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INTRODUCTION

In the context of both an allopathic and Traditional Medical system operating in South
Africa and the severity of the AIDS epidemic it is necessary to explore options of
collaboration that may lead to effective intervention strategies. The concept of
collaboration is a complex one. It can mean practicing side by side with some level of
recognition, various degrees of collaboration or full integration of Traditional
Medicine into all aspects of health care (WHO, 2002). This study therefore aims to
gain a more nuanced insight into the complexity associated with it by investigating
the obstacles that need to be overcome, as well as the enabling factors that will
facilitate the operation of the different paradigms within a collaborative environment,

the nature of which will be further explored.

The HIV/AIDS epidemic constitutes a severe threat to Sub-Saharan Africa. Whilst
health issues are an obvious result of the epidemic, its effect is far reaching and
devastating. The rapid growth of HIV/AIDS is not only hampering development but
also reversing previous developmental gains. Furthermore, the epidemic is claiming
millions of lives, increasing social and economic inequalities and undermining
security of the most vulnerable members of society (Gilbert, Selikow and Walker,
2002). Among the countries in the Sub-Saharan region, South Africa ranks first in
terms of the largest number of HIV/AIDS infections. In fact, South Africa’s
HIV/AIDS statistic is highest on a global scale. The numbers have increased from 2.8
million people in 1997 to 3.5 million in 1999, to 4.7 million in 2000 and now stand at
5.7 million people (UNAIDS, 2008). The rapid spread of the epidemic has no doubt
been accelerated by the specific cultural, social, political and economic dynamics of
the disease that have interrelated with one another. While South African society is
very conducive to the spread of HIV, it is also particularly vulnerable to the impact of
the epidemic and the effects have therefore been far-reaching and extremely

detrimental (Pelser, 2002; Gilbert, Selikow and Walker, 2010).

In light of the above, it is evident that while responding to the challenge posed by the
epidemic undoubtedly constitutes a difficult task, an adequate comprehensive
intervention strategy is necessary if present and future impacts of the epidemic are to

be mitigated. Indeed, South Africa’s response has developed from its initial focus on
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purely biological and behavioural factors in the early 1980s to an incorporation of
socioeconomic and environmental factors. The fact that the epidemic has managed to
reach this high level clearly indicates that such responses have been, for the most part,
inadequate and often counterproductive (Natrass, 2007). In order to reach as many
people as possible throughout the disease trajectory from prevention, treatment and
care, South Africa needed to mobilize all its available social, health and medical
resources. However, it seems that in the context of already overburdened health care

services, it failed to do so (Squire, 2007).

One of the reasons for this can be seen in that intervention strategies have not fully
taken into account the various medical and health care systems operating in South
Africa. Traditional Medicine (TM) has existed for a long time in South Africa. It is
estimated that over 80% of the population makes use of Traditional Healers (THs)
(Cook, 2009: 264). They are often the first line of contact for patients after which
many continue to consult these practitioners in addition to, or instead of, medical
doctors (UNAIDS, 2006). Since the late 1970s many have advocated the
incorporation of TM within formal health programmes (UNAIDS, 2000). This
position has gained popularity in recent years with the recognition of the need to
incorporate a psychosocial environmental model within the biomedical understanding
of disease and illness and to support medical and health care pluralism (Gilbert &

Gilbert, 2004)

The idea of collaboration between different health care systems, in this case the
African Traditional health care system with the allopathic, is therefore hardly new but
has had limited success so far. South Africa, in particular is behind other African
countries in its recognition and establishment of TM (Richter, 2003). This type of
collaboration however could potentially serve as an effective intervention strategy in
light of the magnitude of the HIV/AIDS epidemic and due to fact that the population
most affected by HIV/AIDS, that being the African population, is the one in which a
large percentage of the people consult THs. Firstly, collaboration could provide a
means of greater support, cooperation and education needed by the THs and secondly,
would enable the formal health care system to expand its reach and efficacy of its
prevention and treatment programmes (Richter, 2003). Furthermore, because of the
critical role THs play in African societies they are not likely to disappear anytime

soon. They survived the colonial and apartheid legacies forbidding their practice and
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continue to play a fundamental role in addressing many of the psychosocial problems
encountered by members of their communities (UNAIDS, 2000). With this in mind, it
seems obvious that an effective collaborative strategy should be developed. Other
African countries, such as Guinea (UNAIDS, 2000), have been successful in this
regard and have effectively incorporated TM within the formal health care system.
The obstacles that are preventing this from occurring in South Africa must therefore
be fully explored and better understood. To date, the literature on this topic is scant
and inadequate. The full complexity of the issues involved has not been interrogated

and actual assessments of the obstacles have not been conducted.

This study therefore examines this complexity in the context of HIV/AIDS in order to
determine what the obstacles are that are hindering collaboration between THs and
medical doctors. Three areas are explored:

e The knowledge, attitudes, beliefs and practices (including prevention and
treatment) of THs surrounding HIV/AIDS and the perception towards the
biomedical realm

e The perception, attitudes and policies of the biomedical/allopathic
establishment as well as

¢ The government’s position towards TM and its practitioners.

While many notions exist concerning the obstacles to collaboration, many of these are
based primarily on misconceptions about beliefs on behalf of THs with regard to
HIV/AIDS and the vast differences between the two health care systems. However,
many of these explanations rely on evidence that is outdated. African Traditional
Medicine is not a stagnant system but one that adapts to the social environment in
which it is located (UNAIDS, 2006). Many of the views, therefore, that previously
existed with regard to HIV/AIDS are no longer prevalent and prevention and
treatment strategies have been improved (some of which are as of the result of
collaborative efforts). These include increase in recommendation of condom use as
well as referral to clinics and advocacy of ARV treatment (Wreford and Esser, 2008:).
With this in mind, it is relevant to understand what the position is on behalf of THs
today, and how they integrate biomedical concepts into their traditional belief system
and methods of practice, and whether this hinders or has the potential to facilitate
collaboration between the two health care systems. Furthermore, the failure of
collaborative efforts has often been blamed primarily upon the traditional medical
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realm and the existence of unscrupulous practitioners (Richter, 2003). It is therefore
essential to investigate the role that others are playing in facilitating or preventing
collaboration. The position on behalf of government as well as the medical
establishment with regard to TM must be assessed in order to develop a holistic and

more nuanced understanding of the obstacles that exist in this regard.

LITERATURE REVIEW

HIV/AIDS

South Africa is the country that has been hardest hit by the AIDS epidemic. The
HIV/AIDS numbers within the country are the highest on a global scale, recently
estimated to have reached 5.7 million people (UNAIDS, 2008). While there exist
many underling causes of the rapid spread of the disease, this high prevalence rate
cannot be completely understood without determining the key social factors which
have, undoubtedly, shaped the way in which the epidemic has unfolded in South
Africa.

Firstly, the social changes brought about by colonialism and apartheid severely
affected the way the HIV/AIDS epidemic unfolded. These changes included a
replacement of traditional values with western Christian ideals as well as the
development of a migrant labour system. The former evidently affected the way in
which sexual matters were viewed and expressed. Sex became a taboo topic and the
openness that had previously existed around discussions of sex, including regulatory
measures, perished (Delius and Glaser, 2002). This undoubtedly facilitated the spread
of HIV/AIDS, as the youth were no longer provided with accurate information and

education on sexual matters.

With the implementation of the migrant labour system social cohesion was disrupted
and the increase in mobility allowed for a conducive environment for the spread of
sexually transmitted infections (STIs) including HIV/AIDS. This economic system
removed numbers of sexually active young men temporarily from the countryside to
work in the mines (Hunter, 2007). These men were exposed to dire conditions within
the hostels (including overcrowding and lack of cleanliness), which made them
susceptible to disease, and as more time was spent away from the family more men

began to find substitute sexual partners (Rose-Innes, 2006). When these men returned
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to the rural areas they brought with them the sexual diseases they had contracted and

in this way the spread of such diseases was facilitated (Jochelson, 2001).

THs, as guardians of traditional values, could potentially play a fundamental role in
reestablishing both social cohesion as well as an openness towards discussions of
sexual issues. In this way THs may serve as an essential component in addressing the

epidemic and this study therefore explores this potential.

Another factor which is important in understanding the way in which the HIV/AIDS
epidemic has unfolded is the erosion of social capital. Although ‘social capital’ is not
an easily definable phrase (Gilbert and Walker, 2002) the social capital approach
suggests that people are more likely to partake in and promote health-enhancing
activities if they are part of a community that offers high levels of participation in
local networks and organizations which are characterized by high levels of trust,
reciprocal help and support and a positive local community identity. This approach
argues that the most important element that determines whether people will
participate in health promoting activities is if they perceive themselves to have
“citizen power” (Campbell, 2003). This refers to an acknowledgement of and regard
for the views expressed within communities as well as a forum that enables
community participation in important decision-making processes with regard to the
family, school and neighbourhood. Therefore, the social capital standpoint focuses on
two areas. The one is the social cohesion and interconnectedness within the
community itself- a sense of belonging to a community where high levels of
participation and trust exist. The other is a sense of connection in an even broader
context. This refers to an involvement, as active citizens, in decisions that will impact
directly on the community. The latter affects health promoting behaviour because
when individuals feel they are in control of the important things in their lives they will
seek to enhance such control (ibid). However, when perceived lack of power and
control in these important areas exists there will be no motivation to regulate activities

whose consequences will only be felt in the future.

It is evident that colonialism and, later, apartheid eroded both social cohesion as well
as citizen power. Under both these systems Africans were denied civic rights and
rules and regulations were merely imposed upon them. Furthermore, it has been

shown above that communities were broken apart due to reallocation of land and the
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migrant labour system. While African tradition relied on inter-communal support and
cohesion, colonialism and apartheid transformed this community-based culture into
an individualistic culture whereby concerns for others, and the future, perished and in
this way an environment conducive to the spread of STDs and HIV/AIDS flourished

and Africans became the primary group affected by the epidemic.

THs can be considered as a component of social capital as they are part of the social
networks within African communities and play an important and influential role in
these communities. As discussed above, THs could play an important role in fostering
social cohesion, which in turn may strengthen health-promoting activities. This area is

considered in the study.

Poverty is a further factor that has shaped the way in which the HIV/AIDS epidemic
has unfolded in South Africa and has contributed to the uneven affect of the epidemic
on the population. While it has been estimated that 44% of South Africans live in
poverty, 95% of this statistic is African and 5.3% is female (Gilbert and Walker,
2002). It is therefore evident that African women occupy the most vulnerable
positions, as they are the poorest. The effects of poverty are far reaching and these, in
turn, have shaped the way in which the epidemic has developed. Firstly, the living
conditions of most poverty stricken individuals is characterized by overcrowding
(often in informal settlements) due to inadequate government housing policies,
inadequate sanitation and lack of safe drinking water (Ankrah, 1991). These
conditions create an environment that is extremely susceptible to the spread of
HIV/AIDS and individuals living in such conditions become extremely vulnerable to
the impact of the disease. This is further exacerbated by the systematic inequalities
present in the health care system (Gilbert and Walker, 2002). While these individuals
cannot afford private health care facilities, the public health facilities offered are often
inadequate. This is, in part, due to the fact that the portion of South Africa’s GDP
allocated for health care is distributed unevenly. In fact, 60% of these funds are used
to pay for the healthcare of those with private medical insurance (Marais, 2006). The
result is that those who are most in need of HIV treatment are often denied it or
receive insufficient treatment, which ultimately contributes to the impact of the

epidemic on these marginalized individuals.



The inadequate health services provided have placed additional strain on African
women who are expected to compensate for such services. This is due to the fact that
social constructions have made women responsible for reproductive labour (Ankrah,
1991: 968). The burden of caring for the sick and dying is therefore placed upon
women, which in turn hampers their development and locks them further into poverty.
This has undoubtedly shaped the way in which HIV/AIDS has had a greater impact
on women (Gilbert & Selikow, 2009)

Furthermore, social factors such as gender inequality and sexual violence have further
contributed to the way in which HIV/AIDS has disproportionately affected African
women in South Africa (Rose-Innes, 2006). Many African cultures encompass a
vision of women as minors or, at least, as inferior to men (O’ Grady, 2004). Many
cultures prevent women from owning land or cattle. These cultural constraints as well
as the ‘imprisonment’ of women in reproductive labour, as discussed above, has led to
economic and social dependency of women on men (Ankrah, 1991; Gilbert &
Selikow, 2009). This has constrained the ability of women to deny unsafe sexual
practices with their partners, as there exists a fear of being abandoned and no longer
provided for. Furthermore, sexual violence, which has become an accepted norm in
many communities, and which is further exasperated by cultural ideals which promote
multiple sexual partners, contributes to the vulnerability of women and their inability
to negotiate sexual relations or demand the use of condoms (Gilbert and Walker,

2002; Gilbert & Selikow, 2009).

THs offer an environment for both men and women within the African communities
to discuss issues of sexual practice and therefore may be effective in firstly
empowering women, even if only in a psychological manner, and addressing the
behaviour of promiscuous males. In addition, THs may be playing an important role
in the promotion of condom use, which would address many of the problems

discussed above, and this is further explored in the study.

Stigma is another factor which has played a significant role in shaping the way in
which the epidemic has unfolded in South Africa. Since the initial outburst of the
HIV/AIDS epidemic people infected were viewed as deviant and as possessing an
undesirable difference. In this way the blame was placed upon the victim. Initially this

blame was placed upon white homosexual males (Phillips, 2002). They were viewed
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as immoral and deviant members of society who partook in unacceptable sexual
practices. From the late 1980s when HIV/AIDS became prevalent among, primarily,
heterosexual Africans white racism was employed in order to place blame among
these ‘promiscuous’ Africans. HIV/AIDS came to be viewed as a behavioural
problem resulting from certain African sanctioned practices (Packard and Epstein,
1992: 352). It is evident therefore that stigma was employed in order to justify a
superior status within already existing structures of inequality. This technique, of
stigmatization, allows for reassurance as it allows those who construct this idea to
draw a distinction between themselves and those infected, it removes any
responsibility to the infected as it claims that those who have become infected are
guilty i.e. they have acted incorrectly and are therefore being, justifiably, punished.
This idea has been further exasperated by cultural ideas surrounding the belief that
HIV/AIDS is caused by supernatural forces as punishment for immorality or

excessive sexual behaviour (Goldin, 1994; Gilbert & Walker, 2009)

Furthermore, HIV/AIDS has seen the development of self-stigmatization (Parker and
Aggleton, 2003). Many infected by the virus attempt to conceal their positive status or
merely avoid being tested. This is because they experience a considerable amount of
shame emanating from the fact that they do in fact view themselves as morally
inferior. Concealment may also arise from a fear of being discriminated against, be it
by individuals or the community. In South Africa our legal framework in conjunction
with the Bill of Rights serves to prevent discrimination against people living with
HIV/AIDS however the reality is very different. Discrimination resulting from the
stigmatization of individuals infected with the virus continues to occur. Workers,
although supposedly protected, often lose their jobs as a result of disclosure of their
HIV status (Cameron, 2005) and there have been incidences of people being brutally
killed after disclosing their HIV status. The choice of secrecy on behalf of those
infected is preventing access to adequate treatment and undermines strategies aimed
at preventing HIV transmission. Many will rather die in silence than admit to being
HIV positive. THs could potentially address this secrecy as they may offer an
environment whereby patients feel comfortable disclosing their status. This study

explores this area.

In light of the above it is evident that HIV/AIDS demands an intervention strategy

that focuses on a number of factors and incorporates different role players. Sexual
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behaviour has been the primary target of HIV/AIDS prevention strategies (UNAIDS,
2000). Most of these strategies have relied on providing correct information to
individuals about HIV transmission and prevention and have been informed and
dominated by the biomedical model of disease (UNAIDS, 2006). More recently
however sociocultural factors have been considered as sexual behaviour has come to
be understood as embedded in social and cultural relationships as well as influenced
by environmental and economic processes (UNAIDS, 2000). In order to address these
underlying factors mobilization of all available resources needs to occur in order to
prevent further spread of HIV/AIDS and to adequately address the needs of those
already infected. THs, as the custodians of ‘culture’ and leaders in their communities
have the potential to play a fundamental role in this regard and could be incorporated
in prevention and treatment strategies. As indicated earlier, this study further

investigates this possibility.

A Sociological Perspective of Health and Illness

The biomedical model of health and illness has dominated medical thought, research
and practice since the mid nineteenth century. Today this model continues to govern
the medical realm however, since the late twentieth century increasing criticism has
been leveled at such an approach and emphasis has been placed on the need for
greater recognition of a psychosocial environmental approach to health and illness
(Gilbert, Selikow and Walker, 2002). This is related to the changing patterns of
disease from ‘acute to chronic’ and the changing role of medicine from ‘cure to care’
and management of disease as well as a shift in understanding of the causation of
disease from single-causal to multi-causal (ibid). This understanding of the causation
of disease relies on multiple factors within the individual as well as within his broader
social environment and the relationship between these factors. While the psychosocial
environmental model explains the interdependent nature of these different factors, the
biomedical model cannot simply be disregarded but rather, an understanding of both
is necessary in order to assess disease and the role of different health systems in
combating it. This study therefore takes into account the role of both allopathic
practitioners as well as that of THs, as operating with the PSE model, and considers

the possibility of collaboration between the two.



The Biomedical Model

The biomedical model asserted its autonomy in the mid 19" century during the era of
the Scientific Revolution. During this period, due to scientific and technological
advancement, medicine was established as a science and was therefore assigned
greater power and authenticity upon which individuals came to rely. Power was
developed by, but also conferred upon, doctors to define illness and the appropriate
methods of treatment. The definition of illness, and treatment, was therefore
developed within a biomedical model, the credence of which was supported by health

professionals as well as patients seeking support.

The biomedical model is therefore a scientific model but must be fully understood by
an exploration of its components namely, the nature and cause of health and illness,
the appropriate intervention methods, the role of the patient during treatment (Gilbert,
Selikow and Walker, 2002) and the impact of the illness on the patient (Armstrong,
2000).

The starting point for the biomedical approach is the assumption that disease or illness
can be reduced to a pathological lesion and that in order to address the illness it is
therefore necessary to identify and treat the lesion (Armstrong, 2000:). In order to
accomplish this said objective the biomedical approach relies upon the ‘doctrine of
specific aetiology’ (Dubos, 1992) whereby each lesion is believed to have a specific
underlying cause that is biological in nature (otherwise known as the germ theory of
disease) (Armstrong, 2000). In order to uncover the specific biological cause the
biomedical model relies partly on patients’ accounts of physical symptoms and mostly
on clinical testing and examination. The patient’s body is therefore viewed as a
machine that must be clinically examined and treated by either removing the lesion or
reducing the negative effects by prescribing the appropriate medication (Armstrong,
2000). The patient is therefore passive during the treatment phase and the success of
such treatment is in no way accredited to any psychological position, action or
behaviour of the patient outside of his administration of the prescribed medication. In
terms of the consequence and effect of the illness on the patient, the biomedical
approach simply considers the individual biological changes that occur in the patient
and does not take into account the effect the illness has on the patient’s social status

and role (Armstrong, 2000).
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In terms of the efficacy of specific medications, the biomedical model assesses such
according to scientific standards. This biomedical assessment of efficacy is
inextricably linked to theories of knowledge, as described by various authors.
Foucault shows how the power of health professionals is linked to knowledge
whereby they are able to define ‘health’ ‘disease’ and ‘medicine’ as they possess
medical knowledge that the ordinary man does not and this knowledge is seen as
absolute (Turner, 1995). Wilber (1998: 56) expresses similar sentiments and refers to
“the mechanical paradigm as a flatland whereby spheres of knowledge of indigenous
thought are flattened by science through the empirical process”. In this way
knowledge is only valid in so far as it is objective and can be assessed in empirical
terms. In terms of evaluating efficacy of treatment this therefore rests on bioscientific
evidence. The biomedical model of health and disease is essentially based upon
reductionist science and therefore efficacy of treatment methods is based mainly upon
the randomized controlled clinical trial. According to this position, alternative
medicine does not exist as there is only room for scientifically proven, evidence-based
medicine supported by solid data (Coulter, 2004). Any complimentary or alternative
treatments would only be viewed as valid if they were subject to scientific standards
of testing. However, as Coulter expresses “To claim that CAM must become evidence
—based...is to make an epistemological claim, a preference for one form of knowledge
over another. It is also a claim for the dominance of the epistemological basis of
orthodox medicine: (2004: 109). This is essentially linked to Foucault’s understanding
of the power held by health professionals due to the acceptance of one form of
knowledge over another. This results in the valuing of biomedical forms of evidence
of the nature of health and disease, and the treatment of such, over other forms and

signifies the dominance of a western construct of reality.

Furthermore, connected to this is the western model of professionalism on which
doctors rely. According to this model, certain characteristics are attributed to genuine
professions. The first is autonomy in that professionals have a high degree of control
of their own affairs; they are able to make independent judgments about their own
work and also possess autonomy of clientele (Kalble, 2005). This power of autonomy
flows from the fact that professionals are assumed to have broad theoretical
knowledge having undergone an extensive period of formal training and passed the
prescribed examinations as well as institutionalized training following this (ibid).

Furthermore, professions are regulated by registration and licensing procedures as
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well as a code of ethics. Professions are also characterized by a unique body of
knowledge which is inaccessible to the uninitiated. Professions also usually have a
professional body, organized by its members, to control entrance requirements and
performance, or lack thereof, of its members. Finally, professions must also contribute
to the public benefit and the earning of fees by professionals is therefore justifiable
(ibid). This western construct of professionalism excludes those who do not comply
with such standards from being deemed professionals and in this way removes any
legitimacy from individuals who may operate within a different paradigm, as is the

case with THs.

Ultimately, it is evident that the biomedical model is reductionist in its approach as it
adopts a microscopic view of disease and illness and reduces such to specific
biological causes. However, while this model originally overlooked any link between
the mind and the body (Fremont & Bird, 2000) in the cause and treatment of illness
and focused primarily on chemical intervention in the treatment of illness, it is now
allowing for the inclusion of social and psychological interventions in addressing
disease. These types of interventions, however, are still forced to operate within the
scientific paradigm as the biomedical model makes little room for practitioners who

operate within a different paradigm.

For this reason THs are not seen as important role players in addressing disease
according to the orthodox biomedical model. However, in light of the seriousness of
the epidemic as well as its impact and the burden it places on allopathic health care
practitioners (Gilbert, 2008) it is of importance to explore whether some form of
collaboration is possible. The differences between the allopathic and traditional
medical realm as well as the specific obstacles preventing collaboration are therefore

addressed in this study.

Although the biomedical model continues to dominate the medical establishment it is
increasingly being challenged by advocates of a psychosocial environmental approach
to health and illness, particularly with the shift towards primary health care in the
South African public health care system. Since THs originate in the community and
operate within the psychosocial domain, the current atmosphere may open the way for
a more receptive environment to traditional medicine and this is further explored in

the study.
12



The Psycho-Social Environmental (PSE) model

The social model differs significantly from the biomedical model in various ways. It
highlights a different understanding of the nature and cause of health and illness, the
appropriate intervention methods, the role of the patient during treatment and the
consequence of illness. While the biomedical model relies on causes of disease that
are purely biological in nature, the social approach identifies numerous causal factors
of disease and illness. This approach emphasizes the role that social factors play in
causing (or preventing) disease i.e. the behaviour and mindset of individuals, their
type of employment, their geographical location and how they live their daily lives
(Gilbert, Selikow and Walker, 2002). In this way, the social model offers more of a
‘macroscopic’ (ibid) view of health and illness and offers solutions that are dependant
on the examination of the patient within his/her broader social context. The social
model determines the effective treatment of disease according to treatment of
different social aspects of the individual. Unlike within the biomedical model, the
patient within the social model is regarded as an active participant in the treatment of
disease (Armstrong, 2000). Furthermore, while the biomedical approach focuses
primarily on treatment and cure of disease the social approach extends its focus to
care and disease prevention whereby healthy lifestyle becomes imperative (Tarlov,
1992). The biomedical model is unable to focus on this area, as it is relies on the
pathological lesion premise which is non-existent in a healthy individual. The starting
point of the social model however, exists prior to any lesion and seeks to prevent such
from occurring by promoting a healthy lifestyle based on ‘healthy’ social factors.
Finally, while the biomedical model regards impact of illness simply in terms of the
individual status of the sick, the social approach considers impact in terms of the

wider social identity of the patient (Armstrong, 2000).

While the social model does not deny the links between disease and specific aetiology
it seeks to determine the various social conditions that would allow this germ or
parasite to flourish and to address these conditions (Gerhardt, 1995). The solution
offered by the biomedical model to the HIV/AIDS epidemic, for example, consists of
the rollout of ARVs while the social model acknowledges the importance of such but
incorporates solutions that address social issues, which allow the disease to thrive,
including type of employment, living conditions, sexual and gender relation as well as

gender and violence. Furthermore, while the biomedical model considers the
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biological impact as the primary consequences of HIV/AIDS on an individual, the
social model views the consequences in terms of the individual’s social status, that

being, for example, his role in society as a father, worker, sportsman etc.

In terms of the PSE model with regard to HIV/AIDS, Traditional Healers can play an
important role as they consider the disease in terms of its broader causal and
communal factors and take these into account when treating their patients (UNAIDS,
2000). Traditional healers therefore could potentially serve as important components
of the PSE model and can offer solutions that may fill the gaps of the existing health
care system with regard to HIV/AIDS throughout the disease trajectory from
prevention, treatment and care. This study focuses on this area and further explores

these issues.

Although the biomedical model and the PSE model represent different approaches to
disease and illness they must not be viewed as existing on opposite ends of the
spectrum but rather, they must be accepted as different approaches that are able to
compliment one another and together provide adequate solutions to disease and illness
through a system of Medical and Health care Pluralism. This study therefore
investigates what conditions must be met in order for THs, as potentially operating
within the PSE model, to function alongside medical doctors in addressing the AIDS

epidemic

Medical and Health Care Pluralism

Medical and Health- Care Pluralism refers to the coexistence and availability of
different ways of perceiving, explaining and treating illness (Cant, and Sharma,
1999). It is a state whereby different healing systems coexist but are based on
completely different world views. The coexistence of allopathic medicine and
Complementary and Alternative Medicine (CAM) in contemporary society
demonstrates that medical and health-care pluralism is not simply a hypothetical ideal
but a reality. CAM refers to “a group of diverse medical and health care systems,
practices, and products that are not presently considered to be parts of conventional
medicine” (Stratton and McGivern-Snofsky, 2008: 1). CAM has existed for a long
time but with the recent shift in focus from a biomedical approach to more of a
psychosocial environmental one, CAM has become more relevant and more in

demand. The understanding of health and illness not simply in terms of biological
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explanations but rather as the effect of broader factors in conjunction with biological
accounts has resulted in many individuals placing greater faith in CAM. This is due to
the fact that CAM is not simply focused on addressing the specific pathogen but also

the broader causal factors of disease and illness.

Furthermore, the use of CAM enables greater personal control in the treatment
process and makes this process more meaningful to the patient. Many individuals feel
dissatisfied with allopathic treatment as it can be highly disempowering and may
produce iatrogenic side effects. The side effects of CAM, on the other hand, are
minimal and easier to manage (McQuaide, 2005). The meaning acquired from the use
of CAM is often related to individuals’ spiritual and religious beliefs as those who
believe their illness is a manifestation of something much deeper, or controlled by a
higher power are able to find comfort in the use of CAM in that it addresses these
factors, and pays attention to the connection between mind, body and soul (Stratton

and McGivern-Snofsky, 2008).

CAM however is not only employed by those seeking to avoid allopathic treatment
but is often used in conjunction with such treatment. In this way CAM is able to fill
many of the gaps of allopathic treatment without interfering with such treatment
(ibid). While CAM refers to different approaches that do of course vary with regards
to the specific treatments and the focus of such treatments, all place emphasis on
removing the cause of the illness and assisting the body to heal itself, as opposed to
treating the symptom and ‘fixing’ the body. In order to achieve such, treatment,
remedies that are prescribed are holistic in nature and address the mind body and soul
of the individual. The CAM paradigm also differs significantly to the biomedical
paradigm in that objective analytic methods to assess efficacy of treatments are not
valued. CAM does not rely on randomized control studies and statistical inferences
but rather emphasizes the significance of immediate and personal experiences
(Kaptchuk & Miller, 2005). Furthermore, CAM recognizes the effects of the health
practitioner as a fundamental component of treatment and although there does exist an
appreciation of the need for the evaluation of safety and efficacy of individual parts of
treatment, the overall effectiveness is determined from an assessment of the entire

therapeutic encounter (Anthony, 1987).
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In South Africa, the use of the biomedical and non-biomedical systems or CAM, the
most common being TM, by the same person has existed for a long time. In previous
years the disparagement with which medical doctors view the traditional indigenous
system was not as great (Muller and Steyn, 1999). Today however, most medical
doctors and THs, like other CAM practitioners, are wary of one another; this in turn
makes it difficult for those who wish to incorporate both types of healing systems
within their treatment plan. However, examples from other countries demonstrate that
despite the different theoretical and practical paradigms of the allopathic and CAM
systems it is possible to find a collaborative solution. The Gaynor Integrative
Oncology centre in Manhattan is one such example. This centre provides specialized
treatments for cancer patients that include allopathic and CAM approaches. The
oncologists and CAM practitioners have developed a means of working together
within their different paradigms. This example suggests that a successful integrated
response to disease and illness depends on the existence of institutions that provides

both allopathic and alternative treatment options (Gaynor, 1995).

Another, more local albeit small scale, example of collaboration occurring between
allopathic and traditional health practitioners is in the Valley Trust in KZN. The THs
there treat patients with traditional methods if they feel it is appropriate or refer them
to the doctors in the clinics. After consultation and treatment by the medical doctors
the patients then report back to the THs (HST UPDATE, 1998). This partnership has
proven successful as these THs and medical doctors are aware of what the other offers
and an environment of mutual respect and acknowledgment has been developed.

Both these example are useful in demonstrating that different health systems,
informed by different theoretical frameworks, are capable of working together to
provide an collaborative response to disease and illness. In light of this, it is necessary
to determine whether there exists an opportunity for this type of collaboration in
South Africa. The obstacles that are preventing effective collaboration between THs
and medical doctors must be carefully assessed and it must be determined where and
how such obstacles may be overcome and whether there is room for types of

institutions that provide both forms of health care.

Traditional Healers in South Africa

The World Health Organisation defines a TH as:

“Someone who is recognized by the community in which he or she lives as competent
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to provide health care by using vegetables, animal and mineral substances, and
certain other methods based on social, cultural and religious background as well as
the prevailing knowledge, attitudes and beliefs regarding physical, mental and social

well-being...” (Cook, 2009: 267)

There are four types of recognized THs.

Inyangas/ Amaxhwele are herbalists and use curative herbs and medicines of animal
origin in their treatments. Ninety percent of Inyangas are male (Kale, 1995)
Isangomas/ Amaqgqirha are diviners and they determine the cause of illness by
referring to ancestral spirits. Ninety percent of isangomas are female. One cannot
choose to become an isangoma but can only respond to a calling (ibid) Umthandazi/
Abaprofeti are faith healers. They belong to African churches and heal using prayer
and holy water (ibid) Traditional birth attendants (Ababelethisi/ Abazalisi) are elderly
women and supervise a number of deliveries in the rural areas (ibid). It is estimated
that 200 000 traditional healers exist in South Africa and 80% of the population
makes use of them (Cook, 2009).

For the purpose of this research report traditional healers will refer only to inyangas/
amaxhwele and isangomas/ amaqgqirha as most of the literature suggests that these
two categories of Traditional Healers are the ones who deal with issues of HIV/AIDS.

Furthermore, practices of both these type of traditional healers often overlap.

The Traditional Health Care system can only be understood by referring to the culture
from which it emerged. Indeed, as Muller and Steyn note, culture is essential in
understanding health systems as the beliefs and values present in a culture determine
the health views of the particular culture which in turn results in the development of
specific health systems which take into account these views (1999). While we must
recognize the limitation of using the cultural standpoint, in that it can produce a very
reductionist analysis, it is necessary to refer to the ‘African culture’ and the way in
which disease is viewed within this culture. In general, the African perception of
disease includes supernatural causes as well as naturalistic causes (Muller and Steyn,
1999). THs therefore refer to primary and secondary causes in addressing illness. The
former refers to factors that cannot be described in physical terms but rather relate to
supernatural entities or stresses caused by immorality or unhealthy relationships. The

latter category shares similarities with the biomedical model of disease and illness
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whereby a pathogen is seen to exist and may be treated symptomatically. THs can be
regarded as providing treatment that is more holistic in nature, taking into account the
physical and psychosocial aspects of disease (Pretorius), which is congruent with the
African culture. THs therefore have credibility, acceptance and respect among the

African population (Peltzer and Mngqundaniso, 2008).

This is one of the fundamental reasons that a majority of the population in South
Africa consults THs. The treatment is seen as more culturally specific compared to
allopathic treatment (Muller and Steyn, 1999) and each treatment is specifically
constructed depending on the individual and the primary causes of the illness.
Furthermore, because THs are culturally close to their patients this facilitates
communication about disease and related social issues and therefore addresses one of

the gaps of allopathic treatment (UNAIDS, 2000)

TM is not only culturally more available than allopathic medicine but is also
physically more available (Peltzer and Mngqundanison, 2008:). This is due to the fact
that for every 100 000 people there are only 77 medical doctors as opposed to 500
THs. These traditional healers are also located within the communities they serve and
access to them is therefore convenient (Cook, 2009). The medical health care system
does not offer such convenience with the nearest clinic often located far from places

of residence.

It is important to clarify one of the misconceptions about TM. While many are of the
view that the popularity of Traditional Medicine is due to its economically viable
nature this is in fact not always the case. While some THs adopt a ‘no cure, no pay’
policy (Stekelenburg et al, 2005: 74), others charge exorbitant amounts that are not
necessarily affordable for all (Muller and Steyn, 1999:).

Ultimately, it is evident that there are a number of reasons for the existence and
popularity of TM in South Africa. While it may not always be affordable, it is
physically, socially and culturally more available than allopathic treatment.
Furthermore, the Traditional health care system is client centered and personalized,
paying due regard to social and spiritual matters that are fundamental to African

cultures (UNAIDS, 2000).
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Traditional Healers and HIV/AIDS

Since the beginning of the HIV/AIDS epidemic, a large number of individuals have
consulted both biomedical doctors and THs in order to treat the disease (UNAIDS,
2006). In fact, the population that has been most affected by HIV/AIDS, that being
the African population, is the one in which the majority of individuals consult THs. It
was therefore evident from the outset that TM needed to be incorporated with
allopathic medicine in order to address the epidemic. Attempts to integrate the two
systems began in the 1990s when the WHO recommended that traditional medicine
be incorporated in national responses to HIV/AIDS (ibid). Following this, some
collaborative initiatives between traditional and biomedical practitioners were
developed in various countries. Some of these initiatives included incorporation of
THs in the formal health care system while others involved smaller collaborative
projects. These efforts demonstrate that collaboration is possible and advantageous.
However, although collaborative efforts are effective there exist, on the whole, only a
small number of such projects (UNAIDS, 2006). Many countries have generally not
been successful in developing effective collaboration between the two systems
(Geminder, 2008). This is the case for South Africa. Although there are some
examples of collaboration occurring these are small-scale and are the exception rather
than the norm (Richter, 2003). In contrast, policies that recognize the role traditional

healers must play in the formal health care system are available.

The African Union and the South African Development Community have adopted
resolutions urging countries to develop national policies and regulations on TM. At
the Lusaka Summit of Heads of State the African Union adopted a Plan of Action on
the decade for African Traditional Medicine (2001-2010) (Draft National Policy on
Traditional Medicine in South Africa, 2008). The purpose of the Plan of Action is the
institutionalization of TM in the public health systems of member states by 2010.
South Africa has taken further initiatives since. The government established a
Directorate of Traditional Medicine in 2006 in order to deal with issues relating to
Traditional Medicine within the Department of Health (ibid) and The Traditional
Health Practitioners Act was enacted in 2007 (Act no 22 of 2007), which seeks to
establish the Traditional Health Practitioners Council. However these initiatives have
not resulted in the integration of TM within the formal health care sector and a new
Draft National Policy on Traditional Medicine in South Africa (Notice 906 of 2008)

has been developed to provide guidelines on the recognition and institutionalization of
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TM. Whether this draft policy succeeds in attaining the aforementioned goal remains
to be seen, however there continues to exist numerous obstacles in integrating the two

health care systems.

These obstacles are often understood in terms of the downfalls of TM. More
specifically, that recognition of TM is problematic as training and licensing of THs is
not institutionalized, that there does not exist a monitoring system of THs which
results in a number of practicing healers that are not bona fide and that THs lack
anatomical and physiological knowledge (UNAIDS, 2000). Furthermore, there is
concern that THs engage in some harmful practices and may cause delays in referral
to biomedical facilities (ibid). There have in fact been recent studies conducted which
examined the effects of both African Potato and Sutherlandia (cancer bush) on the
metabolisation of ARVs. These studies found that both herbs inhibited the
metabolism of ARVs considerably (The Sunday Independent, January 30, 2005).
While this demonstrates that concerns with regard to TM are not un-founded some of
them, as noted in the introduction, are based on information that is outdated. While in
the past many THs held beliefs, specifically about HIV/AIDS, that were erroneous
this is not as much the case today (Wrefford and Esser, 2008). It is therefore essential
to assess the beliefs and practices of THs nowadays and explore how they integrate
biomedical concepts into their traditional belief system and methods of practice in

dealing with HIV/AIDS (UNAIDS, 2000).

A study conducted by Dickinson (2008) assessed the viability of collaboration
between TM and allopathic treatment in workplace responses to HIV/AIDS. While it
was found that differences of opinion existed with regard to understandings of
HIV/AIDS among THs, Dickinson shows that there is a fair degree of internal logic
and that much can be regarded in parallel to western understandings of HIV/AIDS.
Dickinson also shows that there are many disadvantages with the traditional health
care sector. These include the absence of a shared storage area of knowledge but
rather the existence of a fragmented and secretive approach to knowledge, which
prevents the flow of information within the profession, as well as the competition
between healers as entry into traditional healing cannot be limited. Many studies,
however, that asses the possibility of collaboration simply explore the position on
behalf of THs and do not take into account the views of allopathic practitioners. These

studies, therefore, while critical of the one sided nature of collaborative efforts do not
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address this problem by simply focusing on the neglected side. It is therefore
necessary to explore the position on behalf of THs as well as allopathic practitioners
in order to establish whether the development of a cooperative environment between

the two is possible.

Furthermore, while policy has emerged in order to recognize and institutionalize TM
very little action has been taken on behalf of the medical establishment to actually
work with healers and the reasons for this need to be further explored. In addition,
these policies have been constructed and are written in the language and terminology
of the biomedical paradigm but as of yet there exists no such policy written by and for
THs using their own language, terminology and belief system (UNAIDS, 2006).
Often, these policies are about restructuring TM in ways that suit the biomedical
paradigm and are contradictory to the beliefs embedded in the traditional healing
system (MediaGlobal, 2008). Furthermore, although many medical professionals
agree that collaboration with traditional practitioners is necessary, they advocate this
only under a hierarchical system whereby biomedicine holds priority (Mall, 2005). It
is therefore evident that the differential powers between the different paradigms may
constitute an important barrier to collaboration between these paradigms. This study
further investigates this potential barrier seeking to demonstrate whether and how it

can be overcome.

Theoretical Framework

This research project is located within a broader theoretical framework of Medical
and Health care Pluralism as well as the different paradigms of the biomedical and the
psychosocial environmental models of health and illness. The shift from a purely
biomedical approach to disease to more of a PSE approach whereby broader factors
are taken into account serves as an important component of the study. It is examined
how THs practice in line with the PSE model and how they provide treatments that
are holistic in nature, taking into account the broader social and environmental factors
of the individual. This is relevant with regard to HIV/AIDS as prevention and
treatment strategies are no longer focused on simply biological factors but are seeking
to address the broader social factors that contribute to the spread of the epidemic. This
serves as an area where THs can serve as an essential component in the struggle

against the epidemic.
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The literature on medical and health care pluralism informs the study in the area of
potential collaboration between the two health care systems in South Africa. While it
has been acknowledged that collaboration is necessary, examples of such occurring in
South Africa are minimal and anecdotal. The literature does consider potential
obstacles that are preventing collaboration however a comprehensive and nuanced
assessment of such is lacking. Furthermore, many of the views are based on studies
that are outdated and it is therefore necessary to establish what the obstacles are today
and whether these are based on different and competing views between the two
systems that cannot be reconciled or whether THs are not being given enough credit
concerning their beliefs and practices and that such obstacles may be due to the
unwillingness on behalf of the biomedical establishment to truly accept and

incorporate TM into the health care system.

Ultimately, in light of the HIV/AIDS epidemic, and the fact that the population most
affected by the epidemic is the one in which a majority of the individuals make use of
THs, collaboration between the two systems could be beneficial. Further, due to the
heavy brunt of the epidemic borne by society as a whole and health care personnel, in
particular, this may be the necessary trigger for the incorporation of TM into the
formal health care system. However, the forces that hinder this process must be fully
understood in order to comprehend the conditions that will allow for any

collaboration to occur.

METHODOLOGY

Qualitative research methods were used in order to address the research question:

Qualitative research refers to a non-mathematical analytic procedure (Strauss and
Cobrin, 1990:18). There exist three components of qualitative research. The first
being the data, which can come from many sources, the second being the different
analytic or interpretive procedures known as ‘coding’ and the third being the written
and verbal reports (ibid: 20). Strengths of qualitative research lie in the ability to
uncover and understand phenomena in greater detail as the underlying issues of
phenomena are uncovered (ibid: 19). Qualitative research was appropriate for this
specific research question as I was concerned with uncovering detail and underlying
issues surrounding the obstacles preventing collaboration between the traditional and

allopathic health care systems. The types of qualitative methods employed were in-
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depth interviews, a focus group as well as content analysis. Interviewing is frequently
used in the social sciences. It is an important method as “Interviewing can inform us
about the nature of social life” (Weiss, 1995:1). Interviews allow us to explore a wide
range of circumstances, beliefs, attitudes and actions of organizations, social groups
and individuals. Furthermore, as Greenstein notes, “The goal of getting detailed and
unstructured responses can be achieved more efficiently by using the in-depth
interview method” (2003: 23). This method was therefore appropriate to address my
research question, as it enabled the development of a detailed understanding of the

views on behalf of traditional healers as well as allopathic practitioners.

In-depth qualitative interviews were conducted with two THs and a key informant

within the traditional health care sector as well as with 5 medical doctors.

In addition, two focus groups were conducted, one with six medical doctors and
another one with four THs. Powell et al define a focus group as “a group of
individuals selected and assembled by researchers to discuss and comment on, from
personal experience, the topic that is the subject of the research”. (1996: 499). The
advantages of using focus groups are that participants often feel less intimated than in
one-on-one interviewing and will therefore be more open. Furthermore, focus groups
enable the participants to interact and question one another whereby a range of views
are expressed. In my case, this method was not originally chosen but was used
because both the group of doctors as well as the THs requested that it occur this way.
Furthermore, it was advantageous for me as these doctors and healers were located in

distant areas and making more than one trip would have been very time consuming.

Purposive sampling as well as snowball sampling was used in order to select both
the Traditional Healers as well as members from the medical establishment.
Purposive sampling is appropriate when a researcher wants to target particular
individuals or categories of individuals for investigation (Greenstein, 2003: 27). This
was relevant in my case as I was only interested in THs who deal with HIV/AIDS
treatment and prevention as well as members from the medical establishment who are
involved in HIV/AIDS work. Snowball sampling was also used in order to target

individuals who were difficult to reach (Greenstein, 2003: 27).

Content analysis, as a research method, was originally used to study mass
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communication in the 1950s. Today however, content analysis is used in many
different areas of study and applies to almost any form of communication and
includes document analysis. Although Mariampolski and Hughes deal with historical
document analysis some of the requirements they highlight apply to any kind of
document analysis. Firstly, one must ensure that the documents are representative of
the larger phenomenon that is being studied. Secondly, the data must be adequate in
that it must reflect the full range of responses and lastly, the documents must be

reliable (Mariampolski and Hughes, 1978:108; Bryman, 2001)

The documents analysed were selected from official government policies. These types
of documents were appropriate from my analysis as I was seeking to investigate the
position on behalf of government towards recognition of THs. These documents can
be viewed as representative of government’s position as they are published in the
government gazette and therefore also constitute reliable sources of information. The
specific policies that were chosen were ones either specifically dealing with TM and
its practitioners or health policies in general, with special focus on HIV/AIDS
policies. The former enabled a more explicit understanding of the position on behalf
of government towards THs while the latter required more of an inferential procedure
of analysis. Due to the fact that my study was focused specifically on HIV/AIDS the
health policies that were chosen were appropriate as it was necessary to establish

whether, and how, THs are mentioned in such.

This method of document analysis allowed me to analyze government policy on
traditional medicine and to make inferences about the way in which government
views traditional medicine and potential collaboration between the two health care

systems.

According to de Vaus, the type of research methods employed must ensure that the
necessary evidence is collected in order to address the research question (de Vaus,
2001:9). In this case the in-depth interviews as well as the focus groups and the
documentary analysis enabled me to collect the kind of evidence required in order to

address my research question.

Limitations of the Research Methods

The main limitation of any type of qualitative research is that it is usually rich in
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description rather than representative. Furthermore, both THs and medical doctors are
not a homogenous group and therefore it is not possible to make generalizations
beyond the participants and beyond the documents that were chosen. However, the
information generated by this study will hopefully inform further research into the
area and may ultimately result in findings from which sound generalizations may be

made.

Another limitation, in my case, was that access to the THs was very difficult firstly
because they were not easy to locate and secondly because they were wary of
speaking to someone who was not part of their culture. In addition the language
barrier between the healers and me proved to be another limitation. In the end I was
able to locate some THs, mainly because of a contact I had, but not as many as |
originally hoped for and I made use of a translator in the interviews with those who

preferred to speak their own language.

In this way I was able to collect enough data in order to generate my findings.

Ethical Considerations

This research study operated on the principle of informed, voluntary consent. The
participants were provided with a participant information sheet, describing what the
study is about and what is expected of them, as well as a consent form. It was made
clear that participation was entirely voluntary and that participants had the right to
leave the study if they so wish. The confidentiality of the participants has been
protected by the use of pseudonyms throughout the research report. An application to

the Wits Ethics Committee (Non-medical) was submitted and approved.

POLICY ANALYSIS

In order to better understand the current scenario with regard to collaboration of THs
& medical doctors, t