such as pharmacies; virus and biological disease theories; attitudes aimed at Primary Health care and Community Health initiatives; medical research; and community awareness and educational campaigns.

Activity 4.4

1  illness, viral infection, sent

2  This statement emphasizes the fact that the medical personnel recognised the biological disease (viral infection) but used her own cultural explanation (witchcraft) to explain the cause of her mother's illness.

Activity 4.5

1  provide an explanation of disease and illness.

2  curing techniques, aimed at restoring health.

3  the prevailing ideology (disease theory) of the society.

Activity 4.6

1  an integral part of the prevailing society.

2  illness is culturally defined.

3  both preventative and curative components.

4  multiple functions.

End of Unit 4 Activities A and B

1  False

8  True


14B

2  False

9  True


15C

3  True


10  False

16B

4  False

11  True

17A

5  False

12  False

18C

6  False

13  True

19D

7  False

End of Unit 4 Activity C  

There is no End of Unit 4 Activity C but it is replaced by your first written assignment.

Activity 5.1

This activity does not have a right or wrong answer. It draws on your own experience as a nurse. Write down what your own experience is regarding the questions.

Activity 5.2

In this activity we introduce you to a topic by asking a question before we have explained the issue.  The position of the nurse is explained in the next point.

Activity 5.3

1  Medicalisation - "with the development of modern medical science an undue dependence on medical technology developed".

2  the biomedical model - with hospitals becoming so important, emphasis was placed on curative rather than preventive care.

3  Given the above tendency of medicalisation and the biomedical model, one could argue that there is a need for the psycho-socio-environmental model.

End of Unit 5 Activities A and B

1  False

8  False

14  True

2  True


9  True


15  True

3  True


10  True

4  True


11  True

5  False

12  False

6  True


13  True

7  True

End of Unit 5 Activity C  

16  This term refers to the fact that they provide for a variety of health related functions in society, for instance treating patients, training health workers etc.

17  Hospitals are large complex organisations and one could apply Weber's characteristics of bureaucracies to the hospital.

18  The bureaucrat's goal is to coordinate the hospital's activities as efficiently as possible through formal rules. The goal of the professional is the treatment of sick people and the emphasis is on self-determination.

19  The nurse is typically caught between rules and commands of the bureaucrats and the professionals. Her or his position is seen as marginal and stressful.

20  It may be argued that the patient feels depersonalised because of three basic mechanisms: stripping, control of resources and the restriction of mobility.

21  The hospital as a developing society has three commitments: health care must extend to all the people in the community;  the focus must be on the common health problems of the community; and it must concentrate on empowering people, families and communities to care for themselves.

Activity 6.1

1  human population density reaches above that of hunters and gatherers.

2  water supplies by waste products.

3  nutrition and levels of resistance to illness.

Activity 6.2

1  smog

2  health care systems, environmental protection

3  do not, environmental impact

Activity 6.3

1  In this context, access represents all factors which contribute to a person's ability to obtain health care, e.g. cost, time and distance to facility, and quality of care available.

2  Figures from 1990 indicate that 47% of Namibians have safe water available (30% for rural areas) and 23% of Namibians have adequate sanitation facilities (only 10% for rural areas).

3  In most studies conducted around the world, education is always highly correlated with improved health indicators. Economic dependency contributes to unequal access to health care since those with resources are able to obtain adequate health care while those who do not have economic resources are forced to depend on an over burdened, inadequate health care system.

Activity 6.4

Here your answer should include similarities such as both health care systems were fragmented based on race and both share a common history. Some of the differences you should consider are that South Africa is much larger than Namibia and has a far more complex problem in restructuring and that South Africa also has far more resources with which to restructure the system.

Activity 6.5

Here there are many examples you could give such as the example of in areas where there is a high percentage of women and children, there is more of a need for prenatal, well child and family planning clinics. Another example is that in areas with a high incidence of tuberculosis, there would be a greater need for tuberculosis clinics.

End of Unit 6 Activities

1  False

8  False

14C

2  False

9  True


15D

3  False

10  True

16D

4  True


11  False

17D

5  True


12  False

18A

6  True


13  True

19B

7  False

End of Unit 6 Activity C  

20  Your answer should include the five (5) points given in section 4 of this unit.

21  Your answer should be a review of the discussion in Giddens, 1993 pages 604 through 606.

22  Your answer should mention the fact that people living in remote rural areas also have problems accessing health care facilities. In the case of rural populations, most people walk to the nearest hospital or clinic, the average walking time can be 1 to 2 hours, there may be long queues once they arrive at the health facility and they still must pay for the treatment they receive. Under these circumstances, mothers are less likely to bring a sick child to the hospital or health centre, possibly due to the time and cost associated with travel to a health facility.

23  Your answer should be based on the discussion in section 9 of this unit and should mention the concepts such as the inability to know what kinds of health care to provide to which sectors of society.

Activity 7.1

There is no right or wrong answer for this activity. We want you to read specific parts in your first workbook again. It is crucial that you know what stratification is, and that you know about the inequalities of wealth in Namibia.

Activity 7.2

Again, there is no right or wrong answer. What is important with this activity is that you understand how poverty, a lack of infrastructure and unemployment effect the people of Namibia and your communities.

Activity 7.3

This exercise is also meant to have you take a look at how inequality affects the Namibian society.

Activity 7.4

For Namibia the answers should be clear to you based on your own experience in the hospitals. 

1  Namibia still experiences morbidity and mortality due to preventable diseases. 

2  In some rural areas there is a shortage of essential drugs.

3  Urban based, rich people have the best access to curative care.

4  There is still unequal distribution of expenditures.

5  Although you may not have the exact figures for this, we are sure you know that the ratio of doctors to patients is better in the urban areas.

6  In the rural areas, health facilities are still not adequate.

7  Again you may not have the exact rates of immunisations, but the rates are far better today than at independence.

8  Since the births are unsupervised this is hard to know, but women in the rural areas are more likely to have unsupervised births than in the urban areas (however, this does not take into consideration traditional birth attendants).

End of Unit 7 Activity A

1  False

7  True

2  False

8  True

3  True


9  True

4  True


10  True

5  True


11  True

6  False

End of Unit 7 Activity B 

12  This question is meant to get you thinking about what Primary Health Care is before we tell you what it is and what it is NOT.

End of Unit 7 Activity C 

13  For this question you should give information such as:  population size, population groups, inequalities between population groups and urban/rural divides, inequalities regarding access to health care facilities, differences in disease patterns of population groups, etc.

14  This is an answer that you as a health worker should give, because you would know about the adequacy or inadequacy of health services in Namibia.

15  The state of health of a community is dependent on multiple factors eg. the social characteristics of a population and the state of the existing health services.

16  Social stratification can be defined as structured inequalities between different groupings of people; and social inequality means that different sectors of society have different access to resources and facilities.

17  An example is the inequality between patient (powerless) and doctor (powerful).

18  Because of historical circumstances most of the rural population in Namibia are women. In rural areas access to health care is more restricted than in the cities.

Activity 8.1

There is no right or wrong answer here. We would like you to draw on your own experience and fill in the open spaces with reference to curing, interpreting and preventive action.

Activity 8.2

You should be able to copy and redefine the WHO definition of PHC from page 107 with no trouble. Go back and re-read what they have written, but most importantly, make sure you understand what it means.

Activity 8.3

You should be able to answer this question easily based on your readings on pages 171 through 176.

Activity 8.4

1  Rely on the potential talents, enthusiasms, and creative abilities of ordinary people

2  Encourage self-reliance

3  Create a new type of health worker

4  Organise the education of rural health workers

Activity 8.5

Again there is no right or wrong answer. We would like you to write down your experience in the field.

End of Unit 8 Activity A

1  False

9  True

2  True


10  True

3  True


11  False

4  False

12  True

5  True


13  False

6  False

14  True

7  False

15  True

8  False

End of Unit 8 Activity B 

16  You should now be able to write a proper definition of what PHC is and what it is NOT. Your answer should include a discussion on the HFA by the year 2000 and some of the criticisms of this policy.

End of Unit 8 Activity C 

17  "It was an international effort to expand and redirect health programs in countries throughout the world. Its goal was to make substantial, rapid, and inexpensive improvements in the delivery of preventive and curative services at the community level, primarily in rural areas".

18  See Activity 8.2.

19  The misconceptions about PHC are:

a  PHC is not primary care, primary medical care or primary curative care.

b  It is not only first contact care.

c  It is not health services for all, it is more than that.

d  It is not cheap, simple or second-class care.

20  The idea of HFA by the year 2000 is seen as idealistic and unattainable.

21  These workers are usually women selected from communities in which they work. They usually work on a voluntary basis. Their tasks include the motivation of the community to make use of available services and to promote preventive health care practises.

22  This question requires that you make use of what we have discussed on Namibia so far and add your own experiences.

Activity 9.1

1  co-existence, availability, perceiving, explaining

2  orthodox/ allopathic/ professional/ modern/ western sector, and the folk/ alternative/ complementary/ traditional sector

3  psycho-social-environmental

Activity 9.2

1  colonial governments, missionaries and independent churches

2  church, hospital/clinic

3  In traditional African beliefs, the soul and the body are linked and you can not treat one without treating the other. The traditional healers in many traditional African society were both the medical and religious practitioner.

Activity 9.3

1  namely to help the sick"

2  Insamgomas, Inyanga and umthandazi

3  wizards, witches, abathakathi
4  the urgent exploration of alternative health care systems to the western model

Activity 9.4

1  to outlaw the practices of divination, spirit possession and fortune telling. However, due to other laws herbalism was also against the law.

2  The formation of the Board will give the MoHSS a Board to investigate and watch over the activities of traditional healers and the traditional healers will be able to raise the standards of their profession and get recognition by the MoHSS.

3  Your answer should have included the issue that the churches and western professionals do not recognise traditional healers for the work they do. Dr. Jerry sees the formation of the Board and maintaining a high standard in the profession and what the traditional healers do.

Activity 9.5

1  It has been suggested by two independent western doctors that Tara had skin herpes. This condition is frequently brought on by stress, which Tara was experiencing due to her social problem with her boyfriend.

2  Dorothy's boyfriend was removing affection from her and she manifested these symptom's as 'disturbances' in the house, feeling cold at night and woke up from sleep vomiting. Dorothy could have also been experiencing symptoms of stress.

3  Both patients were having problems with a social relationship which needed to be solved, both patients had some kind of symptoms, both patients used traditional mechanisms to address their problems and both patients were able to deal with their social problem effectively.

End of Unit 9 Activities A and B

1  False

8  True


14C

2  True


9  False

15C

3  True


10  True

16A

4  True


11  True

17D

5  False

12  False

18C

6  False

13  False

7  True

End of Unit 9 Activity C  

19

a.  Isangomas, they are like psychologists

b.  Inyangas, they are healing doctors

c.  Umthandazi, they are faith healers

20  Your explanation should have included the idea that medical pluralism refers to "the co‑existence and availability of different ways of perceiving, explaining and treating illness".

21  Your explanation should have included at least one or two points listed under section 5 of this unit and maybe some of your own thoughts on the topic.

22  The sum total of the current laws pertaining to traditional healers and their on-going interaction with the MoHSS clearly establishes them as a member of the Allied Health Service Profession with all of the rights and privileges thereof.

23  Your explanation should include the idea that witchcraft accusations function to identify, bring to the open and address problems within social relations.

Activity 10.1

1  sacred, secular

2

a.  What is common to all patients?

b.  What is common to the practice of the two medical systems (traditional and western)?

c.  What can these two different explanatory models learn from each other?

d.  How can these two models co-exist constructively?

Activity 10.2

1  South Africa - Officially, the use of traditional healers is against the law, but these are old laws and not generally enforced. The country is still in the process of formulating a policy relating to traditional medicine.

2  Zimbabwe - The role of traditional healers i primary health care has been formally recognised by the government and a policy of integration was established.

3  Mozambique - The first government after independence outlawed traditional medicine. Now authorities allow people to choose their health care system, but advocate the western system.

4  Swaziland - Swaziland has taken the middle of the road. There is no formal recognition of traditional healers; however, the government encourages links and cooperation between the two sectors.

Activity 10.3

1  snakes, it refers to the idea that everyone has snakes in their stomach and when impurities enter the body nyoka cleans them out by causing diarrhoea.

2  pollution and serves to put together all of the various causes of child diarrhoeal disease.

3  They agreed to use nyoka as a metaphor for the expulsion of pollution out of the body since it was a culturally accepted concept. They furthered the idea by stating that nyoka is disturbed when impurities enter the body, diarrhoea is an attempt to flush out the impurities, there are residual impurities that nyoka reacts to cause symptoms we recognise as dehydration, due to the diarrhoea the body has lost water and certain elements like 'salt', which the body needs, Oral Rehydration Solution (ORS) contains those elements the body needs and when the body gets them nyoka will be satisfied and at rest so the symptoms will go away.

Activity 10.4

1  modern medicine is preferable and cure health problems, extremely powerful and necessary.

2  the people they serve and the ancestors.

3  scientifically tested there can be no guarantee of safety, thus they are reluctant to recognise traditional medicine.

4  health care promotion and disseminating information, drugs are tested, they receive training

5

a.  The scientific community will have trouble accepting the traditional healers cosmology because it is not based on empirical findings.

b.  The western medical community will want to impose criteria for training and practice that may not be acceptable to traditional healers.

End of Unit 10 Activities

There are no end of Unit 10 activities as your end of modular writing assignment should be done now.







    � Throughout this module the terms 'traditional healers', 'alternative healers', and 'healers' are used to refer to the following types of people; a person who gives you traditional herbs (a herbalist), a person who practices western natural medicine (a homeopath), a person who calls on God to heal you (a faith healer), a person who calls on the ancestor spirits to help you (spirit medium or shaman), a traditional midwife (traditional birth attendant), a person who tells your fortune and checks you for good health, or some other person who is not trained in a western medical school (LeBeau, 1995:Appendices questionnaire). 


    � The following section is derived from LeBeau 1997a, "Health Seeking Behaviour in a Multi�ethnic Society".


    � Much of the text for this unit is adopted from Foster and Anderson 1978, Medical Anthropology.


    � This section is derived from LeBeau and pendleton 1993 "A Socio-Economic, and Baseline Desk-Top Study of Health, Water and Sanitation". NISER: Windhoek.


    � This section on the Historical Context and the following section on Traditional Medicine in Modern Africa comes from LeBeau 1995, "Seeking Health: Models of Health Care and the Hierarchy of resort in Utilisation Patterns of Traditional and Modern Medicine in Multi�ethnic Katutura, Namibia".


    � This section is derived from LeBeau 1997b "Traditional Medicine and the function of Witchcraft Accusation" paper presented at the Namibian Colloquium on 20 March 1997. 


    � This section is derived from LeBeau 1997c "Traditional Healers and Western Medicine in Namibia: Collaboration versus Integration" paper prepared for presentation to WHO.


    � This section is derived from LeBeau 1997c "Traditional Healers and Western Medicine in Namibia: Collaboration versus Integration" paper prepared for presentation to WHO.





