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Abstract

Purpose .  A study of the d i f fe rent  u t i l isa t ion patterns of 

a lternat ive healing systems by the res idents of Daveyton 

township on the East Rand.

M ethods .  A structured in te rv iewer  admin is tered quest ionnaire  

was used on adults (18 and older)  found in households in 

Daveyton, which were se lected using a s t ra t i f ied random 

cluster sampl ing method during the month of July 2000. This 

method was chosen so as to inc lude all the soc io-economic 

character is t ics  of  the townsh ip  from in formal set t lements,  old 

council  houses to modern housing. Of the 210 households 

sampled, 204 were  in terv iewed and 187 had exper ienced a 

recent i l lness or in ju ry in the fami ly .  Of these 23.5% were 

from in formal housing, 26.7% modern houses, 40.1 % old 

council  houses, 5.3% new low cost housing and 4.3% from 

other type of housing. The quest ionna i re  which was 

admin is tered by in terv iewers  p ro f ic ien t  in the all the 

languages of the respondents  asked quest ions on the 

personal cha rac te r is t ics  of the respondents,  soc io-economic 

prof i le of  the fam i ly  and quest ions on the ir  help seeking 

behaviour.



R esu l ts .  Of the 187 households  that had experienced recent 

i l lness or injury, the vas t  major ity  (70.1%) sought help from 

the formal health care system -  38.0% consult ing general 

practi t ioners, 32.1 % v is i t ing  a c l in ic  or hospital. A 

surpr is ing ly  low f igure, 5.3% sought help from trad i t iona l  

healers and 2.7% from sp i r i tua l  healers. Of the 16.1% of 

indiv iduals who chose se l f  t rea tment only  20% used 

tradit ional medicines.

C o n c lu s io n .  There appears  to be a strong re l iance on 

western type of health care  among the community of 

Daveyton which amounts to be about 83.5%.
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INTRODUCTION

in an urban ized socie ty a number of therapeut ic  opt ions are 

l ikely to be ava i lab le  for people seeking help for  any physical 

d iscomfor t  or emot ional d is tress. This could take the form of 

self  care, seeking help from a fr iend, relative, neighbour, 

consul t  a local pr iest, fo lk  healer or a doctor. The more 

modern and com plex  a soc ie ty  a person l ives in, the more 

l ikely the soc ie ty  wil l  have d i f fe rent choices of healing 

systems with many groups or Indiv iduals  wi thin the society, 

each o f fer ing the pat ient the ir  own part icu lar  way of 

expla in ing, d iagnosing and treating i l l -health.  (Helman, 1984).

Trad i t iona l  medic ine is an important real i ty  (Pretor iuos, 1991; 

P a te l ,1993; Crawford, 1995; Green, Dupree & Zokwe, 1995; 

Kelly, 1995) among black South Afr icans where an estimated 

80% are said to seek the help from trad i t iona l  he; ers when 

they are ill (World Health Organizat ion,  1983; Freeman & 

Motsei, 1992; Kale, 1995; South Afr ican Health Review,

1999). Even though t rad i t iona l  medicine exis ted before 

co lon izat ion in South Afr ica it was banned by the Health Act 

of 1977 and was never given any off ic ia l recognit ion. This has 

not s temmed the t ide of  its growth and popular i ty  among the 

black popula t ion.  In spite of its increasing recognit ion in the
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late e ight ies  and early n ineties as well as its intended 

in tegrat ion into the health care system in the ANC health 

policy documents,  t rad i t iona l  medicine sti l l  exis ts outside the 

legally sanct ioned healing professions. (African National 

Congress, 1994). The biomedical form of health care is 

e levated above all other fo rms and both its cultura l  and social 

aspects are upheld by law. Other forms of health care are 

re legated to the level of medical  sub-cu l tu res with their  own 

associa t ions,  rules of entry, codes of conduct and ways of 

re lating to the pat ient  (Helman, 1984).

Broadly,  three sectors of health care can be identi f ied with 

much overlap between them, the popular sector,  the folk 

sector,  and the profess ional  sector.

1. The p o p u la r  s e c to r  is the lay therapeut ic  network 

where non-pro fess ional ,  non-spec ia l is t  help is sought. 

These are all the therapeut ic  opt ions that people use 

w i thout  consu l t ing  e i ther  the fo lk  healers or western 

type health care profess iona ls .  The opt ions here 

range from se l f -med ica t ion  to seeking advice or 

t rea tm en t  from fr iends,  re la tives,  ne ighbours or 

co l leagues at work. This could include healing and 

mutual care act iv i t ies  in a church, cult  or se l f-help  

group (which is also for the benef i t  of o ther  members



of the group); or consul ta t ion with another person 

with a s im i lar  experience of a part icu la r  disorder, or 

of t rea tm ent  of a part icu lar  physical state. At this 

level of care which, is usually  the family, most ill- 

health is recognized and treated mainly by women 

using mater ia ls  at hand. The types of medicines used 

will  range from trad i t iona l  herbs (Varga & Veal, 1997) 

to western type patent medic ines and even sharing 

another  person 's prescr ip t ion medicines. Most health 

care in th is  sector takes place between people  who 

are a lready ,.^ked to one another by t ies of kinship, 

f r iendship ,  co-res idence or membership of work or 

re l ig ious organ izat ions (Helman, 1984).

2. The f o l k  s e c to r  plays a s ign i f icant  role and is both 

cu l tu ra l ly  and sp ir i tua l ly  in terwoven into the black 

soc ie ty  (Ngubane, 1977; Tessendor f  & Cunningham, 

1997; Hess, 1999). This sector  is especia l ly  large in 

non-western  socie t ies and takes the form of e ither 

sacred or secular,  or a mixture of the two. They 

operate  outs ide the lega l ly  sanct ioned medical 

system. They form a heterogeneous group with much 

ind iv idua l  var ia t ion in s ty le  and out look; but they are 

somet imes organized into assoc ia t ions of healers with



rules of entry, codes of conduct and the sharing of 

in format ion.  (Helman, 1984).

Three main types of t rad i t iona l  healers have been 

ident i f ied  in the black community:

Inyangas  are herbalis ts  and possess extensive 

knowledge about curat ive  herbs and medicines of 

an imal origin. Ninety percent of them are male.

Isangoma ( Izangoma-p lura l)  are usually  female and 

pract ice  as div iners. A person cannot choose to be a 

d iv ine r  but can only be called by ancestors to become 

one. They dete rmine a pe rson ’s i l lness by invoking 

ancestra l  spir i ts.  T rad i t iona l ly  sangomas never used 

herbs or animal parts and would refer an indiv idual 

who needed such t rea tment to an inyanga. This role 

is now blurred with learning how to use herbs being 

an in tegra l  part  of the in it ia t ion of a sangoma 

(Ngubane, 1977; Hammond-Tooke, 1989; SABC 

Specia l  Ass ignment,  1999).

U m pro fe th i  (am apro fe th i  -  plural)  are faith healers 

who are professed Chr is t ians and belong to 

independen t  A fr ican churches. Faith healers usually  

operate  independent ly ,  though there are major
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t rad i t iona l  A fr ican churches that pract ice healing with 

cer ta in  ind iv idua ls  in those churches designated as 

healers. The healing methods in these churches vary 

w ide ly  from those using jus t  prayer  to those who use 

water,  ash, coffee, tea, v inegar and pepper among 

many substances (Mariba, 1999; Mhlanga, 1999).

Trad i t iona l  m idw ives  are ident if ied in other studies 

but these are not expected to play a major role in an 

urban sett ing (Trostie,  1997).

Other  forms  of a l te rnat ive  healing that exists in a 

more Western  socie ty l ike homeopathy and 

acupuncture  though rare cannot be excluded in an 

urban black township .

3. The p r o fe s s io n a l  s e c to r  is the orthodox medical 

system which, in an urban township  is charac te r ise^  

by a m ixture of  pr ivate and publ ic ly  provided care.

The genera l  p rac t i t ioners  (GP), dent is ts and pr imary 

publ ic  health fac i l i t ies  l ike c l in ics usually provide the 

f i rs t  l ine of care. Secondary and te r t ia ry  care is 

prov ided at hospita l  level ( pr ivate and public) which 

are genera l ly  access ib le  even though they may not be 

w ith in  the townsh ip  i tself .  There is also an emergence
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of new pr ivate managed care fac i l i t ies which operate 

l ike c l in ics providing perceived quali ty  care and are 

genera i ly  pr iced less than the GP fees. The nurse 

prac t i t ioners  as well as the pharmacists  have also 

entered the pr ivate pr imary level of care. (Helrnan, 

1984; Micozzi, 1996).

Even though South Afr ica  has an est imated 200 000 

t rad i t iona l  healers as opposed to 23 000 a l lopath ic  doctors 

and for many South Afr icans the f i rs t  point of contact being 

through a t rad i t iona l  healer  (Hadebe, 1999; South Afr ican 

Health Review, 1999), studies have var ied widely  on the 

u t i l isa t ion  of  these d if fe rent  health services. Tom (1992) , in 

his research report  fo r  the degree of Master of Family 

Medic ine found that 73.5% of the patients they interv iewed in 

the ou tpa t ien ts  department of  Umtata Hospital had been to a 

t rad i t iona l  hea ler  at some stage of the ir  l ives. A much recent 

s tudy by the Department of Socio logy, Univers ity  of 

W i twa te rs rand  (Morris,  1999) on a survey of Soweto in the 

late 1990s found that only 1.5% of the popula t ion had 

consu l ted  a t rad i t iona l  healer. The study cited the reluctance 

of pxvp le  to vo lun tee r  in format ion about the ir  v is its  to 

t rad i t iona l  hea lers  in an urban sett ing. There is also a 

prob lem of the e f fec t  of deference when in terv iewers are 

coming from the realm of o r thodox western medicine the



responses are l ikely to be those that respondents perceive 

are perce ived by in terv iewers (Fowler, 1995). It is w ithout a 

doubt that more studies on the peop le ’s help seeking 

behav iour  are needed to aid in informing public  health policy.

Modern medicine has not been able to adequate ly  address all 

health needs. It is not surpr is ing that t rad i t iona l  healers are 

gain ing an increas ing ly  dominant role in the s truggle against 

HIV/AIDS (Strang & Swift,  1993; Hadebe, 1999; Ndubani & 

Hjer, 1999) with many countr ies  l ike Namibia fast tracking 

legis la t ion to u t i l ize an untapped resource, which could be 

used in communi ty -based health care programmes (May, 

1998).

A new set-up that u ti l izes the serv ices of a var ie ty  of healers 

in pr imary health  care and in tegra tes them into the health 

care system where they wi l l  earn respect from both the 

community  and western type health care workers  has to be 

found.

From the pub l ic  health perspect ive  it would be of assis tance 

to pol icy  p lann ing if  the measurab le  factors that in f luence a 

pe rson ’s cho ice  of a healing system were known. For this 

reason the assoc ia t ion  between soc io-demograph ic  var iables 

like sex, age, occupat ion,  educat iona l  level, household
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income, type of dwell ing, employment status and status in the 

fami ly , wil l be examined. Qual i ta t ive in formation on the 

percept ions of  the nature of the i l lness, percept ions of the 

ser iousness, previous experience with the health care 

systems wil l  also be explored.

In addit ion, a study that looks at why ind iv idua ls  choose a 

par t icu la r  type of healing system and what might be the 

var iab les assoc ia ted with those choices wil l  help in informing 

decis ions on health pol icy development.

Purpose.

To establish u t i l isa t ion  patterns of d i f fe rent  healing systems 

and the fac to rs  that are l inked to the ir  use among the people 

of Daveyton.

Objectives.

(a) To dete rmine a demographic  prof i le of

respondents  which wil l  include the var iables: 

age, sex, mari ta l status, income, occupat ion, 

educat iona l  level, household income, type
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of dwel l ing, employment status and status in 

the fami ly.

(b) To explore the u t i l isat ion of healing systems, 

in part icular:  the nature of i l lness 

experienced, the type of  healing system 

chosen; and the reason/s for that choice.

(c) To de te rm ine /exam ine /exp lo re  the 

re la t ionsh ip  between (a) and (b).

MATERIALS AND METHODS

Population.

The popula t ion under study is in Daveyton, Benoni, which is 

s ituated on the East Rand about 30km east of Johannesburg, 

an old black townsh ip  estab l ished in 1955 or ig ina l ly  

compris ing of  the s im i la r  rows of the so called matchbox 

houses. The late sevent ies  saw a growing middle class and 

later a burgeon ing in formal set t lement.  Serv ices are provided 

by the City Counc i l  o f  Greater  Benoni and these reach the 

informal se t t lem en t  which enjoy e lectr ic i ty ,  refuse removal,
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water borne sewerage and tap water  at least with in the yard 

of every ind iv idua l  households (Greater Benoni City 

Council ,  1999). The populat ion is served by about six public  

c l in ics,  two of which are health centres. Benoni has 4 pr ivate 

hospita ls,  1 South Afr ican National Tubercu los is  Associa t ion 

hospita l and is serv iced mainly by two public hospita ls , which 

lie outs ide Benoni in Springs and Boksburg but both have up 

to 70% of the i r  intake of pat ients coming from Daveyton. A 

well run emergency serv ice under Greater  Benoni City 

Council  serv ices the area and wil l  also t ranspor t  pat ients to 

both the public  and pr ivate hospita ls.  There are 30 general  

p ract i t ioners  and an est imated 500 t rad i t iona l  healers who 

belong to three iden t i f iab le  organisat ions,  namely, Uncedo, 

Tradit ional Healers Organisat ion and Isambane. One 

organisat ion alone, Uncedo, has 280 members in its books. 

The benef i ts  o f  be longing to these o rgan isa t ions  include 

recognit ion by peers in the form of a cer t i f ica te  issued, legal 

ass is tance to members for  actions resul t ing from pract is ing 

h is /her p ro fess ion ,  shar ing and extension of knowledge and 

ass is tance in the procurement of herbs and other medicinal 

substances.

From the east to the west of the township  there are d ist inct 

soc io -econom ic  d i f fe rences. For purposes of this study it was 

easy to d iv ide the popula t ion into four  groups:
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□ those who l ive in in formal sett lements;

□ those who l ive in old four roomed council  

houses;

□ and those who l ive in large modern houses 

where often they have to take out bonds 

(middle  c lass areas);

□ res idents of  the new low cost housing;

The s ize of  the popula t ion for Greater  Benoni is 616 352 with 

the fo l low ing  breakdown: whites 86 927, As ians 20 098, 

co loureds 2 079 and blacks 507 248. The black township  of 

Daveyton has a popula t ion of  about 430 000 according to the 

1996 census with 50 000 l iving in middle class areas, 300 000 

old counc i l  houses and 80 000 in informal set t lements 

(Greater  Benoni City Council ,  1999). There are however many 

ins tances where  one would come across a huge modern 

house among shacks and there is a large number of improved 

homes in the old counc i l  areas. For the purposes of  sampl ing 

the area wil l  be c lass i f ied  accord ing to the predominant type 

of dwel l ing .  The type of  dwel l ing wil l  be recorded as it 

appears i r respec t ive  of the area in which it is built.



Study sample.

Households l iving in all the areas of Daveyton were selected 

for the study using a mult is tage c luster  sampl ing method.

This method was chosen because of the d is t inc t  soc io­

economic d if ferences which are determined largely by 

geographic  area with in the township. A simple random sample 

was not feasible, nor was the mult is tage sampl ing necessari ly  

better. The township  was div ided into four areas accord ing to 

the predominant type of  housing and each area type was 

divided into several units of between 6 to 8 with a population 

of about 20 000 in each unit.

From each unit  a c lus te r  sample was then se lected of about

10 households.  As each stand, including those in the informal 

set t lement is numbered, maps obta ined from town planning 

were used and sampl ing was done by generat ing random 

numbers from a sc ien t i f ic  ca lcu la tor  unti l about 10 households 

were sampled from each category. This resulted in sample 

size of about 210 households.  It was decided beforehand that 

if more than one household l ived on one stand all wil l  be 

interv iewed. Because of  mult is tage sampl ing method, 

conf idence in terva ls  are 10% e ither way. (Abdool Karim, 

Katze l lenborgen & Joubert,  1997).



Measurement.

A structured in terv iewer administered quest ionnaire  

(Appendix  2) was used to co llect in formation by asking 

re levant quest ions to do with the study. Information was 

co llected from adult persons mostly  women found in the 

household about their  recent experience of i l l -health 

preferab ly  in the past year (the period was chosen so as to 

min imize recall  bias). Quest ions were asked about what they 

thought  their  i l lness was, whether  they went for t reatment or 

not for  it, where they went, the ir  exper ience with help there 

and what type of help they would  seek in future. Other 

demographic  charac te r is t ics  l ike type of dwel l ing, age, sex, 

educational level, s tatus in the fami ly,  income, marital status, 

fami ly  size, occupat ion  and employment status were asked. 

In terv iewers were tra ined to ask sens i t ive  quest ions like 

income at the end of  the in terv iew when the rapport has been 

built.

The quest ionnaire  was in English but in terv iewers were 

English speaking as well as prof ic ient  in all the languages of 

the respondents. The quest ionna ire  provided a full  scr ipt of 

how the quest ions should be asked. The transla t ion into Zulu 

and Sotho was s tandard ised so that it e l ic its  consis tent
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responses. The quest ionnaire  was tested on a few selected 

ind iv idua ls  to see if  it e l ic its  the same response. The 

in terv iewers were recru ited by Sister Josephine Nonkonyane 

who works fo r  the Cancer Associa t ion of South Afr ica 

(CANSA). They are vo lunteers of CANSA who are involved in 

provis ion of home based care. Some of  them had experience 

with social  enquiry  gained through working part- t ime for 

market research companies. They were a total of six and were 

spli t  into two groups each guided by a quali f ied nursing sister 

who also did interv iews. They were tra ined by f i rs t  giving 

them a background of what the whole research project  is all 

about and then tra in ing was given in in terv iew ing and 

in terpersonal  ski l ls as well as how to record the responses. 

Interv iewers were also advised not to project a medical 

perspect ive spec i f ica l ly  to avoid the possib le  deference effect 

on the respondents (Fowler, 1995). The in terv iewers were 

selected on the ir  pro f ic iency in all th ree languages.

Logistics.

Using the above sampl ing method resulted in the sample size 

of 210 households. To expedite data co l lect ion 8 f ie ldworkers 

were used, each respons ib le  for about 25 households.
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Each f ield worker  was al located t ime of at least two weeks 

but most took about 3 weeks to complete the quest ionnaires. 

This t ime a l lowed at least two vis i ts  per person per day and 

gave enough t ime for subsequent v is its  i f  no person was 

found at home. If a household which was skipped because 

there was no one home . The t ime of the in terv iew was mostly 

in the evenings between 5.00 and 7.00pm on weekdays or on 

mornings 8.00 to 10.30am during weekends. If an adult 

person was found an in terv iew took place. An adult for the 

purpose of th is study is an indiv idual who by South Afr ican 

law does not require any parental consent for any decis ion 

about all h is /her health care needs, i .e. 18 years. 

Appo in tments  were made by phone when the la t ter was 

availab le  and t ime booked. Repeat v is i ts  were made if no 

one was found at ear l ier  vis its.  It was my respons ib i l i ty  to co­

ordinate the research project. Each f ie ldworker  made use of a 

work sheet (Appendix  1) which recorded all the act iv i t ies of 

the day stating exact ly  what his or her s tart ing point was, 

stand numbers of households v is i ted and what was the 

outcome of v is it .  The work  sheet had a column for the second 

visit.  One work  sheet was used for  each f ie ldworker .  To 

ensure that f ie ldworkers  actua l ly  did the ir  work  an agreement 

was entered with them that random checks on the households 

v is ited will be made.
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Fie idworkers  wi thout their  own cars used public t ransport  for 

t ravel. For in formal set t lements men who were used to 

work ing in the par t icu la r  area were chosen to conduct the 

household in terv iews there. Most in terv iewers did not express 

any apprehens ion about v is it ing any area. Some money was 

given in advance to help with transport ,  meals and be able to 

make calls in case help was needed. All in terv iewers felt 

there was no need for any police protect ion for going into any 

of the areas selected.

Ptiot study.

The quest ionna ire  was tested on a few ind iv iduals  not 

randomly se lected but a convenient sample of mostly fr iends 

and people attending the surgery. This was done mainly for 

the purpose of  refining the quest ionna ire  and ensuring that 

the same response is e l ic ited each t ime a quest ion is asked 

by a d i f fe ren t  in te rv iewer  and in a d i f fe rent language. A small 

random sample of about 10 households was selected to test 

the project under s im i lar  c i rcumstances to those that will  be 

encountered dur ing the actual research. Those who 

part ic ipated in the pi lot study were excluded when sampl ing 

for the main study.
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Bias and limitations.

A potent ia l  area of bias is in the sample select ion method. 

Care was taken that areas of all the soc io-economic levels 

were included in the sampl ing. This has been dealt  with in the 

select ion of a sample using a stra t i f ied  method and then 

randomly se lect ing clusters.

In ter-observer  var iat ion was overcome by using ski l led people 

in the form of registered nursing sis ters as well as community 

vo lunteers with pr ior  experience in social enquiry. They were 

all provided with addi t ional  tra in ing on conduct ion of 

in terv iews and recording of in formation to ensure 

s tandard isa t ion  and un i formity  of the in terv iewing skil ls.

Recall  bias of exper iences was el im inated by l imit ing the 

quest ions to the most recent experience of ill health or in jury 

preferably  but not necessar i ly  l imited to not more than a year.

People omit ted from the study because they were never found 

or those who refuse to part ic ipate  could in troduce bias in the 

resul t i f  these could be sharing a par t icu la r  character is t ic  

which determ ines the ir  behaviour.  Every e f fort  was made to
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ensure that the response rate is high. Co-operat ion of the 

par t ic ipants  with the i r  informed consent was enlisted. A small 

number of  those who were not in terv iewed is included in the 

results .

Data processing.

The Epi Info programme was used for data capture and 

analysis.

Ethical considerations.

Permission from the Wits University Ethics Commit tee was 

granted to conduct this research and the Medical Off icer of 

Health of the Greater  Benoni City Counci l  was informed and 

ind icated that there was no need to seek permission from the 

council  to conduct the research. I spoke to a few council lo rs 

who expressed a keen in terest in the research.

Quest ionnaires  were accompanied by a leaf let  expla in ing 

exactly  the purpose of the study, its benef its  and any 

potential  harm. To ensure uniformity  of  this in formation it was 

wr i tten down and the in terv iewers were asked to read out the 

in format ion to the part ic ipants.  It was expla ined to them that 

it is with in the ir  r ight to consent to part ic ipate  in the study



and refusal was not going to prejudice them in any way. It 

was also exp la ined to them that even though the results of 

the survey would  not benefi t  them as ind iv iduals  it would 

benef i t  the community  as a whole because the information 

obta ined from the study would assist in the fo, .nutation of 

public  health policy. The conf ident ia l i ty  of the information 

they provided was guaranteed as no responden t ’s 

character is t ics  that ident if ied them was recorded (see 

appendix 2).

All ass is tance received towards the project is acknowledged 

and there is no conf l ic t  of interest.

While a report  of the research has been submitted to the 

Univers i ty  of  W itwatersrand as fu l f i lment  of the requirement 

for the degree Master of Public Health, the results of the 

study wil l  a lso be published in sc ien t i f ic  journa ls  to help 

contr ibute  to the body of sc ien t i f ic  knowledge. The local 

author i ty  as well as any other party with in terest in the study 

will be given a report  of the f indings.

A s impl i f ied easy to read report wil l  be provided to the 

communit ies that  part ic ipated. This wnl be through their  

representa t ive  c iv ic  leaders as well as interested indiv iduals.



RESULTS

Response rate.

The response rate of the study was high being 97.1 % of the 

sampled household. Only 6 of the 210 households sampled were 

not interviewed. Two refused to participate and four were never 

found at home after more than two visits at different times.

Neither those who refused nor those who not found home shared 

any part icular characterist ic. Of the 204 households visited and 

interviewed 187 had experienced a recent il lness and 17 (9%) 

had not experienced any recent il lness and the interview did not 

go further.

Socio-economic characteristics of the population.

A breakdown of the type dwelling of the households interviewed is 

given in f igure 1.



Figure 1. Type of dwellings.
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The large number of o d council houses (40%) is in keeping with 

the predominant type dwelling found in the township of Daveyton. 

However, the high percentage of 27 for the modern houses 

represents also a significant proportion of these type of houses 

that you would find among old council houses. A lot of families 

found in this area appeared to be pretty well off with quite large 

and beautiful houses. The older and more established informal 

settlements, part icularly those originally established as site and 

service schemes, when f inancial insti tut ions still offered loans to 

these areas, were not far behind with a few middle class families. 

The number of informal structures (24%) are also difficult to 

measure because even he old council area there are a number 

of backyard shacks built more or less to the same standards as
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the houses in informal settlements. New low cost housing project 

represent a more homogenous uniformity at 5%.

The vast majority of respondents were female at 67.4% and the 

breakdown of the ages is given in table 1. It is this group, usually 

mothers and grandmothers, that are main providers of care which, 

could range from self care with materials at hand or responsibi li ty 

for taking decisions on who to consult (Chrisman, 1977).

Table 1. Age d is t r ib u t io n  o f  respondents.

18 to 20 years 15 8.0

a ,
42

30  to 39 y ea rs
- v  : % . .

2 5 . 7  ■ :

v z s m
50 ,0  59 years ^ 81 11.2

. V. ; ,

'  '

M or e  than 70 y e ar s 10 6. 3

Most of the respondents (70.7%) were between the ages of 30 to 

49 years, fewer were older than 60 at 10.1% and only 8.0% were 

20 years or younger.

The respondent’s educational status is outlineo in t Ae 2 One of 

the respondent’s age was not recorded, hence t'" ^"tal of i 86.
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The highest grade passed was recorded and if no education at all 

the grade was recorded as zero.

Table 2. Educa t iona l  status.

—
Frequency Cumulative

s i E t s s e 16 V . : F a - ;

m u m ? 1

m m m '
0*5% 9.7%

m a m 1
0* 444% . -

T :
14.05

T a m “ B 4-3% ......
18a%.

f i a e i
12

8” : ... .
24.7%

® s r w
20 " 35.5%

a r s w 1° 40.9%

23 ■ „ : 
■■■■■■■■ . B -4S

53.2%
b" ...

m m a
1.9. ;,... , 1,0.2%

r a a
68 : 36.6% 100.0%

Total 188 '
100.0%

Total Sum Mean Variance Std Dev Std Err
186 1679 9.027 12.956 3.599 0.264

Minimum 25%ile Median 75%iie Maximum Mode
0.000 8.000 10.000 12.000 12.000 12.000

Student ’s “t ” , testing whether mean differs from zero.

T statist ic ~ 34.203, df = 185 p-value = 0.00000

Only 8.6% of the respondents have had no education at all. More 

than 89% have had at least 4 years of primary education. Up to 

36.6% of adults have completed high school. The li teracy level



are well above the national average of between 50 to 60%, but it 

is possible that people could have overstated their educational 

levels as there was no mechanism of verification. Respondents 

were also asked whether they had received any training and 

these were grouped according to those that received tertiary 

education, those who acquired a part icular skill not necessarily 

through tert iary education, those trained for a particular trade and 

those who had no training at all as i l lustrated in figure 2.

Figure 2. Train ing received after  or outside schooling.

&
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Tertiary Skill Trade None 

Training

More than ha l f  of the respondents (54.5%) had no form of 

t ra in ing at all, while 4.8% had some form trade mainly 

br ick lay ing, sewing and child care t ra in ing. Those with skil l 

(14.4%) inc luded mechanics, e lectr ic ians,  sales people, 

welders and computer  ski l ls  and did not necessari ly  complete 

the ir  school educat ion.  Those that have tert ia ry educat ion at 

26.2% represented main ly  teachers and health professionals .  

Certa in ca tegor ies  of c iv i l  servants l ike police, correct ional



serv ices personnel were also classif ied as having received 

te r t ia ry  educat ion.  Table 3 represent the spread of the 

occupat ions found.

Table  3. D is tr ibut ion of  occupations.

O c c u p a t io n  F re q u e n cy  Percen tage

P r o f e s s i o n a l 35 1 8 . 7 %
B u s i n e s s m a n 6 3.2%
A r t i s a n 3 1 . 8 %
L a b o u r e r 9.1%
D o m e s t i c  w o r k e r 15 8 . 0 %
i n f o r m a l  b u s i n e s s 12 6 . 4 %
P e n s i o n e r 14 7 . 5 %
S t u d e n t 21 1 1 . 2 %
U n e m p l o y e d 6 3 3 3 . 7 %
O t h e r .. 1 ' 0 . 5 %

The inc lus ions  in the category of  professional were more 

generous in that  even sales representat ive,  brokers and white  

co l la r  workers  i r respect ive  of the ir  educat ional level, such as 

clerks, were c lass i f ied as profess ional.  Businessmen were 

those invo lved in formal bus inesses l ike owning shops, taxis, 

etc. while  in formal businesses involved street vending and 

some form of se l l ing  or provid ing a serv ice like looking after 

ch i ldren from home. There was a high unemployment rate 

among respondents  (33.7%) which is h igher than the nat ional 

average of around 23% (StatSA, 2000). This figure is 

somet imes in f la ted by respondents  who may be engaged in 

some kind of income generat ing act iv i ty  but do not regard that
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as employment,  l ike looking after  a working re la t ive ’s chi ld 

who would give h im/her some money for doing that.

There was a re la t ionsh ip  between the occupat ion of the 

respondent and the type of dwell ing as indicated in table 4.

Table 4. Occupat ion of respondent and type of dwel l ing.

Type of dwelling
Occupation t r i fo fm a l  IV o d e r n  Lo w cos t  G ouncl ! O t h e r

p r o f e s s i o n a l : , 2r :/ \ : ' 24 -  x 1 ' 35
B u s i n e s s m a n /A;. 3 0 : 7:: ; 2 17
A r t i s a n : : :y . 0 'p.V: • 0 : y:0\: ■■■:
L ab o u re r" t ' 2 6 17
D o m e s t i c 2 3 : : ; .t  : 15
In f o r m a l vV:-- V. 0 0 0 : 0 1
jP sr i s foner - 1 - - o 11 ■ - 1 14
S t u d e n t 9 0 21
U n e m p l o y e d /  25 - - 6 ■V-:- 2 29: 1 S3
Other : 0 o 0 0 1 • : i:v

Total 44 50 10 75 8 187

Chi square = 112.24 
Degrees of f reedom = 36 

P value = 0.000000

Profess ional  people l ive predominant ly  in modern houses -  

686 per 1000 compared to say domest ic  workers at 133 per 

thousand which gives a 5.15 t imes higher chance. Pensioners 

are p redominant ly  in old council  houses — 785 per 1000 as 

compared to in formal set t lements  and modern houses which 

are both at 71 per 1000. The unemployed are most ly  in the
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in formal set t lements  and old council  houses and are both at 

396 per 1000 -  in modern houses the rate is 95 per 1000.

The fam i l ies ’ main source of income and the jo in t  household 

income as given by the respondents are l isted in table 5.

Table  5. Family income.

J o i n t  M o n t h l y  H o u s e h o l d  I n c o m e  ( R )
Source o f Itlcome - 50G-1000 1001-2000

T ™ : 1 •  r ■
Formal employment : -%3&- 13.4% ' 15.5% 10.2% ; 8.6% 51.9%

Informal employment 3.2% 2.7% 1.1% 0.0% 0.0% 7.0%

Self employment 6.9% 3.2% 0.5% 1.1% 14.4%

Other 13.4% 10.7% 2.1% 0.0% 0.5% 26.7%

Total 27.8% 30.0% 21.4% 10.7% 10.2% 100.0%

Up to 51.9% (97) are in formal employment with only 16.5% 

(16 out of 97) of this group having a jo in t  household income 

of more than R3500. None of the people  whose income came 

main ly  from in formal ac t iv i t ies  had a jo in t  household income 

exceeding R2000. People in self  employment did not appear 

to do that well with 48.1% (13 out of 27) of th is  category 

fa l l ing  below R500. Other sources of income were comprised 

main ly of pens ioners  — old age and d isab i l i ty  grants. Many 

fam i l ies  were re ly ing on one member -  usually  an aged parent 

receiv ing a pension for  the ir  surv ival.  Other sources were



also people re ly ing on main tenance grants and care 

dependent  grants  from the state. Financia l assis tance from 

re lat ives and maintenance payments from fathers of divorced 

or unmarr ied mothers was also part of this category.

There was a re la t ionsh ip  between jo in t  household monthly 

income and type of dwell ing as it is out l ined in table 6.

Table 8. Jo in t  household income and dwell ing type.

J o i n t  h o u s e h o ld  i n c o m e ( p e r c e n t a g e s  in b r a c k e t s )
D w e l l in g  ; <500 501-1000 001-2000 2001-3500 >3500 T o t a l

I n f o r m a l  , 3 0 (1 6 .0 )
M o d e r n  1 ( ° - 5) 
LOWCO^t  4 (2 .1 )

8 (4 .3 )

7 (3 .7 )
1(0 .5) III 0(0.0)

"  Tsfyrd) -
1(0.5)

16(8.6)
44 (23 .5 )
50(26 .7 )

C o u n c i l  16(s»6) 
O t h e r  ' ' ' ' 1(6.5)

35(18.7)
5(2.7)

15(8.0)
-2 (1 .1 )

6(3.2) 3(1.6)
6(0.0)

75(40.1)
8(4 ,3)

T & fa l  § 2 (Z 7 r r ) 56(30.0) 40(21.4) 20(10.7) 19(10,2' 187(100)

Chi s q u a r e  = 1 1 0 . 6 2  D e g r e e s  of  f r e e d o m  = 16  
P v a l u e  = 0 . 0 0 0 0 0 0 0 0  ________________________________________________

A large major i ty  of  h igher income earners are more l ikely to 

live in a modern house than those in the lower income 

groups. Five hundred and eighty people per thousand 

earning above R2000 l ive in a modern house as compared to 

120 per 1000 that  l ive in an old counci l  house and 100 per 

1000 in low cost  housing. Conversely ,  people earning below 

R500 are more l ikely  to live in an informal sett lement -  682 

per 1000 as compared to 213 per thousand in an council



house. Those earn ing between R501 and R2000 are more 

likely to l ive in an old council  house -  667 per thousand in old 

council  houses and 213 per thousand in a modern house.

The size of fam i l ies  were largely in the category of 4 to 6 

(48.1%) as i l lus t ra ted  in f igure 3. Only 18.2% of the fami l ies 

had more than 7 fami ly  members and even fewer (5.9%) had 

more than ten fam i ly  members per household.

Figure 3. Size of fami l ies.

7 to 9

4 to 6

'  I- -I Ia
', yr':

# # US
0.0% 10.0% 20.0% 30.0% 40.0% 50.0%

The vas t  major i ty  of households had only one fami ly per stand 

as out l ined in the fo l low ing table. The mushrooming in formal 

set t lements,  low cost housing and site and service schemes 

appear to have reduced the need for backyard squatt ing. One 

fami ly per s tand were a most common feature (86.1%) of all 

types of  households  in terv iewed. More than one fami l ies per 

stand were most ly  found in the old council  houses and less 

f requent ly  in in fo rmal set t lements .



Table 7. Famil ies per stand

No. of Families F r e q u e n c y P e r c e n t a g e C u m u l a t i v e

1 161 8 6 . 1 % 8 6 . 1 % Mean 1.22

2 16 8 . 6 % 9 4 . 7 % M edian  1.00

3 5 2.796 9 7 . 3 % Mode  1 .00

4 5 2 . 7 % 1 0 0 . 0 % Std dev 0 .62

Total 1 8 7 1 0 0 . 0 %

Help seek ing  behaviour.

This is the main focus of  the study and we start  by looking at 

the prof i le  of  i l lnesses found which were classi f ied into main 

groups of i l lnesses and laid out into major categories as 

i l lustrated in tab le  8.

Table 8. Prof i le  o f  i l lnesses.

I l l nes s F r e q u e n c y  1P ercen t
Gastro intes t inal 16 8.6
Hypertension 17 9,1
Injury 14 7.5

Mental  i l lness 14 7.5

Musculoskeleta l 13 7.0

Respiratory 64 34.2

Integumentary 17 9.1

Tuberculosis ■ : ' 6 3.2

H eadache 6 3.1

Witchcraf t ' 4 2.1

Unknown 3 1.6

Other 13 7.1
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The most p redom inant  type of i l lness at 34.2% of all i l lnesses 

reported were of resp i ra tory  nature which remains an 

important cause of morb id i ty  and morta l i ty  especia l ly  among 

children in South Afr ica  (Klein, Von Schirnding & Yach, 1991). 

This is a typ ica l  pattern at pr imary health care level (Morris,

1999) and the commonest  compla ints  in th is group of 

i l lnesses were  main ly co lds and f l u ’s. Another  explanation 

could be that  these are quite easily  ident i f ied and are readi ly 

associated with  the b iomedica l  model of care. Tuberculosis  

(3.2%) was c lass i f ied  separate ly .  Hypertension, 

gas t ro in tes t ina l  and in tegumentary  (skin) d iseases were the 

next f requen t  group of i l lnesses fo l lowed by injuries, 

muscu loske le ta l  and mental i l lnesses. On the category of 

“Other” i l lnesses tha t  could not be c lass i f ied because of 

uncerta in ty  of  the respondents  about what to call that 

part icu lar  a i lment.

The ages of the members of the fami ly  who had experienced 

i l lness ranged from a few months to over 70 years. The mean 

age was 31.305 and the median was 30.000. the standard 

devia t ion was 20.080 and the standard error  1.467.

There were slightly more female members (51.9%) of 

households than males (48.1%) that experienced illness as 

illustrated in figure 4. This trend is supported by literature
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in te rna t iona l ly  (Ashley, Fox, Gertley, et a l . , 1994; Dammon, 

Formanek, Ladwig, et al., 2000). The except ion in the South 

Afr ican Sentinel Pract i t ioner  Research Network (SASPREN) 

study on genera l / fam i ly  p rac t i t ioner  consulta t ion patterns of 

the Western  Cape popula tion, females outnumbered males in 

all race groups except blacks where they comprised 48% of 

the popula t ion.

Figure 4. Sex of  fami ly  member experiencing i l lness.

Table  9 i l lus t ra tes the fami ly  status of the ill member of the 

family.  The ch ildren were most l ike ly  to be ill than any other 

member of the fami ly  at 37.4% fo l lowed by mothers at 20.3%. 

The fa thers  in the fami ly  were the th ird  most l ikely (12.8%) to 

be ill members of  the fami ly  fo l lowed by the spouse and 

s ib l ings at 10.2%. The category of ‘o the r ’ (9.1%) comprised of 

o ther re la t ives l ike aunts, uncles, cousins and fos ter  chi ldren 

among others. Those with no source of income of their  own
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in te rna t iona l ly  (Ashley, Fox, Gertley, et al., 1994; Dammon, 

Formanek, Ladwig, et a l . , 2000). The exception in the South 

Afr ican Sent ine l  P rac t i t ioner  Research Network (SASPREN) 

study on genera l / fam i ly  p rac t i t ioner  consulta t ion patterns of 

the Western  Cape popula t ion, females outnumbered males in 

all race groups except b lacks where they comprised 48% of 

the popula t ion.

Figure 4. Sex o f  fam i ly  member experiencing i l lness.

Table 9 i l lus t ra tes  the fami ly  sta tus of the ih member of the 

fami ly. The ch i ld ren were most l ikely to be ill than any other 

member of the fami ly  at 37.4% fo l lowed by mothers at 20.3%. 

The fa thers  in the fami ly  were the third most l ikely (12.8%) to 

be ill members of  the fami ly  fo l lowed by the spouse and 

siblings at 10.2%. The category of 'other' (9.1%) comprised of 

other re la t ives  l ike aunts, uncles, cousins and fos ter  chi ldren 

among others. Those with no source of income of their own
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l ike ch i ld ren,  s tudents  and the unemployed together 

const i tu ted .0% of the members of the family who 

exper ienced i l lness. The unemployment rate of 25.7% among 

those who were ill was c loser to the off ic ia l def in it ion national 

average of 23.3% (Sta t is t ics  South Afr ica, 2000) than the rate 

of 33.7% found among respondents,  which is c loser to the 

nat ional expanded def in i t ion  rate of 36.2% (Stat is t ics South 

Afr ica, 2000). This high f igure is probably  due to bias in the 

sense that the unemployed are most l ikely to be found at 

home. Pens ioners  at 9.6% are a d i f fe rent  group from the 

unemployed as many of them earn an income and in a 

community  were income levels are low do very well. The also 

benef it  from exempt ion  on fees at publ ic  fac i l i t ies  and are 

often g iv ' jn  d iscounted rate in the pr ivate sector.

Table 9. Family status of  ill persom

F a m i l v  S t a t u s F r e q u e n c y P e r c e n t a g e

Ch i ld 7 0 3 7 . 4 %

F a t h e r 2 4 1 2 . 8 %

M o t h e r 38 2 0 . 3 %

S p o u s e 19 1 0 . 2 %

S ib l in g 19 1 0 . 2 %

O t h e r 17 9 . 1 %

, T o ta l"" 1 87 1 0 0 . 0 %

If we also look at the occupat iona l  s tatus of the ill persons as 

out l ined in tab le 10, it is s t r ik ing that those that could not pay 

for  the i r  own health care, preschool chi ldren (11.2%), 

s tuden ts /pup i ls  (24.1%) and the unemployed (25.7%) formed



the vast major ity  (61.0%) of those that needed care which 

imposes a heavy dependency burden on the community.

T a b l e  10.  O c c u p a t i o n a l  s t a t u s  o f  i l l  p e r s o n .

O c c u p a t i o n   F r e q u e n c y  P e r c e n t a g e
Domest ic  ~ "     9 ' ...  4 6%
L a b o u r e r  17 9 1 %
P r e s c h o o l  ch i ld  21 1 1 2 %
P e n s i o n e r  18 9 . 6 %
P r o f e s s i o n a l  18 9 6%
Se l f  e m p l o y m e n t  11 5 9%
S t u d e n t / p u p i l  45  24.1  %
U n e m p l o y e d    ^ _  48  2 5 . 7 %

T o t a l    1 8 7 ....  100  0%

Most of the respondents  (82.9%) thought their  i l lness was 

serious and only a few (17.1%) at least in it ia l ly  thought their 

i l lness was not ser ious as shown in f igure 5.

Figure 5. Opin ion of respondents to ser iousness of i l lness.

The high nu mb e r  (83%) of  peop le who th ink that  the i r  i l lness

is ser ious  is l i ke l y  to i n f l uence  the i r  i l l ness behav iour .
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the vast major ity  (61.0%) of those that needed care which 

imposes a heavy dependency burden on the community.

Table 10. Occupat iona l  status of ill person.

O c c u p a t i o n     F r e q u e n c y  P e r c e n t a g e
D o m e s t i c  9 4 8 %
L a b o u r e r  17 9 . 1 % .
P r e s c h o o l  chi ld  21 1 1 2 %
P e n s i o n e r  1 S 9 . 6 %
P r o f e s s i o n a l  1 3 9 6%
Sel f  e m p l o y m e n t  11 5 9%
S t u d e n t / p u p i l  4 5  24 1%
U n e m p l o y e d  ___      48  ........ .............  2 5 7%

T o t a | ' ^ 187  ̂ 100 0%

Most of the respondents  (82.9%) thought  their i l lness was 

ser ious and only  c few (17.1%) at least in it ia l ly  thought their 

i l lness was not ser ious as shown in f igure 5.

Figure 5. Opin ion of r e s p o n d e n t s  to ser iousness of i l lness
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The high nu mb e r  (83%)  of  peop le  who  th ink  that  the i r  i l lness

is ser ious  is l i ke l y  to i n f l uence the i r  i l l ness  behav iour .
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Perceptions on ser iousness of i l lness are usually  inf luenced 

by com muni ty  held be l ie fs  and the expecta t ions of the 

sufferer,  pa r t icu la r ly  poss ib i l i t ies  of avai lab le  care and 

sympathy (Helman, 1984). In terv iewers also establish a 

re la t ionsh ip  w i th  respondents which, can in f luence how they 

reveal the i r  pain and suffer ing (Helman, 1984). The use of 

a l lopath ic  care g ivers as in terv iewers is also l ikely to 

contr ibute to the deference e f fec t  on the responses (Fowler, 

1995).

The behav iou ra l  pat tern of the res idents of Daveyton in 

seeking the in i t ia l  help for the ir  i l lnesses is i l lustrated in 

f igure 6.

Figure 6. F i rs t  help sought for i l lness (number per type),.
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The genera l  p rac t i t ione rs  were by the far  the most frequent ly  

consulted ( 38.0% - 71) of any o f  the o ther  providers of 

serv ice. The hosp i ta l  at (19.3% - 36) was the next f requent ly
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used serv ice  fo l lowed by se l f - t rea tment with western type 

medic ines which is 13.4% (25). The c l in ic  was at 12.8% (24).

A total of 70.1% people sought help from the formal health 

care system and if we take se l f - t rea tment with western 

medic ines we arr ive at a total of 83.5% of people that used a 

western type heal ing system for  their  i l lness. Tradit ional 

healers were used by 5.3% (10) of the population under 

study. The least used healing systems were spir i tual healers 

and se l f - t rea tm en t  wi th t rad i t iona l  medic ines, both stood at 

2.7% about 5 in number.  Those that chose not do anything 

about the i r  i l lness were 5.9% (eleven in total).

Contrary to expec ta t ions  the consul ta t ion pattern on f irs t  help 

sought did not show any d is t inc t  pattern when compared with 

the jo in t  household  month ly  income, fami ly  size and the type 

of dwel l ing  as i l lus t ra ted  in tab les 11 to 13.

T a b l e  1 1  H o u s e h o l d  m o n t h l v  i n c o m e  ( R )  a n <

C l i n i c  G P  H o s p i t a l  N o n e  S e l f t r e a t  S e l f t r e a t  
----------- -- T r a d i t i o n  W e s t e r n

d f i r s t

S p i r i t u a
h e a l e r

h e l o  s c

T r ad i t i o  
h e a l e r

D u a h t .

nal  
T o t a l

< 5 0 0 11 20 9 2 3 4 2 1 50

5 0 1 - 1 0 0 0 6 22 12 2 1 8 2 3 56

1 0 0 1 - 2 0 0 0 7 13 7 3 1 4 1 4 39

2 0 0 1 - 3 5 0 0 0 7 5 ^ 3 0 3 0 2 20

> 3 5 0 0 0 9 3 1 0 6 0 0 1 9

T o t a l 2 4 71 3 6 1 1 5 2 5 5 1 0 18 7



Table 12. Family size and f irst  help sought.

C l i n i c  G P  H o s p i t a l  N o n e  S e l f t r e a t  S e l f t r e a t  S p i r i t u a l  T r a d i t i o n a l
F a m i l y  s i z e  ___  T r a d i t i o n  W e s t e r n  h e a l e r  h e a l e r ____ T o t a l

1 to 3 11 24 10 6 ' 2 6 1 3 6 3

4  to 6 7 3 7 2 0 1 1 16 3 5 9 0 1

7 to 9 5 7 .......... 4 2 "1 2 1 1 2 3  |

> 10 1 3 ■ " r : z " 2 1 f o 1 1 1 1

T o t a l 2 4 71 36 11 5 2 5 5 10 1 8 7  |

An e x p e c t e d  v a l u e  is <  5 .  C h i  s q u a r e  n ot  v a l i d .  Chi  s q u a r e  = 2 0 . 8 6
D e g r e e s  o f  f r e e d o m  =  2 1 .  P v a I ue  = 0 . 4 6 7 7 6 3 5 1 ________________________________

Table 13. Type of dwel l ing and f i rs t  help sought.

C l i n i c  G P  H o s p i t a l  N o n e  S e l f t r e a t  S e l f t r e a t  S p i r i t u a l  T r a d i t i o n a l  
D w e l l i n g  t y p e  ____________________ T r a d i t i o n  W e s t e r n  h e a l e r  h e a l e r  T o t a l

I n f o r m a l 9 1 2 6 3 3 -5 3 3 4 4

M o d e r n 2 16 1 3 4 9 1 2 0 3 50

L o w  c o s t 1 6 1 1 0 0 1 0 10

C o u n c i l 11 31 1 6 3 2 7 1 4 75

O t h e r 1 6 0 0 0 1 0 0 8

T o t a l 2 4 71 3 9 11 5 2 5 5 TO 1 8 7

An e x p e c t e d  v a l u e  is <  5.  Chi  s q u a r e  n ot  v a l i d .  Chi  s q u a r e  = 3 6 . 5 2
D e g r e e s  o f  f r e e d o m  = 2 8 .  P v a l u e  = 0 . 1 2 9 8 4 1  6 2 .

Tom (1992) a lso did not f ind any soc io-economic dif ferences 

in the use of  t rad i t iona l  healers by the urban and rural 

Transkeians. (n its South African Health Review, the Health 

Systems Trus t  (1999) found a high use of serv ices of pr ivate 

providers across all income groups in urban areas. There was 

also a s ign i f ican t  use of pr ivate providers by low income 

groups in rural areas.  Both these studies do not show a 

d is t inc t  consu l ta t ion pattern of b lack persons related to soc io­

economic  factors.



There was a d iscern ib le  re la t ionsh ip  between choice of f irst 

help sought  and type of i l lness as i l lustra ted in f igure 7. The 

general p rac t i t ione r  is consulted more frequent ly  for 

respira tory problems, which are the most frequent complaint 

and are genera l ly  eas i ly  manageable  in this sett ing. The 

hospital on the o ther  hand is the f irs t  choice for injuries. Se l f ­

t reatment with western medicine is used more f requent ly  for 

respira tory  cond i t ions .  Of the four people who believed they 

were bewitched 2 consu l ted  a trad i t iona l  healer and the rest 

went to hosp i ta l  for  ass is tance. Equal numbers of those that 

had tube rcu los is  consu l ted  the cl inic,  general pract it ioner and 

hospital.

Figure 7. Type o f  i l lness and f i rs t  help sought,.
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A total o f  58.3% o f  respondents  were sat is f ied with the 

ass is tance they  received from the f i rs t  help sought, while 

41.7% were not en t i re ly  sat is f ied.  Their  responses ranged 

from being very unhappy to being uncertain about the quali ty 

of the serv ice.  Tab le  14 maps out the sat is fact ion according 

to care g iver  consul ted.

Table 14. Sa t is fac t ion  with f irs t help sought.

C l i n i c  G P  H o s p i t a l  N o n e  S e l f t r e a t  S e l f t r e a t  S p i r i t u a l  T r a d i t i o n a l  
S a t i s f a c t i o n  T r a d i t i o n  W e s t e r n  h e a l e r  h e a l e r  T o t a l

Y e s 14 5 0 21 2 1 13 4 4 109

No 10 21 1 5 9 4 12 1 6 78

T o t a l 2 4 71 3 6 11 5 25 5 10 187

An e x p e c t e d  v a l u e  is < 5.  Ch i  s q u a r e  not  va l id .  Chi s q u a r e  = 1 7 . 3 4  

D e g r e e s  of  f r e e d o m  = 7. P v a l u e  = 0 .01  5 3 0 8 4 0 .

Those tha t  v is i ted  a genera l  p rac t i t ioner  were most satisf ied 

with the ass is tance  received at 70.4% and were fo l lowed by 

the c l in ic  and the hosp i ta l  at both 58 .3% .This pattern is 

corrobora ted in the study done by the Health Systems Trust 

(1999) in the Eastern and Western Cape on why low income 

groups use the ^ . /va te  doctors. The reasons given were 

easier access, longer hours of service, shorter  wait ing t imes, 

being seen by a docto r  (as opposed to a nurse), more 

personalised attention and the perceived better quality of
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care. The number  that v is ited the sp ir i tual healer was small 

(only 5) and the 80.0% sat is fac t ion  may not tell us much. It is 

in terest ing to note though that out of the 10 that v is ited the 

t rad i t iona l  healer,  only 40.0% were sat is f ied with the help 

received. Sa t is fac t ion  with se l f - t rea tment with western 

medic ines was 52.0% (13 out of 25) and only 20.0% (1 out of 

5) with t rad i t iona l  medic ines. People who did nothing about 

their  i l lness were  least sat is f ied (18.2%), mainly because 

some had l im i ted  cho ices as a result  of f inancia l constra ints.

The genera l  p rac t i t ione rs  see 43.9% (25) of the 57 people 

who seek second help, which is only 30.5% of those who 

sought f i rs t  help  but also inc lude those who did nothing 

(5.8%) about  the i r  i l lness. Trad i t iona l  healers see 14.0% 

while sp i r i tua l  hea le rs  see 12.3%. Sel f - t reatment with western 

medic ine is not a favoured choice of second help. It is the 

lowest at 1.7% (1), fo l lowed by se l f - t rea tment with tradit ional 

medicine at 3.5% (2). The clinic and the hospital see 10.5%

(8) and 14.0% (8) consecut ive ly .  Consul ta t ion patterns fo l low 

by and large the ea r l ie r  t rend with the GPs being the most 

uti l ized p rov ide r  of serv ice with the except ion that the 

t rad i t iona l  and sp ir i tua l  healers are seeing a s ign i f icant ly  

much la rger  percen tage  than in the f i rs t  help sought. It is 

possible that lack of adequate explanation about illness as 

well as less well defined illnesses in terms of the biomedical



model l ike psychosomat ic  d isorders and mental i l lness will  

lead pat ients  to seek help from these a lternat ive providers of 

care.

Figure 8. Second help sought for i l lness (number and typeL
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The level of sa t is fac t ion  with the second help was higher at 

70.5% as opposed to 58.3% sat is fact ion with the f i rs t  help (p 

value = 0.03768961) as i l lustrated in figure 9.

It would  appear that  an overwhelming number of people are 

sa t is f ied with the i r  second choice help. The level of 

sa t is fac t ion  was high with all the d if fe rent  health care 

providers inc lud ing t rad i t iona l  and spir i tual  healers. It is not



clear what the reasons are. There is a poss ib i l i ty  o f  getting 

better over t ime due to the natural progression of an i l lness 

as wel l as a poss ib i l i ty  that there might be greater 

acceptance of  a condit ion if  conf irmed by a second opinion. 

A t t i tudes and expecta t ions  of  a part icu lar  healer or method of 

t rea tment can also in f luence a pa t ien t ’s feeling about his/her 

exper ience of  the t reatment received from the healer 

(Helman, 1984).

Figure 9. Sa t is fac t ion  with the second help sought (%).

BMW#

Most of the o ther  parameters compare with those of the f irst  

v is it  especia l ly  when it comes to sat is fact ion according to 

sex; consu l ta t ion patterns accord ing to occupat ion, i l lness, 

type of dwel l ing and fami ly  size.
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Based on the ir  exper ience people indicated their  preference 

for the next help they would prefer to seek in future according 

to the table  15.

Table 15. Preferred next help.

;

F l u e n c y

C l i n i c ........... .. 23
1 2 . 3 %

G e n e r a l  P r a c t i t i o n e r 4 9 . 2 %

H o s p i t a l V - W l 1 4 . 4 %

S e l f - t r e a t  t r a d i t i o n a l '■ 1 0 . 5 %

S e l f - t r e a t  w e s t e r n ,  4 2 . 1 %

S p i r i t u a l  h e a l e r 6 : 3 . 2 %

T r a d i t i o n a l  h e a l e r
: : 6

3 . 2 %

U n c e r t a i n V  2 8 1 5 . 0 %

T o t a l 1 8 7 1 0 0 . 0 %

General p rac t i t ioners  appear to be the most preferred 

provider of hea l thcare  if  people had the ir  choice. A large 

majori ty at 49.2% (92) would choose a general pract it ioner 

when they next exper ience an i l lness. A substantia l number 

would use the hospital (14.4%) and the clinic (12.3%). This 

br ings the percentage of those who choose to use a formal 

health care system to 75.9%. However, a s ign i f icant number



(15.0%) is undecided about the choice of help they would 

seek in future.  Only 3.2% would v is i t  a t rad it ional healer; and 

the same percentage would seek help from a spir i tual healer. 

Even less would use se l f - t rea tment with western medicines 

(0.5%) and 2.1% with t rad i t iona l  medic ines.

The low number that seeks help from tradit ional healers is in 

contrad ic t ion  with  most l i terature. Our quest ionnaire had 

asked respondents  about what they do when they experience 

i l lness or in ju ry  and it is not surpr is ing in this part icu lar  study 

that the number  is low as t rad i t iona l  healers were the least 

sought help fo r  the f i rs t  vis it .  However, it is possible that had 

quest ions been asked in another  way, a d if ferent response 

could have been e l ic i ted.  Tom (1992) had asked if people had 

ever v is i ted  a t rad i t iona l  healer  in the ir  l ives, while the study 

by the Depar tm en t  of Sociology, Univers ity  of Witwatersrand, 

had only  asked respondents  about the ir  consulta t ions 

patterns fo r  the i r  everyday i l lnesses (Morris, 1999). It is also 

possib le  tha t  t rad i t iona l  healers are mostly consulted for what 

might not be def ined  as an i l lness in western medical terms. 

These could  be m is for tune blamed on witchcraft ,  re la tionship 

problems and feelings of y Jilt about not observing cultural 

practices as well as for routine rituals during certain life 

s tages l ike bir th and death m the fami ly  (Mhlanga, 1999).



Another reason for the low f igure could be the dominant role 

that the b io log ica l  model plays in the l ives of people in a 

urban townsh ip .  It is the only legally sanct ioned method of 

healing and has become part of the ir  l ives from early infancy 

when every child in the Greater Benoni area is immunized and 

successfu l  immuniza t ion  campaigns are run where 87% of the 

target popu la t ion  is covered (Selahle, 2000). The biomedical 

model o f  care is ac t ive ly  encouraged with f inancia l  capital 

behind such promot ion resul t ing in medical isation (increasing 

medical de f in i t ion  and ju r isd ic t ion  over more and more areas 

of l i fe) o f  soc ie ty  (Hil l ier ,  1986).

Q uali ta t ive  data.

The qua l i ta t ive  data obta ined from the open ended section of 

the ques t ionna i re  on help seeking behaviour  were grouped 

into var ious themes, f ive of which were clear ly  ident if iab le  -  

percept ions on wel l -be ing ,  ser iousness of i l lness, general 

compla ints  about  serv ices, some reasons for consult ing folk 

healers and how they re la te the stories on t reatment
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Percept ions on well -being.

Most people in the survey def ined wel l-be ing as a state when 

a person is able to do what he/she is normally able to do like 

household chores, recreation and going to work. A child must 

be seen playing as normally as before the i l lness started.

This def in it ion of health which emphasizes funct ional i ty  is 

qui te real is t ic  in contrast to the World Health Organ iza t ion ’s 

(WHO) def in it ion which states that ‘health is a state of 

complete physical and mental wel l-be ing and not merely the 

absence of d isease or in f i rm i ty . ’

Ser iousness of i l lness.

Respondents put reasons l ike pain and discomfort,  vomit ing, 

loss of  appetite,  loss of weight,  and sleeplessness to support 

the ir  v iew of the ser iousness of i l lness. Need for 

hosp i ta l iza t ion was regarded as meaning that the i l lness is 

ser ious. Diseases l ike hypertension, d iabetes and asthma 

even though the condit ion was diagnosed for the f irs t  time 

and the pat ients were w ithout  symptoms, were taken ser iously 

hy the respondents. Potent ia l ly  d is f igur ing aff l ic t ions of the 

skin, all types of in jury and i l lnesses that took long to heal 

were regarded as ser ious as well. The recognit ion and 

exper ience of i l lness is def ined by the norms and values



prevalent in that part icular  socie ty or community (Gilbert, 

Se l ikow & Walker,  1996).

General compla ints  about services.

In the open ended quest ions complaints  about services 

emerged and were mostly d irected at the public  fac i l i t ies 

especia l ly  local cl in ics. Respondents felt there were not 

enough fac i l i t ies ,  exis t ing fac i l i t ies  were not accessib le, had 

poor perce ived quali ty  of serv ice, opening hours were not 

convenient,  there is poor a t t i tude of s ta f f  and sometimes lack 

of medicines. This perception Is supported by the f indings of 

the (SAHR) South Afr ican Health Review (1999) in the 

Eastern and Western Cape. The pr ivate providers were slated 

for the ir  exorb i tan t  fees and a business like approach to their  

i l lness. One respondent said, ‘GPs are all about making 

money for themselves rather than help ing us. ’ There was also 

compla ints  about the high cost of prescr ip t ion medicines.

Reasons on consul t ing folk healers.

When an i l lness was less well defined it was most l ikely that 

a t rad i t iona l  or sp ir i tual healer  would be consulted. One 

respondent who developed an athralg ia  (painful jo in ts)  of both 

feet, decided to seek second help from a t radit ional healer



because she believed that her i l lness was ‘ inv is ib le ’ to the 

medical p ract i t ioners who had ear l ie r  t reated her. Underlying 

be l ie f  systems will  also determine the person ’s response to 

an exper ience of i l lness (Gilbert , 1996). Another  respondent

whose fa ther  is an evangel is t  said, '  when i l lness str ikes

all I do is cal l upon the name of Jesus and curse the demons. ’

How they re late stories on treatment.

The whole experience of i l lness was both unpleasant and 

frus tra t ing for  a few respondents. Limited choices imposed by 

lack of money led to a sense of help lessness for some. The 

cl in ic  was genera lly  used not out of choice for many. On the 

other hand, the GP was used by some people who did not 

real ly believe that they would receive appropr ia te help from 

them. It is l ike ly  then that the private GP surgery has become 

ins t i tu t iona l ized  in the l ives of the people of Daveyton and is 

used by all income groups (SAHR).

Blame, anger and denia l were part of the natural response to 

the unp leasant  news. Medical personnel were the natural 

scapegoat. One respondent whose three year old child 

developed status asthmat icus (severe acute at tack of asthma) 

at home, blamed the doctors for not picking it up at birth. 

Another  respondent whose child had a severe a l lerg ic
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reaction to eggs, doubted the medical d iagnosis as her chi ld 

had always eaten eggs in the past. There was also blame on 

cu l tu ra l ly  def ined symptom complexes l ike is id l iso  (a belief 

that certain i l lness are caused by some poisonous substance 

ingested),  inyongo  (gastro in test inal  but sometimes a range of 

o ther vague i l lnesses like headache and dizz iness believed to 

be caused by a ‘d i r t y ’ stomach -  remedies involve purgatives, 

induction of vomit ing and enemas),  ukumil isa  (a range of 

pract ica l ly  any ch i ldhood i l lness believed to be associated 

with teeth ing) and inyon i  (a be l ie f  that an infant would be sick 

unless an enema is given for the f irst  stool)  for the i l lness 

experienced (Mhlanga, 1999).

SUMMARY

The study was aimed at determining the ut i l isation patterns of 

the d i f fe rent  healing systems that are found in the black 

township  of Daveyton. Even though no assumpt ions were 

made, l i te ra ture pointed out to t rad i t iona l  Afr ican medic ine as 

a dominant form of care among black people in South Afr ica 

as well as the rest of the Afr ican continent.

While  it is est imated that 70 to 80% of the black population in 

this country would use t rad i t ional  healers, some studies have



put th is f igure to as low as 1.5%. It is important to note that 

the studies have dif fered great ly  in their  design and the 

speci f ic  b lack populat ion studied. In this part icu lar  study 

respondents were asked to tell their  own story of a recent 

exper ience of i l lness. The f inding of a rate of 5.3% for a v is it  

to a t rad i t iona l  healer Is actually  h igher than other urban 

areas with s im i lar  soc io-economic character is t ics  like the 

study done by the Department of Sociology, University of 

W itwatersrand, on a Survey of Soweto in the late 1990s. A 

total of 1.5% of Sowetans report  consult ing t rad it ional healers 

for the ir  i l lness. A very low re l iance on se l f  care with 

t rad i t ional  medic ines which is at 2.7% was also an 

unexpected f ind ing in this study. In a study done by Tom 

(1992) in the Eastern Cape in the urban and rural catchment 

areas of Umtata hospita l for his research report  for Master of 

Family Medic ine, Univers i ty  of Witwatersrand in 1990, 73.5% 

of respondents had used a t rad i t ional  healer in the ir  l ives.

The number that used a t rad i t iona l  healer for a second 

opinion rose a lmost threefo ld to 14.0% which, shows that 

there is g rea te r  rel iance on a l te rnat ive  medicine when 

orthodox medic ine does not o f fer  ready answers. This has 

serious imp l ica t ions  for i l lnesses like HIV/AIDS and 

tubercu losis .



The western type of health care was used far more frequently  

with the genera l pract i t ioners used most frequently , even 

more than the c l in ics -  38.0% for GPs compared to 12.8% for 

the c l in ic  and 19.3% for the hospital . The cl inics in Daveyton 

are few (6 in total including two large medical centres) and 

open on less convenient hours, while there are an est imated 

30 general practi t ioners, many of whom opening t i l l  late and 

on weekends (Selahle, 2000). There is one fac i l i ty  jo in t ly  run 

by the doc to rs ’ Independent Prac t i t ioners ’ Associat ion 

opening 24 hours a day all seven days of the week. A 

managed care fac i l i ty  offering budget consultat ion fees was 

also counted among general pract i t ioners  even though 

sometimes nurse pract it ioners see the patients. It is possible 

that this has in f lated the number of people who consult  GPs. 

The dominance of GPs in the l ives of the people in Daveyton 

is also ref lected in the second help sought (43.9%) and the 

preferred fu ture help (49.2%). It was in terest ing to note that 

people indicated that they would v is i t  a general pract i t ioner  

even if they actua l ly  do not have much conf idence in them. 

The South Afr ican Health Review (1999) study showed that in 

the treatment of  sexually  t ransmit ted d iseases only 23% of 

GPs ef fec t ive ly  treated urethral d ischarge as compared to 

82% of nurses at the c l in ic  and with genita l ulcers it was 

15.5% and 72% respect ive ly .  One of the reasons was that 

doctors were unwil l ing to give expensive treatment to patients
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who are unable  to pay for it. This study shows that the 

management of i l lness is not necessari ly  better in the private 

sec tor  but the perceived quali ty of care draws patients away 

from the publ ic  health fac i l i t ies  towards the pr ivate sector.

The high number of se l f - t reatment with western medicine 

(13.4%) swelled the re l iance on western type of care to 

83.5%. This number may ref lect  readily availab le medicines 

(se l f  purchased or prescr ip t ion medic ines)  because of the 

dominance of  a l lopath ic  medicine.

Spir i tual  healers were not used that frequently,  but the 

number used for second v is i ts  was 12.3% which, was four and 

half  t imes the number for the f irs t v is i t  (2 .7%).The lay referral 

system was not seen to be operat ing. Other Asian or western 

type of a l te rnat ive  medic ine did not feature at all.

While there was a demonstrab le  re la t ionship  between certain 

soc io -econom ic  var iab les l ike jo in t  household monthly income 

and type of dwel l ing (p-value = 0.0000) as well as occupation 

of respondent and type of dwel l ing (p-value 0.0000), there 

was no re la t ionsh ip  between e ither jo in t  household income (p- 

value = 0.2789) or fami ly  size (p-value = 0.4678) and choice 

of f i rs t  help. This study corroborates the f inding of the South 

Afr ican Health Review of the use of the pr ivate sector care
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across all income groups in the urban areas and less by the 

low income groups in the rural areas. In Tom ’s study (1992) 

in rural and urban Trankeians around Umtata their  high use of 

t rad i t iona l  healers did not show any socio-economic 

dif ferences.

Persons with in ju r ies were most l ikely to be taken to hospital 

direct ly . This may be due to e f f ic ient  emergency services in 

the area and the pr io r ity  they normally  g ive to injur ies 

especia l ly  motor vehic le  accidents.

While the qua l i ta t ive  f indings may not necessari ly  hold true 

beyond the f ie ld  of  this study, it is interest ing to note how 

people perceive the services and react when they experience 

i l lness, it is quite clear that the c l in ic  is viewed as a needed 

service but inaccess ib le  in terms of geographic  distance, long 

wait ing hours, inconvenient opening hours, unavai lab i l i ty  of 

medic ines and unfr iend ly  staff.  The same f indings are 

conf irmed by the SAHR (1999).

If we understand what symptoms pat ients  regard as most 

serious when the i r  ill, it would help in compl iance when these 

are addressed. The knowledge of i l lnesses that t rad it ional 

healers are most l ikely to see wil l  help in fu ture public  health 

p lanning when coopera t ion  with them is enlisted.
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CONCLUSION

This study conducted in an urban area showed a heavy 

rel iance on or thodox medic ine and much less than expected 

use of a l te rna t ive  t rad it ional medicine for the health care 

needs of a popula t ion in the black township  of Daveyton. This 

trend was not in f luenced by any d if ferences in the soc io­

economic status of  the population under study. The public 

fac i l i t ies espec ia l ly  the c l in ics were used much less with 

perceived poor quali ty  of service cited as the main reason 

while the general pract i t ioners were perceived to provide a 

better ind iv idua l ized quali ty of care. The true extent of the 

use of t rad i t iona l  healers may not have come out ( Morris, 

1999) because of the re luctance of people to talk about it 

especia l ly  when in terv iewers are perceived to be coming from 

the health care sector.

It is hoped that th is study wil l  be of some use in public health 

planning for  developing policy and provis ion of health care in 

black urban areas. The experience of i l lness in a fami ly  is not 

a pleasant one and the health care system can do a lot more 

to amel iora te  the sense of f rustra t ion and help lessness.
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Further studies among homogenous groups and specif ic  to 

part icu lar  regions are needed to be able to measure the true 

extent o f  use c f a lternat ive  health care systems by the black 

community  in South Afr ica.



Appendix 1.

Worksheet

N am e of Interviewer:

Q u e s t i o n n a i r e
N u m b e r s

( I n / O u t / R e f u s e d / A c c e p t e d )

A d d r e s s  v i s i t e d O u t c o m e  o f  v i s i t Q u e s t i o n n a i r e  No.

Notes



Appendix 2

Consent Form

64

^  € ( /  f /zg AgarJzMg
W  6 y  zw

: month o f  Ju ly  2Q00.

Dr. M Dlamini, Pr .. L Gilbert (Research
Supervisor)

University of Witwatersrand, Community Health 
Department

This study which is for a higher degree at the Universi ty of 
Witwatersrand is looking at f inding out what kind of help the 
people of Daveyton seek when they are ill.

Questions about your age, sex, income, employment,  
education, and i l lness wil l  be asked.

You are not compelled to part ic ipate in the study. But, if you 
do that wil l  help us gather in formation which wil l  be of great 
ass is tance in planning for  health services. There is no direct 
benefit  for you as an indiv idual.

The th ings you tel l us are not going to be known by anyone 
else.

The Univers i ty  of W itwatersrand Ethicb Commit tee has 
approved the research and it is for the degree of Master of 
Public Health.

Informed v e r b a l  consent obtained / refused.
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Dr. M Dlamini, Prof. L Gilbert (Research 
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University of Witwatersrand, Community Health 
Department
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Public  Health.

| Informed verbal consent obtained / refused, 1
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Questionnaire

Q u e s t io n n a i re  ID |

A. Personal Character is t ics  of the Respondent

1. How old are you?
<20 1
20 - 29 2
30 - 39 3
40 - 49 4
50 - 59 5
60 - 69 6
>70 7

2. (The sex o f  the respondent wil l  be noted and recorded  
into the two categories below).

M 1
F 2

3. What is your marital status? ( In terv iewers wil l  be asked  
to p rompt fo r  o ther  forms of  ar rangements where men 
and women l ive together).  ____________________

Married 1
Single 2
Divorced 3
Other (specify) 4

Specify  o ther_________

4. What is your status in the family?
Mother 1
Father 2

Grandmother 3

Grandfather 4

Student 5

Other
(specify)

6

S pe c i fy  o ther



B. Soc io -econ om ic  Variab les

5. (The type o f  dwel l ing and env ironment will  be observed  
and noted below).  _____________________

Informal Housing 1

Old Council  Houses 2

Modern House 3

New low cost housing 4

Other (specify) 5

Speci fy other.

6. What is last standard you passed at school?

7. . Did you do any training after  leaving school?

Speci fy________________ _____________________

8. What kind of work do you do?

Specify occupat ion__________
I f  the answer is "none”.

Do you do any work from home or on the street.

Specify occupa t ion__________
9. What is the source of your household income?(Mo/'e 

than one ca tegory  could be chedk&d)

Formal Employment 1 Self
Employment

3

Informal
Employment

2 Other 4

Spec i fy  o the r
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10. What is the jo in t  household income per month (in 
Rands)?

less than 500 1
501 - 1 000 2

1 001 - 2 000 3

2 001 - 3 500 4

more than 3 501 5

11. How many fami ly  members l ive in the house?
1 to 3 1
4 to 6 2

7 to 8 3
>10 4

12. How many fami l ies l ive on this part icu lar  stand? (This 
re la tes to subtenants  who are not necessar i ly  re la ted to the 
landlord).

1

4+

C. Q uest ions on help seeking behaviour

13. When was the last t ime someone in this family was i ll? I f  
i t  fa l ls  in the las t  1 2  months, th a t ’s OK. f t  it doesn't  ask: 
Was no one sick more recently  than that? ( Only one 
fam i ly  m e m b e r ’s i l lness is recorded. Interv iewers wil l  
ask fo r  spec i f ic  symptoms and wil l  record a l l  responses  
in w ha tever  way i t  is p resented  by the respondent)
P ro b e  f o r  s y m p to m s .

a) What was wrong with...?
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b) What do you call that i l lness?

c) Character is t ics  of person with i l lness

Age
Sex

Family Status
Educational level

Occupation

14. Did you th ink  that the i l lness was ser ious? (All  
responses acceptable)

15. ( In terv iewers  to take respondent  step by step through  
th e i r  i l lness and l is ten pa t ien t ly  to the ir  i l lness stories).

a) What did you do when you f irst  got sick or 
were in jured?

b) And then what did you do?

c) And then what happened?

d) What did they do for  you at... .?



e) W ere  you sa t is f ied  w i th  tha t?

f) And then what did you do?

g) And what did you feel about that?

h) What wil l  you do next t ime you are s ick/ in ju red?

(Quest ions wil l  be asked until  respondent has told h is/her 

i l lness s tory?
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A p p e n d i x  3

Figure A. Area with modern houses

Figure B. Area with informal type houses



Figure C. Old council houses.

Figure C shows the exis tence of many modern houses among 

the old council  houses.
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