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ABSTRACT

ABSTRACT

Indigenous health practices have been in existence since the dawn of civilization, and the
inception of western medical practices has created a divide between these health systems.
This study focused on the development of a model that could facilitate the integration of
Indigenous Knowledge Systems (IKS) in managing HIV & AIDS within a primary
healthcare (PHC) context. The researcher affirms Capers (1992:19) notion that indigenous
and western healthcare knowledge systems will continually be in existence and will always
move parallel to one another until the two systems converge to collaborate on knowledge
sharing for the benefit of both consumers of health and health practitioners. The purpose of
this study was to develop a model to facilitate the integration of IKS in the management of

HIV & AIDS within the PHC context in Limpopo Province, South Africa.
The objectives of this study were to:

% Explore and describe views and perceptions of stakeholders regarding the integration

of IKS in the management of HIV & AIDS, in the Limpopo Province, South Africa.

& Conceptualize a framework related to current dialogue about the integration of IKS

in the management of HIV & AIDS within the PHC setting.

% Develop a model to facilitate the integration of IKS in the management of HIV &

AIDS within the PHC context in South Africa.

In this study, an explorative, descriptive and contextual qualitative design was used in order
for the researcher to gather more information that would be appropriate and necessary to
support the development of the model which will facilitate the integration of IKS in the
management of HIV & AIDS within a PHC context in the Vhembe District of the Limpopo
Province. The population includes stakeholders (IKS practitioners, and healthcare
professionals) who embody deeper concerns regarding the integrative approach to health and

illness behaviour.
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ABSTRACT

Purposive and snowballing sampling methods were used in this study. The snowballing
technique has been utilized to further identify potential IKS participants not known to the
researcher. Data collected were guided by the central question, “How can we integrate IKS in
the management of HIV & AIDS within the PHC context in Limpopo Province?” All
participants responded to the same question and the researcher used her probing and listening
skills to gather more information. Data were collected until saturation was reached and data
analysis was done using Tsech’s eight-step open-coding method (Creswell, 2009:186).
Themes, categories and sub-categories emerged from the data analysis and were fully
discussed and became fundamental units for development of the conceptual framework as

well as the model.
Three themes were identified:

% IKS stakeholders expressed challenges experienced in dealing with marginalization

and being looked down upon by their western health professional (WHPs)

% IKS stakeholders reflected a need for WHPs to develop an understanding with regard

to the differences in diagnosing and healing strategies of IKS.

% IKS stakeholders expressed that a number of issues need to be dealt with to ensure

effective integration of IKS for quality management of HIV & AIDS.

In conclusion, IKS will remain the point of departure surrounding responses of individuals,
families and communities to illness behaviours in any given human context of existence. A
huge literature supports the construct that indigenous cultural practices have been in
existence since time immemorial and will continue to influence health and social welfare in
the global context. A great need exists to integrate the two systems, i.e., IKS and WHPs,

towards a mutual understanding and respect for quality and efficacious healthcare.

Keywords: model, integration, IKS stakeholders (traditional healers, herbalists, pastors and

IKS knowledge experts), HIV & AIDS, western health professional
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CHAPTER 1| 1.1 INTRODUCTION

CHAPTER 1

OVERVIEW OF THE STUDY

1.1 Introduction

Currently, various philosophies and dialogues abound what Indigenous Knowledge Systems
(IKS) entail, which forms the basis within which Indigerious Health Systems (IHS) originate.
Several definitions are now found in the literature of which few will be discussed in the
context of this study. A paper titled “The IKS Agenda in South Africa (SA)” explicates IKS
as a human experience, organized and ordered into accumulated knowledge with the
objective to utilize it to achieve quality of life and to create a liveable environment for both
human and other forms of life (Serote, 2005:7). On the other hand, Green (1994:20) defines
TKS as, “that body of accumulated wisdom that has evolved from years of experience, trial
and error as well as problem solving by groups of people working to meet the challenges they

face in their local environments, drawing upon the resources they have at hand.”

Unlike science and technology, indigenous knowledge (IK) is not invented, but inherent in
people’s lives and how they see and do things. Tjale and De Villiers (2004:1) argue that prior
to the arrival of European settlers in Southern Africa; people were treating diseases and
illnesses in accordance with their cultural belief systems. It is therefore important to integrate
cultural practices of Africans in the management of HIV & AIDS within the Primary Health
Care (PHC) context. De Haan (2009:27) regards traditional healers as one of the health care
teams in South Africa. An indication is made that they live and work within their
communities; which-gives-them an_ opportunity to have close ties with their people. This, on

its own, creates a supposition that we cannot isolate their efforts in disease management.
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The inherent syndromic management of HIV & AIDS so far, together with the initiation of
antiretrovirals (ARVs), including the ABC prevention strategies of Abstain, Be faithful, use
Condoms, exclude the greatest influential part—which is about the IKS (Mulaudzi, 2007:31-
32). Indigenous knowledge practices have been in use since the inception of man across
different cultural groups and backgrounds, inherent within the society and societies that will
always seek interventions from such health practices (Mulaudzi, 2007:32). Gausset
(2001:152) cited in Mulaudzi (2007:32) argues that the ABC model overlooked the issue of
indigenous cultural practices, sexual behaviours, knowledge and attitudes of the society. Up
to this point, only biomedical approaches or models of cure seem to be the only acceptable

mantras in the management of HIV & AIDS (Mulaudzi, 2007: 32).

According to the Traditional Health Practitioners Act, No. 22 of 2007, Chapter 1, section 6,
previously traditional African families were hiding their inherent nature of transferring their
indigenous knowledge perceptions and skills from generation to generation, and it is well
stipulated and accepted. Nevertheless, IHS is still highly compromised practically by the
infiltration of other new knowledge systems, for example, the Western Health System (WHS)
(Tjale and De Villiers, 2004:1). In Africa, IHS co-existed with WHS which were referred to
as scientific and therefore more credible, subjecting healthcare consumers to a plethora of
systems relevant to their needs as well as their belief and value systems (Tjale and De

Villiers, 2004:1).

Mpinga, Kandolo, Verloo, Bukonda, Kandala and Chastonay (2013:44) indicated a
progressive uptake of unconventional medicines that received international recognition
during the 1970s under the International Drug Monitoring Program of the World Health
Organization (WHO), with various developments. In 2002, WHO adopted a world strategy to
facilitate the integration of traditional medicine into health systems (Mpinga et al, 2013:44).
This initiative was followed by political mobilization through new training programs in

faculties of medicine, centres of research, and international meetings, with Africa
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establishing an annual Africa day dedicated to these forms of medicine (Mpinga et al,
2013:44). The developments are happening in a global health context marked by new health
challenges that call for more effective organization in the health sector, and prominent among
these challenges are the HIV pandemic, non-contagious diseases and malnutrition (Mpinga et

al, 2013:45).

Schrijvers (1993), in Sanderson and Kindon (2004:116), argue that development of
knowledge is rooted in a belief in the supremacy of the western health system (WHS).
Tucker (1999), in Sanderson and Kindon (2004:116), states that ‘development of knowledge
has been accorded the status of natural law with the consequences of dismissing and
devaluing alternative indigenous health practices’ as a result of Africans being looked down
upon and their cultural practices were viewed as ‘barbaric’. Moreover, Turker (1999), in
Sanderson and Kindon (2004:116), locates and explains this devaluing process in
power/knowledge as a way of developing discourse, emphasizing the unequal power

relations in the generation of knowledge.

Escobar (1997), in Sanderson and Kindon (2004:116), explains that this development of
discourse has created a space in which only certain things could be said or imagined due to
the restrictions of alternative conceptions and forms of knowledge that exist within it. One
consequence is the lack of presentation of IKS in any health care setting (Sanderson and

Kindon, 2004:116-117).

Due to non-declining of the burden of diseases in South Africa, as part of the overall
government strategy “ Long and Healthy Life for All South Africans” the Minister of Health
committed himself and the Members of the Executive Council (MECs) for all nine provinces
to embark on four outputs through the implementation of PHC Re-engineering in South
Africa. Four outputs were tabled; (i) Increase Life Expectancy, (ii) Decreased Maternal and

Child mortality, (iii) Combating HIV and AIDS and decreasing the burden of disease from
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Tuberculosis and (v) Strengthening Health System Effectiveness. Through benchmarking
that was done by the Minister in Brazil in 2010 the Minister came up with this strategy.
Looking at the proposed model of PHC re-engineering which had its control through the
District/sub-district Management Team. The researcher still identifies a crucial omission with
regard to the constitution of Ward based PHC outreach teams which excluded the crucial role
that can be played by traditional healers to their people within the communities. This is still
indicative of paper acknowledgement (Traditional Health practitioners Act, 22 of 2007) of
Traditional health system but not functionally recognized. This is the category that is well

received by its people and operates within their communities.

In the study that was conducted within the Department of Medicine in Korea regarding the
National Health Insurance and Reforming Access to Medicines, an indicative feature was
that the country started acknowledging the two different kinds of medicine, western and
traditional (Cho and Kim, 2002:11). Colleges were developed in Korea for traditional

medicine with a board for traditional doctors (Cho and Kim, 2002:11).

Most African communities utilize indigenous health systems secretly, for fear of being
labeled and, in this regard, one realizes the continuous restrictions on the alternative
conceptions and forms of indigenous knowledge existing within a given society due to the
privileging of a particular type of knowledge in particular, the western-based knowledge (De
Haan, 1996:12). People are deprived from relying upon their inherent indigenous knowledge
when faced with health and illness behavioural changes at any given setting (De Haan,
1996:13). According to Sillitoe (1998:229), scientific development agencies seem to identify
problems by turning to science and technology for theory and ways forward without the
integration of IKS. There is a serious need for connection between scientists and indigenous
people to establish an open platform for positive impact in the generation and development of

new knowledge system (Sillitoe, 1998: 230). It is with this new knowledge system that nurse
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educators can prepare student nurses to look at indigenous content as an integral component

of professional nursing practice (Sillitoe, 1998:229-230).

Capers (1992:19), also affirms that indigenous and western health care knowledge systems
will continually be in existence and always move parallel to one another until the two
systems are made to collaborate to allow knowledge sharing for the benefit of both
consumers of health and health practitioners. A holistic approach to patient care facilitates
bringing both WHS and IHS together for the patient’s benefit. Cathie Guzzetta (1998), in
O’Brien (1999:4), describes holistic concepts as incorporating ‘a sensitive balance between
art and science, analytic and intuitive skills, and the knowledge to choose from a wide variety
of treatment modalities to promote balance and interconnectedness of body, mind and spirit’.
Thus, in the holistic teaching model, clients’ spiritual or belief system needs have to be

brought into equal focus with cognitive and physiological needs (O’Brien, 1999:4).

Disease in western medicine is termed the malfunctionin, adaptation of biological and

1<)
Q
4
o
=
&0

physiological processes in the individual, while illness represents personal, interpersonal and
cultural reactions to disease or discomfort. This explanation ensured that western medical
practitioners were taught to believe that there is a scientific basis for disease, diagnosis and
treatment. If one’s physical parameters like temperature, pulse, height, weight and blood
pressure are within acceptable normal ranges, the individual is regarded as healthy, even if
s/he could be experiencing problems from other forces which are not scientifically based
(Tjale and De Villiers, 2004:2). An example of this is that there is a great misinterpretation of
what HIV & AIDS is because different cultures have different ways of interpreting the
concepts. HIV & AIDS is mostly looked at medically with regard to its cause, manifestations
and management; doctors often ignore, however, the impact of the stigma attached to it.
Traditionally, iliness behaviour has cultural connotations or is deemed to occur in association

with evilness that has been inflicted by someone (Tjale and De Villiers, 2004:3),
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Capers (1992:19) indicated that of all health care professionals, nurses have the greatest
éontact with clients and through this contact, nurses see similarities and differences across
and within groups, and become acutely aware of the influence of indigenous knowledge on
healthcare practices. This influence forces healthcare professionals to strategically plan to
incorporate indigenous knowledge factors into the healthcare delivery system, but there is a
great need for health practitioners to have indigenous health knowledge (Capers, 1992:20).
This knowledge gap has thus far resulted in failure to integrate the two knowledge systems

(i.e., WHS and IHS) (Capers 1992:20).

The researcher’s earlier consultation with indigenous knowledge
experts for the sake of model development led her to one focus area
which is the management of HIV & AIDS. Because indigenous health
systems cover a broad range of patient conditions, it became arduous fo
address all of them, This model, in particular, sampled one disease, but
the model can be adapted to the management of other diseases

associated with important sociocultural and psychological contexts.

Haslwimmer (1994:1) alludes to the fact that HIV & AIDS erodes the asset base of rural
households, depletes their labour force, reduces their range of knowledge and skills, restricts
their ability to earn cash from farming and non-farming activities, and undermines their
ability to feed themselves and maintain adequate levels of nutrition as well as reduces the
amount of money available to affected households. At the national level, HIV & AIDS
requires budgeting for health and for health education programmes for awareness building
and information campaigns needs that require increasing governmental support. The
epidemic is seriously undermining efforts to reduce poverty and, in some countries, is
reversing the development gains made during recent decades. At present, the scale of the
problem is most severe in sub-Saharan Africa: 70% of people with HIV & AIDS at present
live in Africa and it is likely that at least one quarter of economically productive adults in

Southern Africa will die within the next five to ten years Haslwimmer (1994:2-3). However,
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the worst impact of the epidemic is still expected to come so far, few countries have taken

measures sufficient to see a decrease in their national infection rates (Haslwimmer, 1994:4).

The South African Department of Health (DoH, 2011:1), based on a study conducted in 2009
of 32,861 women attending 1,447 antenatal clinics across all nine provinces, estimated 29.4%
of pregnant women (age range 15-49) as living with HIV in 2009. In 1998, South Africa had
one of the fastest expanding epidemics globally though the rate of HIV prevalence among
pregnant women had remained stable since 2006 (Hasiwimmer, 1994:1). Though there is a
slight decrease of HIV prevalence among women aged between 15 and 19 years, the increase
infection rate among women between 30 and 34 years of age is worrying. Based on all
surveys of the overall national estimates, UNAIDS approximates that of the total SA
population around 5.6 million were living with HIV at the end of 2009, including 300,000
children under 15 years old (DoH, 2011:7). The report of the same study by (DoH, 2011:5),

indicated boldly that:

Social stigma associated with HIV & AIDS, ftacitly perpetuated by the
Government’s reluctance to bring the crisis into the open and face it
head on, prevents many from speaking out about the causes of illness
and deaths of loved ones and leads doctors to record uncontroversial
diagnosis on death. The South Afvican Government needs to stop being
defensive and show backbone and courage to acknowledge and

seriously tackle the HIV & AIDS crisis of its people.

The researcher aimed at pitching her expectations high for the same Government of South
Aftrica and Department of Health, in particular, to acknowledge the need to bridge the
inherent divide between WHS and TKS and to bring about a mutual platform that will enable

healthcare consumers to utilize both systems effectively and opently.

The Actuarial Society of South Africa (ASSA) (2011:1-2) media release by Peter Doyle, the

Society’s President, indicates that the new ASSA 2008 model estimated that 10.9% of the
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South African population was infected with HIV, and that 5.5 million would be living with
HIV in 2010, which was marginally lower than 5.8 million estimated by the ASSA 2003
model. A study conducted by Shisana, Rehle, Simbayi, Zuma, Jooste, Pillay-van-Wyk,
Mbele, Van Zyl, Parker, Zungu, Pezi and the South Africa Population-Based HIV & AIDS
Behavioural Risks, Sero-Status and Mass Media Impact Survey (SABSSM) 1T
Implementation Team (2009:30), indicates that the HIV prevalence rate for 2008 was at
10.6%, which suggests that out of the total population, 5.2 million people were HIV -positive.
With the exclusion of children less than 2 years of age, the estimate tends to 10.9%; and the
worrying factor has been that the trend among adults showed an increase of 1.3% in adults
who were 25 years and above between 2002 - 2008 and this is the group that could opt for
alternative means of interventions to deal with their health seeking behaviours (Shisana et al,

2009:31).

Apart from the continuous loss of the indigenous practices, loss of indigenous knowledge too
is a serious issue within the cultural context of human existence. The societies we are living
in still utilize these knowledge and skills, but under serious confinement. If nothing is done,
this knowledge will disappear with the senior citizens when they die. To avoid this loss,
institutions of higher learning should integrate indigenous health knowledge into the
curriculum of the training of student nurses and also develop disease management models
that integrate TKS in the care and management of diseases (De Haan, 1996:12-13; Stanhope

and Lancaster, 2000:233; ANC, 1994a:20).

Airhihenbuwa and De Witt Webster (2004:5) demonstrated that culture has both positive and
negative influences on health behaviours, but culture also played a role in the prevention and
promotion of health throughout without formal documentation of the inherent indigenous
methods and practices. Even before the discovery of HIV & AIDS as a disease impacting the
body’s immune system, indigenous people prevented unnecessaty lowered body resistance

by using indigenous health preventive practices. Furthermore, Airhihenbuwa and De Witt
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Webster (2004:6) argued that there is a vast inherent limitation as far as knowledge
generation is concerned due to the biased western models of knowledge generation that
continue to marginalize the African way of knowing as the appropriate anchor for a cultural

model for understanding Africa and its people.

Culture always remains the central feature of understanding health behaviours amongst
African people (Airhihenbuwa and De Witt Webster, 2004: 5). The researcher acknowledged
the need for the. revitalization of the eroded positive traditional responses to disease
prevention within the African cultural care model that will promote a better understanding of
Africa and its people (Airhihenbuwa and De Witt Webster, 2004:5). The erosion of the
African ways of taking care of its sick amongst the community was that of caring for its own
people from a family and community way of life. The African care model could have
avoided the drawbacks Africa is facing today, that of ‘stigma’ due to the isolation of the sick
from the knowledge of their families and friends in the light of legal rights (Airhihenbuwa

and De Witt Webster, 2004: 5).

The protection of those who tested positive from family and friends who are later summoned
to actively participate in rendering home-based care to the infected individuals created an-
other challenge. In an African context, secrecy in relation to health and iliness behaviour is
something that is not common as families continue to be only institutions that embrace any
sickness of their loved ones as their area of greatest concern (Airhihenbuwa and De Witt
Webster, 2004:6). Phillips (2003: 75-76) outlines the distinctive features of HIV in South

Africa in four categories:
1. The biology of HIV disease.

2. The relatively gradual advance of HIV, that is, its slow progress within the human
body and the fact that its course is not yet reversible like other communicable

diseases, and its long and debilitating duration that burdens society with increased
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deaths of parents with resultant high number of orphans and child families, its
negative impact on the economy and the increased number of people to be cared for

within health institutions.

3. The biomedical approach within the country through the introduction of
antiretroviral therapy (ART) which makes it seem that it is the only approach to HIV
& AIDS while marginalizing all other means of dealing with the epidemiological

aspects of the disease.

4. The immediate international seeking of aid by the government of South Africa
drawing on overseas medical expertise was quite different from the way it was done
with other diseases, leaving the local expertise which could have collaboratively

joined forces in combating the epidemic.

eatures described above continue to create dissonance between the biomedical
intervention strategies and the African context of dealing with disease and illness behaviours,
for example, the idea of teaching women how to use a male condom when the husband still

holds the deciding powers regarding sexual matters (Phillips, 2003:76).

In the light of a cultural comprehensive health approach, our grandmothers embarked on
many ways of improving and preventing occurrence of diseases by encouraging the intake of
a well-balanced diet to children and young adults in order to boost their immune system, e.g.,
green vegetables with nuts; preparing a lot of traditional food rich in protein and
carbohydrates and many other herbal drinks that are said to be immune boosters, hence the
primary level of disease prevention. Furthermore, people from different cultural persuasions
have their own way of giving heaith education on different topics, health safety and
protection, e.g., traditional immunizations practices. The following are some of the

indigenous inherent ‘immunization’ or protection measures that are commonly practised
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amongst the Vha-Venda, Ba-Pedi and the Va-Tsonga tribes to ensure health promotion and

disease prevention in our black communities:

% When one is to leave home for school or work or marriage, a healer will be called to
sanctify the candidate against evil forces that might cause diseases or curses using
traditional ritual performances. In the case of Christians, a pastor is summoned to
pray for the candidate before leaving home in order to create a divine protection from
God against all evil.plan of the evil one (The New Scofield Study Bible 1989:686-

687, Psalm 91:vv 1-13).

%  When a woman gives birth to a baby, grannies will sleep by the mother and forbid
the husband to enter the room until the mother receives her first post-delivery
menstruations. This on its own prevented another pregnancy (child spacing), thus
allowing the mother to return to her pre-gravid state, total child care, mother-child

bonding and successful breastfeeding.

% A mother who miscarried is never allowed to get intimate/sleep with husband until
she is cleansed by a traditional healer or to avoid killing the man (‘u luma’ in
Tshivenda) or her husband, which was a way of preventing sexually transmitted
infections (STTIs) or clearing of any secondary infection that could be transmitted to

the husband.

®  If a mother accidentally falls pregnant when the baby is still on the breast, the baby is
immediately removed from the breast to avoid malnutrition in the feeding baby.
Breast milk will then be substituted with goat’s milk or by the process of breast
initiation to the non-breast-feeding mother for the purpose of the baby to feed and

develop normally (De Haan, 1996:12).
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% A baby is not to be carried by everybody who comes to the family while still small
for fear of cross infection. The mother is also not allowed to go amongst crowds of
people whilst the baby is not yet released by the traditional healer after a special

protection ceremony (‘Muthuso’ in Tshivenda) is done.

% From the Christian perspective, if a child is born, the pastor or any spiritual leader
prays for the child to ensure protection from childhood diseases and other evil
projections as well as ensuring good health, normal development and blessing from

God the Creator (The New Scofield Study Bible, 1989:1218, Luke 2:27-35).

* A child infected with measles is kept in isolation from other children until the rash
disappears, and not allowed in the sun for fear of damaging the eyes, and is given a
lot of fluids to prevent dehydration This was a wiser way of preventing the spread of
infection as well as giving the child serious attention for speedy recovery and
prevention of compiications. This is the time that forced feeding is done to ensure

good nutrients to the baby to promote speedy recovery (De Haan, 1996:12-13).

Health professionals face the challenge of preventing the great loss of indigenous practices
grounded in tradition that might contribute to the body of knowledge in Primary Health Care
(PHC) programmes and practices. PHC systems promote the inclusion of other health
facilities like traditional healers in its goal of ‘health for ail by the year 2000°. Looking
holistically at the definition of PHC as defined in the Declaration of Alma Ata (1978:3), it is
an ‘essential healthcare based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals and families in the
community through their full participation and at a cost that the community and the country
can afford to maintain at every stage of their development in the spirit of self-reliance and

self-determination’ (ANC, 1994a:20).
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The National Health Plan (NHP) for South Africa of 1994 (ANC, 1994a:55) stipulated that
there must be utilization of all health resources in the community, including traditional
practitioners. In the analysis of the existing healthcare delivery, indigenous healing practices
will become an integral and recognized part of healthcare in South Africa. Consumers are
allowed to choose whom to consult for their healthcare, and legislation will be changed to
facilitate controlled use of traditional practitioners. The NHP of South African of 1994
further indicates principal tenets with regard to utilization of traditional health practitioners,

which include the following:

% People have the right of access to traditional practitioners as part of their cultural

heritage and belief system.

% There are numerous advantages in cooperation and liaison between allopathic and

traditional practitioners and interaction will thus be fostered.

% Traditional practitioners will have greater accessibility and acceptability than the

health sector and this will be used to promote good health for all.

%  Mutual education between the two health systems will take place so that all

practitioners can be enriched in their health practices (ANC, 1994a:55-56).

These tenets indicate the importance of indigenous health knowledge utilization in dealing
with illnesses and diseases. The NHP also emphasized the possible mechanisms through

which the above tenets could be achieved, namely:

+  Negotiations will be entered into with traditional practitioners so that the policy

acceptable to all practitioners can be reached.

*  Legislation to change the position and status of traditional practitioners will be

enacted.
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% Interaction between providers of allopathic and traditional medicine will be actively

encouraged, especially at local level.
% Training programmes to promote good health care will be in initiated
% A regulatory body for traditional medicine will be established (ANC, 1994a:56).

By contrast, Makgoba (1997:3) indicates that current university training and education
systems in a way continue to fail to serve the needs of their local people and the aspirations
of the African people in general. University education at present is discordant with African
society in many ways. The non-accomplishment of previous attempts at renaissance lies in
the failure of universities to address the problems of the rural communities. According to
Makgoba (1997:3), universities must define, engage and respond to societal challenges and,
therefore, place people at the centre of all institutional endeavours. The former education
system in South Africa was used to legitimize an unequal social, economic and political
power relation and to produce Africans who would remain subservient and subordinate to
white and western interests. This led to undermining of traditional practices and cultures
(Makgoba, 1997:3-4). Likewise, Mulaudzi (2001:18) underscores the need to include
traditional healing as a field of medicine to be taught in institutions of higher learning as a
way to promote students of the 21st century to have the rights to know their roots, as well as

finding ways to choose between indigenous knowledge and modern medicine, or both.

Airhihenbuwa and De Witt Webster (2004:6) quoted Frantz Fanon (1986) from the book
titled ‘Black Skin, White Masks’ that there is an impoverished yet strangulated methods and
contents of school curricula which are developed for colonial education in African countries
with the aim to turn an African into a ‘white man’ through the education system which today
is in the process of metamorphosis. For example, most South African universities hardly
have neither structured IKS programmes nor integrated any into the mainstream of their

curricula that prepares the nurse and other health professionals who will in the end manage
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patients and clients with different illnesses and in particular HIV & AIDS within culturally-
context PHC settings. Sillitoe (1998:230) argues against the assumption that academics can
record and document indigenous knowledge and it is ‘passed up’ to interested parties as
technological packages in order for it to be ‘passed down’ to beneficiaries. ‘Passing up’
means collecting indigenous knowledge and passing it up to the so-called specialists for
scrutiny. After serious scrutiny, the finalized information is then ‘passed down’ to the
beneficiaries ‘lower’ in the intellectual hierarchy as highly compromised learning packages

(Sillitoe, 1998:230)

Furthermore, Mulaudzi (2001:18) argues that current university curricula promote a distance
between those who are trained in western medicine and the traditionally trained. She refers to
the concept ‘power play’ which encourages a struggle for power over knowledge; thus
creating a distance between the indigenous and western healing systems. This makes sharing
of information and methods of healing amongst the two health care knowledge systems
unattainable (Mulaudzi, 2001:18). An indication has been made of ‘labelling’ and ‘secrecy’
as problematic in this regard. ‘Labelling’, according to Good (1987:xii), cited in Mulaudzi
(2001:18), refers to an indigenous African medical expert who experiences prejudice from
his/her African counterparts in medical schools and hospitals, as well as from his/her own
people who have dubbed traditional healers as witch doctors. ‘Secrecy’, on the other hand,
denotes knowledge of indigenous medicine that is not formally documented anywhere. As a
result, proper research and scrutiny for efficacy is virtually impossible. Westerners, in turn,
guard their methods through registration or induction. This description highlights the
anticipated difficulty to bridge the gap between the two healing systems (Mulaudzi,

2001:18).

The National Qualifications Framework (NQF) of South Africa (SAQA, 1998:7-8)

developed and implemented basic tenets which address the IKS curriculum as follows:

33



CHAPTER 1{1.1 INTRODUCTION

*  Knowledge relevant for the current world should be created through partnerships
amongst varied groupings in society. These include academics and researchers,
business people, workers, professional experts from government and community
organizations, learners, professors and IK experts. Knowledge creation is therefore
no longer the preserve of narrowly-defined groups of ‘experts’. This study was
aimed at opening a platform through collaborative research and knowledge sharing

by both practitioner categories for quality service delivery (SAQA, 1998:7).

% The national system of education must balance the need for quality education for all
its citizens. It has to be flexible enough to cater for the wide-ranging circumstances
faced by learners. The education system should provide a learner with wide-ranging
options for what constitutes relevant education and qualifications, i.e., balance
between society’s needs and the needs of the individual. The researcher sought a way
of providing institutions of higher learning as well as health service providers with a
model that will improve integrative care to the consumers which will demand
training of healthcare learners to be developed in such a manner that they can
respond to the needs of their clients using the culturally-based approach (SAQA,

1998:8).

The tenets of NQF in SAQA document of 1998 open up opportunities for indigenous people
to be consulted so that knowledge generation is not confined to the minority group of the
narrowly-defined ‘experts’. The other reason for the incorporation of this knowledge is to
make sure that the national system of education is able to balance the need for quality
education and the relevance of its outcomes or qualification to the needs of the societies,
families and the individuals. There should be serious transformation of every learning that
takes place to ensure that it is community needs-based and that learning is competency- as
well as outcomes-based (SAQA, 1998:8). Masoga and Musyoki (2001: iii) affirms the above

tenets by indicating that:
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+ Indigenous knowledge, technologies, practices and wisdom must be translated into

tangible (material and non-material) gain for communities.

& Academics must grapple purposively with the pervasive African problems of societal
disintegration, ill-health, poverty, marginalization, and exploitation in all its forms

and manifestations (Masoga and Musyoki, 2001: iii).

Agrawal (1995:1-6) highlights that distinctions have to be made regarding the fact that
indigenous and western health systems are two different entities that need to be equally
examined and integrated to prevent problems for those who believe in the significance of IK
for development and life sustainability. The author delineates some of the differences

between IK and western knowledge as follows:

++ Substantive Differences

There are differences between indigenous and western knowledge with respect to their
subject matter and historical background as well as their distinctive characteristics. For
example, IK focuses more on people’s concrete and immediate necessities for their daily
livelihoods and does not contain an overall conceptual framework or deductive logic that it
advances on the basis of new experiences, while western knowledge attempts to construct
general explanations and is one step removed from the daily lives of people (Agrawal,

1995:2).

% Methodological and Epistemological Differences

It is true that the two forms of knowledge will employ different method to investigate

realities because of their substantive grounds of existence (Agrawal, 995:3).
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+ Contextual Differences

Indigenous knowledge is more rooted in the environment and exists in a local context,
anchored to a particular social group in a particular setting at a particular time. Western
knowledge, on the other hand, has been divorced from an epistemic framework in its search
for universal validity (Agrawal, 1995:3). In order to successfully build new epistemic
foundations, accounts of innovation and experimentation must bridge the indigenous/western
divide. Looking at specific forms of investigation and knowledge creation in different
countries and different groups of people, there should be an allowance of the existence of

diversity within what is commonly seen as Western or as Indigenous.

These distinctions can then allow the discovery of a common link on the way in which TKS
practitioners and western practitioners create knowledge, rather than trying to conflate all
non-western knowledge into a category termed ‘indigenous’, and all western into another
tern’. The researcher sought a way of finding a common ground of
management of HIV & AIDS in a manner that the needs of healthcare consumers can be met

in a holistic manner (http://www.nuffic.nl/ciran/ikdm/3-3/articles/agrawal.htm1).

The South African Chapter of the African Renaissance (SACAR) stated that IKS is one of
the specific vehicles in the present situation for building a social movement of African people
towards sustainable development (Maloka, 2001:3-4). Every community has a wealth of
useful IK and practices to shape their ways to perceive and/or deal with illness and other
health related issues. Community health as a recognized health science has its focus on health
promotion and illness prevention, assessment, and targeting community needs and awareness
of environmental and social factors in disease prevention and management (Maloka, 2001:3-
4). This initiative could form a framework for the development of an HIV & AIDS

management model which will be used by the community and for the community.
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1.2 Problem Statement

Research has demonstrated that in a traditional medical encounter, be it at a clinic, hospital or
a in a private practice with clients, the story told by the client is redefined and recast into the
scientific and cognitive structure of western medicine, thereby depersonalizing the patient
and preventing the nurse from seeing the client holistically (Roter and Hall, 1992:39-40). The
client’s story is usually altered to conform to the nurse’s assessment structures and
consequently ending up not representing the actual concern or the lived reality of that person.
According to Finkelman and Kenner (2010:308), nurses view patients through their personal
experiences with culture and their personal histories, which may lead to problems, such as
misinterpretation of communication and behaviour, which poses limitations for planning and
implementing patient-centered care. Finkelman and Kenner (2010:308), further indicate that
culture and language may influence many aspects of the quality service delivery, for

example:

& Health, healing, and wellness belief system,

% Patients/consumers’ perceptions of causes of illness and disease,

% Patients/consumers’ behaviours and their attitudes towards health care providers, and

% Providers’ perceptions and values.

From the above description of how culture can influence health and healing, the researcher
looked at the healthcare processes that continue to succumb to and perpetuate greater
disparities. The disparities of healthcare could be defined as ‘racial or ethnic differences in
the quality of health care that are due to access-related factors or clinical needs, preferences,
and appropriateness of intervention’ (Finkelman and Kenner, 2010:309). A greater challenge
now is to generate facilitator methods/models which can combine the two knowledge

systems for dealing with health and illness behaviour, particularly the management of HIV &
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AIDS within a PHC context. There is a dire need for a genuine reciprocal flow of ideas and
information between the two knowledge systems, Indigenous and Western (Sillitoe,

1998:231).

Furthermore Nursing Education departments, like other departments, continue to train and
produce students without reshaping curricula to address and incorporate indigenous health
systems in the management of HIV & AIDS, particularly those embedded in people’s
culture. The-challenge in this regard therefore has to do with redefining what knowledge is
and the relationship of such knowledge with its context, re-discovering indigenous ways of
knowing, patterns of knowing and means of knowing and finding ways to integrate
indigenous knowledge within conventional education systems Makgoba (1997:3-5). In this
study, the researcher needed responses to the following central question as a point of

departure for model development:

How can we integrate IKS in the management of HIV & AIDS within

the PHC context in Limpopo Province?

1.3 Purpose of the Study

The purpose of the study was to develop a model to facilitate the integration of IKS in the

management of HIV & AIDS within the PHC context in Limpopo Province, South Africa.

1.4 Objectives of the Study

The objectives of this study encompassed three phases:

% Phasel
To explore and describe views and perceptions of stakeholders regarding the
integration of IKS in the management of HIV & AIDS, Limpopo Province, South

Africa.
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% Phase Il
To develop a conceptual framework related to current dialogue about the integration

of IKS in the management of HIV & AIDS within the PHC context.

% Phase IIT
To develop a model to facilitate the integration of IKS in the management of HIV &

AIDS within the PHC context in South Africa.

1.5 Significance of the Study

The study has provided an opportunity for academics and Indigenous Knowledge
Practitioners (IKPs) and Western Health Professionals (WHPs) to find solutions to issues
related to the integration of the two knowledge systems with a particular focus on
contemporary community health problems such as the management of HIV & AIDS for
quality health service delivery and health systems strengthening. Furthermore, the model has
facilitated reviews of all health science curricula, including PHC curriculum to ensure their
relevance and responsiveness to the needs of healthcare consumers, health science students

as well as the health service delivery planners and policy makers.

1.6 Paradigmatic Perspective

The paradigms from which the researcher departed are described as being a) meta-
theoretical—the beliefs of the researcher; b) theoretical—the thinking based on what is
written already, and c¢) the methodological assumption—based on the researcher’s
assumption of appropriate methodologies (Holloway, 2005:294). This provided the
researcher with a set of beliefs about the world that guided the research process, in other
words a paradigm is a world view or ideology about a phenomenon (Holloway, 2005:294). It
implies the standards or criteria for assigning value or worth to both the processes and the

procedures of the discipline (Chinn and Kramer, 1999:53).
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1.6.1 Meta-Theoretical Assumptions

These assumptions are not open to testing, but deal with the researcher’s viewpoints
regarding the need for the incorporation of IKS into the management of HIV & AIDS within
the PHC context, as well as the perceptions of different stakeholders (e.g., traditional healers,

IKS expects, lecturers, WHPs, etc.). The researcher’s points of departure have been that:

% Health disease management models in PHC delivery settings should be developed by

the people for the people.

% Any model or health delivery framework that does not take into consideration the
social, economic, cultural and political philosophy of the people is not valid and

cannot be feasible to the people it is meant to help.

% Disease management models should start from the people’s philosophy and practice

as well as what is inherent within their space.

% IK infuses a sense of identity into our African health professionals as well as the

recipients of the healthcare practices within a PHC setting.

% IKS is an interwoven and integral component of people, i.e., it provides the basis for
human societies to exist and to adapt to ever-changing environments. It shapes what

is viewed as appropriate and inappropriate to its custodians (O’Brien, 1999:4).

The researcher is of the opinion that at any level of a person’s existence, individually, in the
family or in the community, in one way or another; inherent IK will continually be in

operation in and around human nature of existence (O’Brien, 1999:4).

1.6.2 Theoretical Assumptions

During the course of this study, the researcher scrutinized various models to gain insight
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regarding model development and the matrix behind the process which includes the
consideration of the purpose and the objectives of the study. The researcher focused on
specific models that could possibly have a profound influence on the development of a
functional model for the management of HIV & AIDS within a PHC context of the Vhembe

District in the Limpopo Province of South Africa. These models are discussed in turn:

1.6.2.1 The PEN-3 Model

Some models of care were developed in the past decades, e.g., Airthihenbuwa and De Witt
Webster (2004:6) developed the PEN-3 model of care in 1989 to guide a cultural approach to
HIV & AIDS in Africa. This model has been used by many researchers, including by
Webster (2003) who evaluated cultural interpretations and meanings of the use of female
condoms to reduce HIV & AIDS in South Africa. Furthermore, the researcher of the present
study, in a way, went on to analyze Airhihenbuwa and De Witt Webster (2004:7) as they
described the model’s interconnectedness into three domains (Figure 1.1) because of the

impact it made on the development of the model.

¢ Cultural Identity Domain

In this domain focus is made with regard to the point of intervention entry after group
consensus is reached regarding all critical issues pertaining to the area of concern. Then an
agreement is made regarding the nature of focus and reasons of the particular agreed

intervention based on the cultural identity domain,
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Figure 1.1: The PEN-3 model

The healthcare consumers as well as healthcare practitioners (traditional and western) are

also faced with double consciousness where they belong to a certain set of rules, but within

their cultural context of their daily existence (Airhihenbuwa and De Witt Webster, 2004:8).

Religion also plays another role by shaping one’s decision-making to seek medical

interventions within certain cultural settings. In the development of the model, the researcher

took the cultural domain as the co-context of the community where families and their cultural

beliefs play a greater influence in the dialogue that the stakeholders will have as it constitutes

the bases of decision making.

< Person

An individual is the only person who should find a way of dealing with the double

consciousness/mindedness on how cultural context defines and values the two health systems

and the need for his/her health-seeking behaviour. For example, in this study, some WHPs
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viewed traditional health as an acceptable method of disease intervention depending on their
knowledge/belief system, though even after advicing the patient secretly they still allowed

the decision to be from the client (Airhihenbuwa and De Witt Webster, (2004:9).

% Extended Family

Most interventions regarding illness behaviour are centred around the kinship structure of the
family, for example, some key family members play a greater role in determining what
decision is to be taken regarding iliness behaviour of patterns of living, In an African cultural
family the elders do have a leading role when it comes to how the family should respond to
illness and health behaviours. The mother-in-law plays a greater role in what is to be done
when a child is sick within a family structure and that could also determine the type of health
interventions that will be taken, either western or traditional. Within the cultural context of
families in the Vhembe District, extended family still plays a greater role in the health-
seeking behaviour though the increase in nuclear families is, in a way, shaking the status quo

(Airhihenbuwa and De Witt Webster, 2004:9).

% Neighbourhood

This usually depends on the community’s knowledge capacity to decide on the best method
of integrating the two health systems and the political buy-in of the government that will
forge the way towards model implementation in the management of communicable diseases
that are increasingly burdening the ministry of health today. In this study, the model
development process needed to solicit a point of departure by gathering views and
perceptions of IKS stakeholders in order that a consensus could be reached regarding the
development of a model which will be by the people and for the people (Airhihenbuwa and

De Witt Webster, 2004:9).
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% Relationships and Expectations Domain

For any model of human behaviour to realistically develop, a need to consider perceptions,
resources and human influence is necessary. The PEN-3 model focuses on how culture
defines the roles of persons and their expectations in family and community relationships.
This was indicative of the point that personal actions could only be given a valid meaning if
examined within the functionalistic view of the broader socio-cultural context (Airhihenbuwa

and De Witt Webster, 2004:7). This domain was further categorized into:

% Perception

In this study, comprehensive views and perceptions of IKS stakeholders and health
professionals regarding the collaborative decision of the integration of traditional and
western health systems revealed the need for a functional model to be developed for health

system strengthening (Airhihenbuwa and De Witt Webster, 2004:7).

+ Enablers

In this study, the enabling factors for the integrative model have been the buying-in of
stakeholders (traditional healers and WHPs), based on the availability of health resources
and/or services from both systems through which healthcare consumers could have access to
without any form of marginalization or prejudice (Airhihenbuwa and De Witt Webster,

2004:7).

< Nurturers

The nurturers in this study were the home-based care approach that the government has
embarked on to promote PHC services as well as the upcoming Re-Engineering of PHC to
reduce hospital-based care with the aim of reaching all through mass coverage healthcare
services. In the past the mere approach of PHC resulted in a massive resource depreciation

and economic decline due to the approach being too depended on the provisions of the
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government without the use of naturally available resources, including self-help activities.
The only negative discouraging influence was the perceptions and bias found among some of
the Christians and western health professionals, who degraded traditional practices as sinful
yet the society, is continually utilizing the service without looking deeper at the benefits of

herbs and other indigenous medicines (Airhihenbuwa and De Witt Webster, 2004:7).

% Cultural Empowerment

Culture plays a greater role in the empowerment of people though cognizance has to be made
regarding only the positive influences to health of individuals around their health continuum
(Airhihenbuwa and De Witt Webster, 2004:7). In this study, culture acts as the context within
which the integration of all functional health systems will take place. According to the PEN-
3 model, cultural influences should be supported in any empowerment process if only
carrying the good in mind through identification of positive cultural behaviours and the

process could take piace under the three categories enumerated below:

1. Positive

Only values and relationships that promote the health behaviour of interest is taken into
cognizance. In this study, traditional health system practices with their unique ways of
dealing with HIV & AIDS were embraced by participants (Airhihenbuwa and De Witt

Webster, 2004:8).
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2. Existential

This category deals with values and beliefs that are practised within a cultural setting
which poses no threat to heath. Unlike Western medicine that contended for global
identity and uniformity and lost its flexibility, traditional practices though intertwined
within the Africa societies, still is rooted to the context of its existence and practice
allowing people of similar locality to interpret illness behaviours differently. In this
study, existential quality has been demonstrated with the realism that the extended
faimily “and - kinship - structures - always - agree- and support. the communal ways of
traditional interventions regarding individual health and illness seeking behaviours

(Airhihenbuwa and De Witt Webster, 2004:8).

3. Negative

There are certain cultural determinants that focus on marginalization of certain
individuals within the society that could be detrimental to health-seeking behaviours.
For example, the five chapters of the Traditional Health Practitioners Act, No. 22 of
2007 are indicative of basically the legal registration and code of conduct with
disciplinary procedures; little has been done so far to strengthen the functioning of this
system in terms of its inclusion within the healthcare system of service delivery. This is
creating a greater . divide between the two systems to a point where only the
Client/Family becomes the deciding factor on WHERE to go and WHEN in terms of
health service needs as there is no formal collaboration between the two systems

(Airhihenbuwa and De Witt Webster, 2004:8).

1.6.2.2 Leininger’s Culture Care Theory

The other theory is the Leininger’s Culture Care Theory (1997:341-347), which was
developed after the realization of a missing phenomenon in nursing that of combining care
and culture, hence the birth of Transcultural Nursing. The theory was again developed due to

the need to work with people from a broader divergent cultural atmosphere as this is the most

46



CHAPTER 1]1.6.2.2 LEININGER’S CULTURE CARE THEORY

common existence within societies and the world today. It has come to a point that these
differing people with their diverse culture and sub-cultures are more sensitive to the
preservations of their cultural heritage and customs. Transcultural nursing was later
incorporated into nursing curricula as well as in clinical practice (Leininger, 1991, 1995a,
1995b, 1997). According to this theory, caring always occurs in a cultural context and culture
is viewed as a framework used by people to solve their human problems and culture is
universal, Leininger further defines the dimensions of the Culture Care Theory by developing
the Sunrise Model which depicts—a total view on-modes of-cultural care preservation,

maintenance cultural care negotiation and cultural care restructuring:

%+ Cultural Care Preservation

In this model, cultural care preservation or maintenance refers to nursing care activities that
help people of particular cultures to retain and use core cultural care values related to

healthcare concerns or conditions (Leininger, 1997:342-344),

% Cultural Care Negotiation

Cultural care accommodation and negotiation refer to creative nursing actions that help
people of a particular culture adapt to or negotiate with others in the healthcare community in
an effort to attain the shared goal of an optimal health outcome for client(s) of a designated

culture (Leininger, 1997:345).

% Cultural Care Restructuring

Cultural re-patterning or restructuring refers to therapeutic actions taken by culturally
competent nurse(s) or family (Leininger, 1997:346). These actions enable or assist a client to
modify personal health behaviours towards beneficial outcomes while respecting the client
cultural values (Leininger, 1997:347). So far there is no known model that can be used

exclusively by the researcher to integrate IKS in the management of HIV & AIDS within a
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PHC setting or its integration within the PHC training programmes for management of
chronic conditions. Reference was made to the models of health promotion that are available
in order to draw meaning to the need for an integrative model. Different models have been

designed; amongst others is the KwaZulu-Natal Health Promotion Model which is based on:

% Empowering people through a systemic, planned, needs driven curriculum;

% Empowering people through the interactive method of teaching;

& Promoting behavioural change through small group support; and empowering people

through linking with external sources (Uys, Majumdor and Gwele, 2004:3).

In this study, the researcher was also surfacing the need for learning that would be able to
produce students who could holistically and comprehensively render relevant and quality
services to their communities with acknowledgement of their inherent indigenous healthcare
practices (Airhihenbuwa and De Witt Webster, 2004:7). This model will not only address the
integration of the two health knowledge systems, but also will come up with a doctrine that
could influence integration to impel effective and holistic management of HIV & AIDS and
other ramifications of the burden of disease which pose serious global, national, provincial
and local challenges for Ministries of Health. The two theories extensively discussed above
will be incorporated in detail in Chapter 5. Furthermore the model can be adapted in different

areas where integration is envisaged including in clinical settings.

1.6.3 Methodological Assumptions

The researcher adopted a functionalist perspective or philosophy to conduct the research that
will be useful to the body of knowledge and to practice (Munhall, 2007:105). This study will
generate knowledge that will influence health systems development and strengthening.
Functionalism promotes systems interactivity that produces the usefulness of a phenomenon

in any given practical reality for social solidarity and smooth societal functioning. This
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perspective, if well approached, can produce smooth social cohesion, which could
necessarily bridge the divide between the two systems and foster an effective health systems

collaborative approach to health service delivery (Munhall, 2007:105).

1.7 Definitions of Concepts

The following concepts have been used throughout the study:

1.7.1 Indigehous Knowledge

Indigenous knowledge has been defined by the International Labour Organisation (ILO) in
IKS Annotated Biography of South Africa as ‘that knowledge that is held and used by a
people who identify themselves as indigenous of a place based on a combination of cultural
distinctiveness and prior territorial occupancy relative to a more recently arrived population
with own distinct and subsequently dominant culture’ (IKS, Annotated Biography SA,

2001:7).

Indigenous knowledge can also be defined as ‘A body of knowledge built up by a group of
people through generations of living in close contact with nature’; such knowledge evolves in
the local environment so that it is specifically adapted to the requirements of local people and
ponditions. It is also creative and experimental, constantly incorporating outside influences
and inside innovations to meet new conditions by its inclusion of the social, political,
economic and spiritual aspects of a local way of life (Johnson, 1992:3-4). In this study, both

definitions align well with the direction which the study had undertaken.

1.7.2 Primary Health Care

Primary healthcare based on scientifically sound and socially acceptable methods and
technology made universally accessible to individuals and families in the community,
through their full participation and at a cost that the community can afford to maintain at

every stage of their development in the spirit of self-reliance and self-determination forms an
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integral part of the country’s health system, making it to be the central function and main
focus of the overall social and economic development of the community (Hattingh, Dreyer
and Roos, 2006:61). It is the first level of contact of individuals, the family and the
community with the national healthcare system, bringing healthcare as close as possible to
where people live and work and constitutes the first element of continuing healthcare
processes (WHO, 1978:3). This definition is relevant to this study because of its abrasiveness
as it aligns well with accessibility and acceptability to the individual, family and the

community which form the point of departure for the research undertaken.

1.7.3 Indigenous Health Practitioners

In this study, indigenous health practitioners refer to all traditional healers who are
recognized by the community as such. Van Rensburg, Fourie and Pretorious (1992:328)

categorized them as follows:

1.7.3.1 Diviner, Nanga (Venda)/Ngaka (Sesotho)/Inyanga (Zuiu)

Diviners concentrate on the diagnosis of mysteries. They analyze the cause of special events
and interpret the messages of the ancestral spirits. They use divination objects or explain the
unknown by the special powers of prophecy. Their function is that of divination, but they
often also provide the medicaments for specific cases diagnosed by them (Van Rensburg et

al, 1992:328).

1.7.3.2 Herbalists

Herbalists “mean a person who engages in traditional health practice and is registered a
herbalist under this Act. (Traditional Health Practitioners Act, No. 22, 2007; Chapter 1:2).
Herbalist can also mean ‘ordinary people who have acquired an extensive knowledge of
marginal technique and who do not, typically, possess occult powers’. Herbalists diagnose
and prescribe medication for ordinary ailments and alleviate misfortune and disaster, to

provide protection against sorcery and misfortunes and to promote happiness (Van Rensburg
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et al, 1992:329).

1.7.3.3 Faith Healers/Prophets

Faith healers/prophets actually indicate syncretism, a reinterpretation of orthodox
Christianity in such a way to be reconcilable with traditional culture. Strictly speaking,
prophets are therefore not traditional healers, yet they have the following in common with a

traditional healer:

% A shared theory of disease and health;

% A similar means of divination, although God or the Holy Spirit, rather than ancestral

spirit aids him;

% The treatment of various diseases, including the so-called culture-related syndrome

(Van Rensburg et al, 1992:330).

1.7.4 Western Health and Healing

Western health and healing refers to the non-traditional models of health and healing that
come from the Western ideologies (Green, 1994:20). Tt is sometimes referred to as scientific
medicine. It covers all areas of technology-based healing systems that are deemed valid and

superior on the basis that they have been tried and tested (Green, 1994:20).

1.7.5 Traditional Health Practitioner

The Traditional Health Practitioners, “means a person registered under this Act in one or
more of the categories of traditional health practitioners; (Act, No. 22 (2007; Chapter 1:2).

This can be further defined according to functions:

1.7.5.1 Traditional Health Practice

Means “the performance of a function, activity, process or service based on a traditional

51



CHAPTER 1] 1.7.5.2 TRADITIONAL MEDICINE

philosophy that includes the utilization of traditional medicine or traditional practice and

which has its object on the:

% Maintenance or restoration of physical or mental health or function; or;

% Diagnosis, treatment or prevention of a physical or mental illness; or;

& Rehabilitation of a person to enable that person to resume normal functioning within

the family or community; or

% Physical or mental preparation of an individual for puberty, adulthood, pregnancy,

childbirth and death.

1.7.5.2 Traditional Medicine

Is regarded as an object or substance use in traditional health practice for:

% The diagnosis, treatment or prevention of a physical or mental illness; or

% Any curative or therapeutic purpose, including the maintenance or restoration of

physical or mental or well-being in human beings.

1.7.5.3 Traditional Philosophy

Embraces indigenous African techniques, principles, theories, ideologies, beliefs, opinions
and customs and uses of traditional medicines communicated from the ancestors to
descendants or from generations to generations, with or without written documentation,
whether supported by science or not, and which are generally used in traditional practice.
These three concepts alone offer a convergent foundation for disease management which
cannot ostracize inherent practices in the development of effective disease management,

especially HIV & AIDS ((Act, No. 22 (2007; Chapter 1:2),
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1.7.6 IKS Practitioners

In this study, IKS practitioners refer to all academics and intellectuals doing IXS-related

work and/or are known as custodians of this knowledge.

1.7.7 Model

According to Chinn and Kramer (1995: 53), a model is a symbolic representation of an
empiric experience in the form of words, pictorial or graphic diagrams, mathematical nota-
tions, or physical material as a way of illustrating relationships-between complex-perceptual

phenomena related to concepts systematically.

1.7.8 Integration

This concept refers to a process of attaining close and seamless coordination between several

departments, groups, organizations, and/or systems (http:/www.businessdictionary.com).

1.8 Research Strategy

The research strategy adopted in this study is outlined in Figure 1.2. The research process
flow map highlights three phases, viz., Phase 1-Qualitative data collection and analysis;
Phase 2-Development of the conceptual framework, and Phase 3-Development of the model
to facilitate the integration of IKS into the management of HIIV/AIDS in a PHC context in

the Limpopo Province of South Africa.

1.9 Research Design

According to Grove, Burns and Gray (2013:195), a research design is the blueprint for
conducting a study which maximizes control over factors that could interfere with the
validity of the study findings. The design of this study was qualitative, explorative,
descriptive and contextual in nature as described in detail in Chapter 2. These designs are

briefly delineate in the subsections that follow:
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Phase 1
Qualitative Data Collection and Analysis

Individual face-to-face, in-depth interviews were conducted on views and
perceptions of stakeholders regarding the integration of IKS in the
management of HIV/AIDS and how best the two health knowledge

systems can be integrated within the PHC context of the Vhembe District

in Limpopo Province, South Africa.

s i,

G

T
Sampling & \\ Data analysis { Tesch's open-coding &
ata collection /1= literature-control-(-Creswell, 2009:186) ...}

o =

Phase 2
Development of Conceptual Framework
A conceptual framework was developed emanating from Phase 1

qualitative data collection and data analysis with literature control
according to Rodgers axd Knafl (2000:77-100).

Concept analysis building toward
conceptual framework development

Phase 2

Model Development

Integration of findings from conceptualization and qualitative data
analysis were utilized in the development model proposed to facilitate
the integration of IKS in the management of HIV/AIDS within the PHC

context in Limpopo Province, South Africa.

Elements of model development was guided by
Dickoff, James and Wiedenbach (1968:426-435),
namely, the agent, recipient, context/framework,

terminus, procedure and dynamics.

Figure 1.2: Research process flow map
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1.9.1 Qualitative Design

A qualitative design is a systematic, interactive, subjective approach used to describe life
experiences and give them meaning (Burns and Grove, 2009:22). Grove et al (2013:57) view
qualitative research as a scholarly approach to describe life experiences from the perspective
of the persons involved, it is a way to give significance to the subjective human experience as
well as to gain insight into and guide nursing practice. In qualitative research, variables are

usually not controlled because the researcher wants to freely capture the natural development

and representation.

1.9.2 Exploratory Design

An exploratory design aims to establish facts, to gather new data and to determine whether
there are patterns in the data (Mouton, 1996:103). In this study the existing literature on IKS
and other relevant attributes as well as the inherent knowledge of participants, namely [HP
and TKS knowledge experts in disease management skills and knowledge have been

explored.

1.9.3 Descriptive Design

A descriptive study provides an accurate portrayal or account of the characteristics of a
particular individual, event, or group in real life situations for the purpose of discovering new
meaning, describing what exists, determining the frequency with which something occurs,
and categorizing information (Burns and Grove, 2009:25). According to Streubert and
Carpenter (2007:82-85), descriptive studies involve direct exploration, analysis and
description of a particular phenomenon, as freely as possible from unexamined

presuppositions, aiming at maximum intuitive presentation.

1.9.4 Contextual Design

This study is contextual in nature because it has been conducted within the context of the IKS

policy framework of South Africa, which is driven in large part by the need to interface with
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other knowledge systems, for example, IK is used together with modern biotechnology in the
pharmaceutical and other sectors to increase the rate of innovation (IKS Policy of the
Republic of South Africa, 2004:9). Furthermore, it has also been conducted within the
context of a PHC setting within a cultural context and the associated traditional health
practitioners and custodians of IK (organic knowledge experts) who were accessible and

willing to participate in the study.

1.10 Research Method

1.10.1 Population

The researcher’s determination of the target population was guided by Mouton, (1998:83)
and Leedy and Ormrod (2005:60) both indicated that the population is the sum total of all the
people and their characteristics about which a conclusion is to be drawn. A sample of
participants to some degree must share common language, culture and views, as suggested.

1 this study, the target population is outlined in Table 1.1.

Table 1.1: Stakeholder analysis

I’Oplﬂatién . ;Cé‘tte‘g‘m:y

IKS practitioners IK'S academics experts, Pastors, Individual in-depth face-to-face interviews
Herbalist and Traditional Healers and na've sketches

Healthcare professionals Doctors and pharmacists Individual in-depth interviews

(for triangulation purposes)

The population of this study (Table 1.1) has been drawn from Limpopo Province
stakeholders who embody deeper concerns regarding the integrative approach to health and
illness behaviour that will be inclusive of IKS intervention approaches to health service
delivery. The researcher preferred Limpopo Province due to the fact that there has been no
language barrier as most of the traditional healers preferred their language in responding to
the question, Furthermore, it became easier for the researcher to probe as she knows the three

common languages that are utilized in Limpopo Province (Tshivenda, Sepedi and Xitsonga).
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1.10.2 Sampling Methods

According to Grove et al (2013:709), sampling is about selecting groups of people, events,
behaviours, or other elements with which to conduct a study. Purposive and snowballing
sampling methods have been used in this study, as applicable to each group as indicated in
Table 1.2, The purposive sampling method is based on the judgment of the researcher
regarding participants that are typical or representative of the study phenomenon, or who are

especially knowledgeable about the question at hand (Brink, van der Walt and van Rensburg,

2012:141).

The snowballing technique has been used to further identify potential participants not known
to the researcher. Snowballing also known as network sampling which involves the
assistance of the study subjects in obtaining other potential subjects by means of informed
networking. The first ball is identified within the researcher’s existing networks of THS
practitioners. Thereafter, participants were asked to indicate other people within their social

networks who were fitting similar characteristics (Burns & Grove, 2009:356).

The researcher used the snowballing methodology for sampling traditional healers though the
first group of traditional healers was those known to the researcher as she networked with
them in the IKS curriculum development process in one university within the province. One
traditional healer who is also a retired lecturer played a pivotal role in giving the researcher
names of most traditional healers and their contact numbers for prior arrangements before the
actual date of the interview. They then later directed the researcher to others whom they
knew and trusted as genuine practitioners. The researcher’s plan of stakeholder sampling has

been categorical, as indicated in Table 1.2.

1.10.2.1 Sampling of IKS Practitioners

The researcher used convenient purposive sampling to identify those known by the

researcher and snowballing to further identify other IKS practitioners known by their
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counterparts.

Table 1.2: Summary of sampling methods of stakeholders

Category of Stakeholders Sampling Method Reasons for Choosing the Participant

IK academic experts Purposive These -were relevant to  the study. as they
constituted the body of knowledge because of
their involvement in IK generation, teaching and

curricular development.

Traditional healers _Snowballing ~~ Because the rescarcher did not know all

traditional healers in the district.

Herbalists Purposive and One -was ‘known :to . the researcher ~and then
snowballing directed the researcher to the other one. It was

for the " researcher to. get a vast view of

knowledge - as. she ~was. using an. inductive

approach to deepen the data,

Pastors Purposive Only pastors from Charismatic and Apostolic
Denominations who believed in the Divine
Power of God and of the Holy Spirit through

laying of hands in healing their sick.

Doctor Purposive The doctor was also practicing as.a TH and had a
deeper understanding of both health systems and

the rate of utilization by clients

Pharmacist Purposive He was. having  using both systems, ‘as ‘a
pharmacist ‘as well as-a TH and has I greater
understanding of the two systems and how they

are perceived and utilised by clients

1.10.2.2 Sampling of Healthcare Professionals

Purposive sampling was utilized in the selection of healthcare practitioners dealing with a
plethora of diseases in hospital or PHC settings (healthcare centres) within the Limpopo

Province fitting for data triangulation,

1.10.3 Sampling Criteria

The criteria for selection of IKS practitioners included traditional healers who participated in
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traditional healers’ training or those who got informal mentoring by family members, and are
recognised or acknowledged by community members as traditional healers. The same

criterion has been applied for THP like faith healers, herbalists and others.

The IKS academics/experts included were those actively involved in IKS generation and
curriculum development and demonstrated interested in IKS as a discipline. Amongst the
groups some conducted research studies or related academic/intellectual work on IKS, and

are actively involved in IKS issues. This also included other IK expects who are the

custodians of IKS who might not necessarily be traditional healers (the organic knowledge

experts).

1.10.4 Sample Size

The size of the study sample depended on data saturation per different stakeholder/participant
categories. Data saturation occurs when no new or relevant data emerges, when all avenues
or leads have been tollowed, and when the story or theory is compiete or when relationships
between categories are well-established and validated (Brink et al, 2012:141). In this study,
the moment when no new information or additional explanation or views could come up
from the incoming participants, the researcher concluded that data saturation has been

reached and therefore the sample was deemed concluded.

1.11 Data Collection: Qualitative Interviews

According to Grove et al (2013:691), data collection is a precise, systemic gathering of
information relevant to the research purpose or the specific objectives, questions or
hypothesis of a study. This study took place in three phases, namely, a) Phase 1—the
qualitative data collection (interview) analysis; b) Phase 2-—development of the conceptual
framework; and c¢) Phase 3—model development. In-depth individual face-to-face qualitative
interviews were conducted at a most convenient time at a private or neutral place which was

negotiated with participants. All interviews departed from a central question namely:
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How can we integrate IKS in the management of HIV & AIDS within

the PHC context in Limpopo Province?

Participants were allowed to deal with the question from their own perspectives. The re-
searcher used interview facilitation skills such as probing, paraphrasing, summarizing, and
listening and clarification to fully engage participants until information saturation was
observed from their responses. A tape recorder was used to save the interviews that were to
be transcribed verbatim (George & Cristiani, 1995:156). The researcher as an instrument for
data collection ensured bracketing of the inherent information she had and allowed openness
in order to avoid bias and being judgmental. The researcher also proceeded inductively to
observe multiple instances and then combined them into a coherent whole or logical system

(Chinn and Kramer, 1999:79).

1.12 Data Analysis and Literature Control

Qualitative data analysis has been conducted and categories developed according to Tsech’s
eight steps as summarized by Creswell (2009:186). The data that was gathered using a tape
recorder was first transcribed verbatim and thereafter translated into English to avoid losing
the primary trends of the data. A Literature Control or extensive review has been conducted
for data verification. Steps of creating a conceptual meaning have been followed according to

Chin and Kramer (1999:57-74). These are summarized as follows:

% Identifying core concepts that are utilized in existing literature and dialogues on IKS

and WHS;

+  Defining the purpose of the review;

% Determining the related attributes in the literature pertaining to WHS and IKS; and

% Creating conceptual meanings and generating theoretical definitions.
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1.13 Measures to Ensure Trustworthiness

Trustworthiness is a method of establishing rigor in qualitative research without sacrificing
relevance in order to ascertain whether the outcomes of a study can be reproducible or trusted
(Lincoln & Guba, 1985:216-217). The four criteria to measure trustworthiness, according to
Lincoln and Guba (1985:318), were used, namely, truth value, applicability, consistency and

neutrality. These are briefly described below:

1.13.1 ' Truth Value

Truth value asks whether the researcher has established confidence in the truth of the
findings for the participants with regard to the context in which the study was undertaken,
research design and informants. This can further be achieved through ‘credibility’ which can
be demonstrated by participants when they accept that the findings are a true reflection of

their experiences (Lincoln & Guba, 1985:318).

1.13.2 Applicability

Applicability refers to the degree to which the findings can be applied to other contexts and
settings or with other groups. This includes the ability to generalize from the findings to
larger populations. It can be further achieved through transferability, which explains the
probability that the research findings have meaning to other similar situations (Krefting,

1991:45).

1.13.3 Consistency

Consistency assesses whether the findings would be consistent if the inquiry were replicated
with the same subjects in a similar context (Krefting, 1991:45). Consistency is described in

terms of dependability due to the uniqueness of human nature (Krefting, 1991:45).

1.13.4 Neutrality

Neutrality involves freedom from bias in the procedures and results rather than the
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investigator, It is further defined through confirmability, which is the criterion of neutrality

(Lincoln & Guba, 1985:217).

1.13.5 Authenticity

Authenticity refers to the researcher’s ability to represent multiple realities of those being
studied with an emic perspective been accurately portrayed. (Polit & Beck, 2004:437-438).
In this study the researcher ensured authenticity during individual in-depth interview because
of -the opportunity to observe participants in their real practice settings and also has a
prolonged engagement with the participants because she went more than once to the field
doing mender checking. Furthermore data was recoded and transcribed verbatim during data

collection.

1.14 Ethical Considerations

Ethical considerations were the core principles in this study. The approval to conduct the
study was secured through a formal, written request to the appropriate authorities. The ethical
considerations has been in accordance with ethical standards and principles espoused by

DENOSA (1998:2.3.2-2.3.4) and Polit and Beck (2004:143-150), namely:

1.14.1 Permission to Conduct the Study

The researcher obtained written ethical clearance and permissions from the following

institutions and stakeholders:

% Annexure A: North West University Ethics Committee
The researcher conducted formal presentations to the Department of Nursing Science
and then to the Faculty of Science and Agriculture Research Committee and ethical

clearance was thus granted.
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% Annexure B: Limpopo Province Department of Health Research Ethics
Committee

Approval to conduct the study was later obtained from the Limpopo Province,
Department of Health Research Ethics Committee after submitting a letter of request
to the research Directorate accompanied by the ethical clearance granted by the

North-West University and attaching the proposal for the study.

% Annexure C: His Majesty, King ‘Vho-Thovhele’ Toni Mphephu-Ramabulana
The researcher further made a brief presentation to His Majesty, King “Vho=
Thovhele’ Toni Mphephu-Ramabulana after a letter of request was submitted with

the proposal and aforementioned approvals attached.

1.14.2 Adherence to Ethical Principles

Ethical principles were also adhered to in this study as described below:

1.14.2.1 Informed Consent

Informed consent relates to the participants’ rights to adequate and relevant information
before the commencement of the study. The researcher gave an opportunity to all the
participants to make an informed decision regarding participation in the study. The
researcher explained the purpose of the study and the procedures involved, potential
risks/benefits, how confidentiality is to be maintained and the right to withdraw from
participation. All explanations were done at the level of the participants’ understanding.
Informed consent was then requested from participants who were over the age of 18 and the
consent was in a written form, but narrated to participants who could not read nor write in

clear terms before they made a cross of agreement (Annexure D).

1.14.2.2 Right to Privacy

In this study, all participants were granted the right as individuals to determine the time,

extent and general circumstances under which the information will be shared with or
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withheld from others, Private information of participants would not be shared without the
indiﬁidual’s know- ledge or against his/her will. The researcher ensured that participants
were not losing their dignity, friendship, employment, and that they never in any way
experienced embarrassment or shame. The technical equipment like an audiotape that was
used as a means for data collection was explained to each participant prior the
commencement of the process. Each participant was shown how to operate the tape in case
s/he would like to stop it when giving the information that s/he does not want recorded for
sensitive ~information privacy rule-(Burns & Grove;~2009:194-196; - Polit - & - Hungler,

1995:125).

1.14.2.3 The Right to Self-Determination and Justice

The research study has been planned and executed in a way which fosters justice and
beneficence, excluding any harm or exploitation of participants in accordance with freedom
to conduct their lives as they wish. All participants were informed by the researcher about the
proposed study and were allowed to choose voluntarily to participate in the study or not and

even withdraw at any time.

1.14.2.4 The Right to Anonymity and Confidentiality

Based on the principle of privacy, the research participants have the right to anonymity and
the right to assume that the data will be kept confidential. Complete anonymity could not
exist due to the fact that the researcher had a prolonged interaction with the participants in a
manner that some information could be linked to certain individuals for the purpose of
member checking, However, confidentiality has been maintained throughout in terms of data
collected. Confidentiality is related to the researcher’s management of private information
shared by the participant. The researcher refrained from sharing the information without the
authorization of the participants. No one had access to the raw data of the study without
authorization, be it a health professional of a family member (Burns & Grove, 2009:196-

198).
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1.15 Model Development

Walker and Avant (1995:28) identify three basic approaches to theory building. The re-
searcher followed these approaches during the organization of the model, namely, analysis,
synthesis and derivation. The researcher moved back and forth between these approaches in
the process of model development. During the literature study, a conceptual framework was
developed by means of derivation to form the basis for the development of a model.

Derivation implies the shifting and redefining of concepts from a body of data and theory or

empirical statements about the development and reconstruction of models in another

discipline (Dickoff et al, 1968:422).

Results of qualitative interviews were synthesized, analyzed, and integrated within the
framework developed during literature review (Dickoff et al, 1968:426). Derivations are
made to develop models and descriptors. Dickoff et al, (1968:422) and Stevens Barnums
(1990:11) elements of a practice theory were adapted to organize the model, namely, the

agent and recipients, the context, dynamics, outcomes and processes.

1.16 Plan of the Study

Chapter 1: Background and Overview of the Study

Chapter 2: Research Design and Methodology

Chapter 3: Presentation of the Findings and Literature Control

Chapter 4: Concept Analysis

Chapter 5: Theoretical Framework for the Development of the Model to Integrate IKS in
the Management of HIV & AIDS in a PHC Context

65



CHAPTER 1]1.17 SUMMARY

Chapter 6: Guidelines to Operationalize the Model, Justification, Limitations,

Recommendations and Conclusions

1.17 Summary
In this chapter, an overview of the study is given; the background and rationale of the study
as well as the problem statement were discussed. The research question and objectives were

developed, followed by the paradigmatic perspectives that guided the study. Lastly an outline

of the study was given as a framework on which the study was built.
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CHAPTER 2

RESEARCH DESIGN AND METHODOLOGY

2.1 Introduction and Rationale

In Chapter 1 the research design and the method was outlined briefly. This chapter aims at

describing and justifying the research désign and methods that have been used; including the
three phases of the research study. This chapter thus brings forth the justification of the
research method. The study involves developing a model that will facilitate the integration
of IKS in the management of HIV & AIDS within the PHC setting in South Africa based on
qualitative, descriptive, explorative and contextual research methods. This undertaking led to
the development of a collaborative framework or model aimed at facilitating the integration of

the two health systems, IKS and WHS, The whole process will unfold in three phases: namely:

2.1.1 Phase 1

Phase 1 constituted qualitative data gathering and subsequent analysis thereof. The
researcher involved stakeholders (IK experts, traditional healers as well as healthcare

professionals and practitioners) in order to:

Explore and describe the views and perceptions that different stakeholders
have regarding the use of IKS in the management of HIV & AIDS within
the PHC context of the Limpopo Province, South Africa.

This phase demanded extensive engagement with the relevant stakeholders in the field
through proper community, traditional health practice environments, IKS and academic
expert entry processes. Through this phase data was collected and analyzed for use in the
development of the conceptual framework that aided the final development of the model of

integration in phase 3. It is in this phase where a need arose for the integration of the two
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health knowledge systems regarding the best ways to implement disease intervention
strategies. This integration resulted in a new phase of health service delivery that will cater for all

South Africans regardless of their diverse cultural backgrounds, values and belief systems.

As much as individuals, communities and societies at large recognize the existence of WHS as
a practice that provides them with a valuable and essential service for maintenance of their health
across their life span, the society in turn looks at it as a social entity that is expected to carry

social responsibility with the society holding certain expectations from it. Some of the

expectations relate to the fact that healthcare consumers should not to be dictated to on what to
do and what not to do regarding ways of dealing with their illness behaviours. This makes the

society to operate with a continuous usage of THP in isolation (Searle and Pera, 1995:115).

2.1.2 Phase 2

This phase focused on a conceptual framework which facilitated the development of the model
from relevant indigenous health knowledge gathered in order to bridge the divide between the
two knowledge systems and their resultant influence on health management of patients with
HIV & AIDS in particular. This exercise emanated from the emerged themes, categories and
sub-categories from qualitative data analysis with rigorous literature verification processes.
Literature verification again enabled the researcher to articulate recommendations from other
previous research studies to justify the need for the study as well as the addition of knowledge
into the greater scientific body of knowledge (Tjale and De Villiers, 2004:1; Makgoba, 1997:3;
ANC, 1994a:55-56; Agrawal, 1995:1-9; Capers, 1992:19; Sillitoe, 1998:230; Masoga and

Musyoki, 2001: iii; Mulaudzi, 2001:18).

2.1.3 Phase 3

This phase involved the integration of findings from qualitative interviews and the
conceptualized framework which were then used as building blocks for model development.

The model has been tailored to facilitate the integration of IKS into the management of
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HIV & AIDS within the PHC setting. Furthermore, the development of this model could be
playing a pivotal role in dealing with other chronic diseases within the same context of care.

Finally, the model was then tested for its clarity, simplicity and feasibility by IK'S experts.

2.2 The Purpose and Objectives of the Study

The purpose of the study was to develop a model to facilitate the integration of TIKS in the
management of HIV & AIDS within the PHC context in South Africa. In order to achieve this
overall purpose; the researcher further indicated the objectives according to the three phases of

the study:

2.2.1 Objectives for Phase 1

The objective for this phase was to interview stakeholders (IKS expects academics, religious

people, traditional healers as well as healthcare professionals and practitioners) regarding:

Explore and describe the views and perceptions ihui different stakeliolders
have regarding the use of IKS in the management of HIV & AIDS within
the PHC context of the Limpopo Province, South Africa.

2.2.2 Objectives for Phase 2

The objectives for this phase cover the development of the conceptual framework. After
careful analysis of the data gathered in phase 1 and extensive literature verification, the

researcher then came to a conclusion that the following needed to be done:

% Develop a conceptual framework incorporating views and perceptions of
stakeholders regarding the integration of IKS in the management of HIV & AIDS

within a PHC context.

% Incorporate literature and dialogues in relation to IKS disease management control

verify the concepts.
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2.2.3 Objectives for Phase 3

Following the conceptual framework that has been developed in phase 2, the researcher then

embarked on the process fo:

% Develop a functional model that will be able to facilitate the integration of IHS
knowledge and practices with regard to management of HIV & AIDS within a PHC

context in South Africa.

% Evaluate the model for its accessibility and feasibility within a PHC context,

2.3 Research Question

The main research question in this study was:

How can we integrate IKS in the management of HIV & AIDS within

the PHC context in Limpopo Province?

All other questions were derived from the information obtained from participants in response to

this question and the researcher used probing skills to gain more information.

2.4 Research Design and Methods

2.4.1 Qualitative Research Design

The researcher, being informed by the research purpose and objectives, utilized a qualitative
design which was descriptive, explorative and contextual in nature. Though the researcher
was using multiple research approaches the greater part of the study has been contextual in
nature with the use of others approaches in specific phases of the research (Burns & Grove,
2009:22). The researcher needed to develop a model of integration of TKS in the
management of HIV & AIDS within a PHC context following inductive qualitative approaches

in data collection which was then analyzed deductively to ensure validity of model outcome.
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Qualitative research is a systematic, interactive, subjective approach used to describe and
promote deeper understanding of human life experiences and give them meaning from the
perspective of the people (Burns & Grove, 2009:717). Furthermore, a qualitative design is in
a way naturalistic because the research takes place in real world settings and the
researcher cannot manipulate the phenomenon under study. According to Henning (2004:1),
qualitative studies aim for depth rather than ‘quantity of understanding’ and such studies are
conducted in settings that are bound by the theme of inquiry. In this study, people have been
interviewed in their own operational setting in order to discover the inherent indigenous health
knowledge and practices used for addressing health and illness behavioural challenges with

empbhasis on the management of HIV & AIDS.

For the reason that little is known regarding THP surrounding health and illness management
within the society, the researcher was obliged to use the inductive model of logic by aiming
and developing concepts, insights and understanding the logic of patterns in the data to avoid
assessing data to give meaning to preconceived models, theories or hypothesis inherent
within the body of knowledge (Bryman, 1995:61). The researcher needed to accumulate
participants’® perspectives as experiences by way of penetrating into their inherent meanings,
knowledge and perceptions regarding the phenomenon underpinning the study (Henning,
2004:1-2). The researcher comes from the same province within which the study was
undertaken and has a working knowledge of languages and most cultural practices which may

impact study outcomes (Bryman, 1995:61).

The researcher was fully aware that generalization of the study could not be done, but the
model of integration of IKS in the management of HIV & AIDS that has been developed could
be utilized in another setting of similar cultural context as well as inform PHC curriculum
development and review towards training and development of nurses that are professionally

and culturally relevant to the inherent health needs within their community settings.
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2.4.2 Exploratory Research Design

An exploratory research design begins with a phenomenon of interest, but rather than simple
observing and describing, it investigates the full nature of the phenomenon, the manner in
which it is manifested and the other factors to which it is related (Polit & Beck, 2004:20).
According to Mouton (1996:103), an exploratory design aims to establish facts, to gather
new data and to determine whether there are patterns in the data. The researcher needed this
design as the first step of approach in this study for the development of new knowledge that

became the building blocks of the model of integration through:

Synthesis of existing views and perceptions of IKS experts regarding the
integration of IKS in the management of HIV & AIDS within a PHC
setting, relevant literature and other attributes that have been explored,

conceptualized and then utilized in the process of model development.

Due to minimal literature regarding the subject matter and the perceptions behind IKS and
practices by WHS practitioners, the researcher saw a need to use the exploratory approach in
seeking new knowledge that would serve as baseline for the development of the model of
integration of the two health systems for quality and effective service delivery to the clients.
The use of this design was considered necessary for the researcher to be able to achieve
the objectives of the study and to be as open as possible in order to explore new un- known

terrain of the problem under investigation and to validate the development ofthe model.

Due to minimal literature regarding the subject matter and the perceptions behind TKS and
practices by WHS practitioners, the researcher saw a need to use the exploratory approach in
seeking new knowledge that would serve as baseline for the development of the model of
integration of the two health systems for quality and effective service delivery to the clients.
The use of this design was considered necessary for the researcher to be able to achieve
the objectives of the study and to be as open as possible in order to explore new unknown terrain

ofthe problem under investigation and to validate the development of the model.
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2.4.3 Descriptive Design

A descriptive study design provides an accurate portrayal or account of characteristics of a
particular individual, event, or group in real life situations for the purpose of discovering new
meaning, describing what exists, determining the frequency with which something occurs,
and categorizing information through observation, analysis, description and classification
(Burns & Grove, 2009:696; Strauss & Corbin, 1999:16). A descriptive study may be used to
develop a theory, identify problems with current practice, justify current practice, make
judgments, or determine what others in similar situations are doing (Burns and Grove,

2009:237).

IKS, concepts and related attributes identified from data analysis and the literature control
have been described, and finally the model to facilitate integration of IHS into the
management of HIV & AIDS in a PHC context was developed. The researcher further
suspended her beliefs, preconceived information and expectations about the importance of
THS by bracketing as well as by following the three-step process of describing the

phenomenon according to Streubert and Carpenter (2007:82-86), which are:

2.4.3.1 Intuiting

The researcher with her inherent knowledge was obliged to avoid being influential to the
information given, by reserving comments, opinions or criticisms that could mislead the
participants in order to get realistic data (Streubert & Carpenter, 2007:79). The researcher
had to review and understand description of the data as transcribed from the raw data until a

common understanding about the phenomenon emerged (Streubert & Carpenter, 2007:85).

2.4.3.2 Analyzing
The researcher had to identify the essence and the contextual meaning of the views and
perceptions of stakeholders regarding the integration of IKS in the management of HIV &

AIDS based on non-tampered data. The researcher fully immersed herself in the data analysis
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for a prolonged period of time in order to attain an in-depth description of the phenomenon
under study. These resulted in the emergence of themes, categories and sub-categories as
elements or constituents of data started to relate and connect into a meaningful phenomenon

(Streubert & Carpenter, 2007:85-86).

2.4.3.3 Describing

The researcher had to fully describe and communicate back the information to the body of
knowledge, all verbal and written critical elements about the ways through which IKS can
be integrated into the management of HIV & AIDS in a PHC context within the Limpopo
Province (Streubert & Carpenter, 2007:86). This step allowed the researcher to fully engage
in the process of classification or grouping all critical elements or essences that were common
to the experiences of the stakeholders regarding their views and perception towards the
integration of TKS into the management of HIV & AIDS within the PHC context in the

Limpopo Provinces.

Furthermore, this step also aided the researcher to avoid premature data analysis which
usually occurs due to minimal engagement with the data before analysis could take place
(Carpenter, 2007:86). The knowledge of the researcher was bracketed throughout the process
when views and perceptions of all participants were transcribed verbatim (Grove et al,
2013:60). Theory generation was achieved through conceptualization of the constructs using the
steps in Rodgers and Knafl (1993:78) and the framework was developed to clarify the guiding

concepts and thus a base for model development was created (Dickoff et al, 1968:426).

2.4.4 Objectives for Phase 1

The objective for this phase was to interview stakeholders (IKS expects academics, religious

people, traditional healers as well as healthcare professionals and practitioners) regarding:
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Explore and describe the views and perceptions that different stakeholders
have regarding the use of IKS in the management of HIV & AIDS within
the PHC context of the Limpopo Province, South Africa.

2.4.5 Objectives for Phase 2

The objectives for this phase cover the development of the conceptual framework. After
careful analysis of the data gathered in phase 1 and extensive literature verification, the

researcher then came to a conclusion that the following needed to be done:

% Develop a conceptual framework incorporating views and perceptions of
stakeholders regarding the integration of IKS in the management of HIV & AIDS

within a PHC context.

& Incorporate literature and dialogues in relation to IKS disease management and

control to verify the concepts.

2.4.6 Objectives for Phase 3

Following the conceptual framework that has been developed in phase 2, the researcher then

embarked on the process to:

% Develop a functional model that will be able to facilitate the integration of THS
knowledge and practices with regard to management of HIV & AIDS within a PHC

context in South Africa.

% Evaluate the model for its accessibility and feasibility within a PHC context.

2.5 Research Question

The main research question in this study was:
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How can we integrate IKS in the management of HIV & AIDS within

the PHC context in Limpopo Province?

All other questions were derived from the information obtained from participants in response to

this question and the researcher used probing skills to gain more information.

2.6 Research Design and Methods

2.6.1 Qualitative Research Design

The researcher, being informed by the research purpose and objectives, utilized a qualitative
design which was descriptive, explorative and contextual in nature. Though the researcher
was using multiple research approaches the greater part of the study has been contextual in
nature with the use of others approaches in specific phases of the research (Burns & Grove,
2009:22). The researcher needed to develop a model of integration of IKS in the
management of HIV & AIDS within a PHC context following inductive qualitative approaches

in data collection which was then analyzed deductively to ensure validity of model outcome.

Qualitative research is a systematic, interactive, subjective approach used to describe and
promote deeper understanding of human life experiences and give them meaning from the
perspective of the people (Burns and Grove, 2009:717). Furthermore, a qualitative design is
in a way naturalistic because the research takes place in real world settings and the
researcher cannot manipulate the phenomenon under study. According to Henning (2004:1),
qualitative studies aim for depth rather than ‘quantity of understanding’ and such studies are
conducted in settings that are bound by the theme of inquiry. In this study, people have been
interviewed in their own operational setting in order to discover the inherent indigenous health
knowledge and practices used for addressing health and illness behavioural challenges with

emphasis on the management of HIV & AIDS.

For the reason that little is known regarding IHP surrounding health and illness management

within the society, the researcher was obliged to use the inductive model of logic by aiming
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and developing concepts, insights and understanding the logic of patterns in the data to avoid
éssessing data to give meaning to preconceived models, theories or hypothesis inherent
within the body of knowliedge (Bryman, 1995:61). The researcher needed to accumulate
participants’ perspectives as experiences by way of penetrating into their inherent meanings,
knowledge and perceptions regarding the phenomenon underpinning the study (Henning,
2004:1-2). The researcher comes from the same province within which the study was
undertaken and has a working knowledge of languages and most cultural practices which may

impact study outcomes (Bryman, 1995:61).

The researcher was fully aware that generalization of the study could not be done, but the
model of integration of IK'S in the management of HIV & AIDS that has been developed could
be utilized in another setting of similar cultural context as well as inform PHC curriculum
development and review towards training and development of nurses that are professionally

and culturally relevant to the inherent health needs within their community settings.

2.6.2 Exploratory Research Design

An exploratory research design begins with a phenomenon of interest, but rather than simple
observing and describing, it investigates the full nature of the phenomenon, the manner in

which it is manifested and the other factors to which it is related (Polit & Beck, 2004:20).

According to Mouton (1996:103), an exploratory design aims to establish facts, to gather new
data and to determine whether there are patterns in the data. The researcher needed this
design as the first step of approach in this study for the development of new knowledge that

became the building blocks of the model of integration through:

Synthesis of existing views and perceptions of IKS experts regarding the
integration of IKS in the management of HIV & AIDS within a PHC
setting, relevant literature and other attribdtes that have been explored,

conceptualized and then utilized in the process of model development.
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Due to minimal literature regarding the subject matter and the perceptions behind IKS and
practices by WHS practitioners, the researcher saw a need to use the exploratory approach in
seeking new knowledge that would serve as baseline for the development of the model of
integration of the two health systems for quality and effective service delivery to the clients,
The use of this design was considered necessary for the researcher to be able to achieve the
objectives of the study and to be as open as possible in order to explore new unknown terrain of

the problem under investigation and to validate the development of the model.

2.6.3 Descriptive Design

A descriptive study design provides an accurate portrayal or account of characteristics of a
particular individual, event, or group in real life situations for the purpose of discovering new
meaning, describing what exists, determining the frequency with which something occurs,
and categorizing information through observation, analysis, description and classification
(Burns and Grove, 2009:696; Strauss and Corbin, 1999:16). A descriptive study may be
used to develop a theory, identify problems with current practice, justify current practice,
make judgments, or determine what others in similar situations are doing (Burns and Grove,
2009:237). IKS, concepts and related attributes identified from data analysis and the literature
control have been described, and finally the model to facilitate integration of IHS into the
management of HIV & AIDS in a PHC context was developed. The researcher further
suspended her beliefs, preconceived information and expectations about the importance of IHS
by bracketing as well as by following the three-step process of describing the phenomenon

according to Streubert and Carpenter (2007:82-86), which are:

2.6.3.1 Intuiting
The researcher with her inherent knowledge was obliged to avoid being influential to the
information given, by reserving comments, opinions or criticisms that could mislead the

participants in order to get realistic data (Streubert & Carpenter, 2007:79). The researcher
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had to review and understand description of the data as transcribed from the raw data until a

common understanding about the phenomenon emerged (Streubert & Carpenter, 2007:85).

2.6.3.2 Analyzing

The researcher had to identify the essence and the contextual meaning of the views and
perceptions of stakeholders regarding the integration of IKS in the management of HIV & AIDS
based on non-tampered data. The researcher fully immersed herself in the data analysis for a
prolonged period of time in order to attain an in-depth description of the phenomenon under
study. These resulted in the emergence of themes, categories and sub-categories as elements or
constituents of data started to relate and connect into a meaningful phenomenon (Streubert

and Carpenter, 2007:85-86).

2.6.3.3 Describing

The researcher had to fully describe and communicate back the information to the body of
knowledge, all verbal and written critical elements about the ways through which IKS can
be integrated into the management of HIV & AIDS in a PHC context within the Limpopo
Province (Streubert & Carpenter, 2007:86). This step allowed the re- searcher to fully
engage in the process of classification or grouping all critical elements or essences that were
common to the experiences of the stakeholders regarding their views and perception towards
the integration of IKS into the management of HIV & AIDS within the PHC context in the
Limpopo Provinces. Furthermore, this step also aided the researcher to avoid premature data
analysis which usually occurs due to minimal engagement with the data before analysis could
take place (Carpenter, 2007:86). The knowledge of the researcher was bracketed throughout
the process when views and perceptions of all participants were transcribed verbatim (Grove et
al, 2013:60). Theory generation was achieved through conceptualization of the constructs using
the steps in Rodgers and Knafl (1993:78) and the framework was developed to clarify the

guiding concepts and thus a base for model development was created (Dickoff et al, 1968:426).
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2.6.4 Contextual Design

The researcher conducted the interviews withiﬁ the environment of the participants to avoid
the disturbance of the natural context of the practice of IHP because in the first place most of
the traditional healers preferred to be addressed in their practice designated place. Traditional
healers indicated a strong connection with their powers of divinity which connected them to
their source of power in whatever they do (Streubert & Carpenter, 2007:22). The researcher
visited each participant within their residing villages, and then indicated the fact that the study
was undertaken in complete rural settings of the Vhembe District in Limpopo Province. Finally,
the study was conducted in respect of The Constitution of the Republic of South Afi-ica—DBill
of Rights, Chapter 2, Section 7, Subsections 1 and 2 that stipulate that the state must enshrine
the rights of all people in our country and affirm the democratic values of human dignity,
equality and freedom, as well as respecting, protecting, promoting and fulfill the rights in the

Bill of Rights.

2.7 Research Methods

The study was conducted in three phases as discussed in Chapter 1 as well as in the purpose and
objectives above. Phase 1 involved the exploration and description of the views and
perceptions of stakeholders regarding the integration of IKS in the management of HIV &
AIDS in a PHC context in the Limpopo Province of South Africa as well as ways through which
integration of the two health systems can be forged for better and quality service delivery
for clients. Phase 2 entailed the development of the theoretical framework following data

analysis of the qualitative data gathered in phase 1 and extensive literature verification.

2.7.1 Phase 1

2.7.1.1 Data Collection

In this study, data collection took place in phase 1, with the aim of building a conceptual frame-

work in phase 2 which later became the building block for model development. During phase 1,
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the researcher embarked on the process of data gathering and analysis using a qualitative
approach with explorative, descriptive and contextual designs ‘as explained in detail above.
The researcher used in-depth face-to-face interviews after bracketing her inherent knowledge
and possible bias, and embarked on orderly and effective data gathering and recording of data as
presented by the participants. Field notes were also carefully recorded in the field notebook to
capture all that the tape recorder could not register like personal behaviours and emphasis of
emotions by the participants. The overall reason for the researcher to capture everything was to

ensure accurate and reliable data retrieval that will depict the real voices of participants.

2.7.1.2 Data Collection Overview

The researcher gathered data from the participants in their respective places which included
their homes, places of practice or work and three participants were telephonically interviewed
as they were not in the province during the time of data collection. Individual in-depth face-

to-face interviews were conducted departing from two central questions, namely:

QUESTION 1: What are your views and perceptions with regard to the integration of IKS in
the management of HIV & AIDS within a PHC setting in the Limpopo

Province?

QUESTION 2: How best can the two systems work together or be integrated?

2.7.2 Population

The researcher’s determination of the population was guided by Mouton (1998:83) as well as
Leedy and Ormrod (2005:60) who indicated that the population is the sum total of all the
people and their characteristics about which a conclusion is to be drawn. A sample of
participants, to some degree, must share common language, culture and views, as suggested.
On the other hand, Brink et al (2012:131) define population as the entire group of persons or

objects that meets the criteria of interest for the researcher’s study.
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The population of this study was drawn from the Vhembe District in Limpopo Province, in
South Africa. Vhembe is one of the 5 districts of Limpopo Province. It is the‘northern most
district of the country and shares its northern border with Beitbridge district in Matabeleland
South, Zimbabwe. Vhembe consist of all territories that were part of the former Venda
Bantustan, however, two large densely populated districts of the former Tsonga homeland of
Gazankuluy, in particular, Hlanganani and Malamulele were also incorporated into Vhembe,
hence the ethnic diversity of the District. The five districts are namely, Mopani, Waterberg,
Capricorn, Sekhukhune and Vhembe. The study was conducted in the Vhembe District.
Vhembe District is further operating in four Municipalities/ sub-district namely, Musina, Mutale,

Thulamela and Makhado.

The province is mainly populated by Vendas and Shangaans, and is mostly rural with 800 000
Venda speaking, 400 000 Tsonga speaking and 27 000 Northern Sotho speaking citizens
(Statistics South Africa. Census 2011). The target population included all stakeholders as
indicated in Chapter 1, the IKS stakeholders as well as the WHPs who are practising within
the Vhembe District, and who embody deeper concerns and understanding of the need
regarding the integrative approach to health and illness behaviour that will be inclusive of
IKS intervention approaches to health service delivery. The researcher’s predisposition to the
Limpopo Province was guided by the fact that there was no language barrier as most of the
traditional healers preferred their own language in responding to the questions. Furthermore,
it became easier for the researcher to probe as she is fluent in the three common languages that

are utilized in Limpopo Province (Tshivenda, Sepedi and Xitsonga).

2.7.3 Sampling and Sampling Criteria

The researcher used both purposive and snowballing techniques in recruiting the participants
with the advantage that she worked with most of them in IKS curriculum development
for one of the universities within the province. A purposive sampling method is based on

the judgment of the researcher regarding participants or objects that are typical or
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representative of the study phenomenon, or who are especially knowledgeable about question
at hand (Brink et al, 2012:141). The snowballing technique has been utilized to further |
identify potential participants not known to the researcher. Snowballing is also known as
network sampling and involves the assistance of the study subjects in obtaining other

potential subjects by means of informed networking,

The first ball is identified within the researcher’s existing networks of THS practitioners.
Thereafter, participants were asked to indicate other people within their social networks who
were fitting the similar characteristics (Burns & Grove, 2009:356). De Vos, Strydom,
Fouché and Delport (2011:393), further indicate that snowball sampling has particular
application value in qualitative research since it is directed at the identification of hard-to-reach

individuals. Participants were selected on the bases of the following set of criteria:

*  The criteria for selection of traditional healers included those who had undergone
traditional healers’ training by a traditional healer or those who received informal
mentoring by family members who also are traditional healers, and lastly are
recognized or acknowledged by community members as traditional healers,

including all other indigenous health practitioners like faith healers, herbalists,

traditional birth attendants, homeopaths, and others.

% For the sampling of IKS practitioners/experts, these are knowledge experts who are

the custodians of THP who might not necessarily be traditional healers.

*  For pastors, the researcher used ordained pastors who are serving in well-known and

succeeding churches that have been in operation for more than 3 years.

% For IK academic participants, selection included those who are actively involved in

IK teaching and curriculum development and have a greater passion in an IKS
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discipline. Amongst the groups some might have done research or related

academic/intellectual work on IKS and are actively involved in IKS issues.

% For health care professionals, selection has been for those who were available during

the time of data triangulation for data verification purposes.

2.7.3.1 Description of the Sample

The sample included:

1. 10 Traditional healers
2. 2 Herbalists
3. 21IKS organic experts

4, 2 IKS academics teaching IKS programmes and one of them being a practicing

traditional healer who spoke at national and international IKS conferences
5. 1Pharmacist who is also a qualified traditional healer
6. 1Medical doctor who is also a qualified traditional healer

7. 2 Ordained pastors

The sample comprised nine (9) females and twelve (11) males within the age range of 35-75
years. As indicated by Grove et al, (2013:709), a sample refers to a subset of the population
that is selected for a study and sampling includes selecting groups of people, events,

behaviours, or other elements with which to conduct a study.

2.7.3.2 Sample Size

Data saturation in qualitative research occurs when additional sampling provides no new
information, only redundancy of previous collected data (Grove et al, 2013:691). The sample
size of this study depended on data saturation which occurred when no new or relevant data
emerged, when all avenues or leads have been followed, and when the story or theory was

complete or when relationships between categories were well-established and validated (Brink
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et al, 2012:141). The researcher continued identifying participants and collected data until
there was repetition of previously collected information and data was saturated after 20

participants were interviewed.

2.7.4 Process of Individual In-Depth Interviews

The researcher followed all ethical considerations necessary before embarking on the real
process of data collection. Data collection was done on two different occasions—the first
data was collected after the pilot study as the researcher had two weeks in August 2012 and the
process was continued in 2013 as data was far from saturation point. The researcher called one
well-known traditional healer within the district for the first interview and thereafter he
directed the researcher to others known to him. Some traditional healers had telephone
numbers and were consulted before the real visit could take place. Those who did not give
their contact numbers, preferred to be visited unannounced before the real visit could take
place. Most of the traditional healers were visited unannounced because in traditional healing a
healer does not get offended when people enter his or her house as that is how their patients
visit. No prior appointment was made. All the researchet’s visits were warmly welcomed by
each traditional healer who, in turn, referred the researcher to the next well-known and best
traditional healer in the next village or similar village. On arrival, the researcher followed
protocol of waiting at the gate until a messenger from the house could come out to greet and ask
the reason for the visit then went to report to the traditional healer, who would then ask if the
visit is for consultation or any other purpose. After clearly explaining to the messenger the
reason for the visit, the researcher was welcomed and then directed by the traditional healer to
the place where the conversation could take place. The settings differed among traditional
healers; some preferred their consulting rooms and others insisted on a neutral place as the

researcher was not coming for consultation.

The researcher made it a point that participants be calm and comfortable with the process.

They were greeted with respect and the researcher followed all the instructions they gave her.
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For example, most traditional healers preferred to be interviewed in their operation room or a
rondavel for them not to anger their ancestors and some asked permission from their
ancestors by pouring ‘snuff’ on the floor before they could communicate with the researcher
and participate in any discussion. The researcher tried to allow the participants to flow without
interruption as per questions posed. The tendency with most traditional healers was that they
mostly flow with information to a point where the researcher needed to be a good listener in
order to probe where necessary in a manner that will not make the participants close up the

flow of information.

Theresearcher conducted all interviews at the homes of the traditional healers who were found in
13 villages of the Vhembe District in the Limpopo Province. The researcher and the
participants preferred a comfortable space within the traditional healers’ naturalistic settings
to ensure comfort and privacy during the process of the interviews. Due to the vast
distance, the researcher spent nine days gathering data from all the participants with each
interview lasting from 30 minutes to 1 hour. With the consent from all participants, a tape
recorder was used during the interviews and field notes captured for nonverbal cues that
were observed during the process of data collection by the researcher. Participants were
allowed to deal with the question from their perspective. The researcher used interview
facilitation skills such as listening, summarizing, and clarification to fully engage
participants to gain a deeper understanding of the information gathered. Furthermore, the
researcher utilized probing and paraphrasing to generate more information from the
participants until data saturation was reached. The following techniques were utilized to gather

adeepersense of information:

2.7.4.1 Probing
The researcher as an instrument for data collection in qualitative research was obliged to
utilize this technique. De Vos et al, (2011:345) describe the purpose of probing as a way to

deepen the response to a question, to increase the richness of the data being obtained, and to
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give cues to the participants about the level of response that is desired. This is the
technique that qualitative researchers use to obtain more information in a specific area of
the interview (Burns & Grove, 2009:405). The researcher at times repeated questions or the
comments from the participants in order to get ciarity of what the participants actually

meant without putting them under cross examination (Burns and Grove, 2009:405)

2.7.4.2 Clarifying and Summarizing

The researcher had a responsibility to ask for clarity from participants in case the statements
were not clear so that a lucid meaning could be arrived at (Streubert & Carpenter, 2007:95).
The researcher had to repeat what the participant has said in order to be sure if she got the
message correctly which also assisted her when transcribing as all things were clarified
whilst in the field. Phrases like ‘zwiamba uri vhakhouri’ ... ‘arali ndo vhapfa zwavhudi’ (it

means is this is what you said, if I heard you correctly?) (Streubert & Carpenter, 2007:95).

2.7.4.3 Data Capturing

Data were collected with the use of an audio tape and all field notes captured during the
interviews were documented in the field notebook. These were also incorporated in the
transcription of the data to give a dense picture of what actually transpired (Streubert &

Carpenter, 2007:94).

2.7.4.4 Field Notes

Field notes are notes that were captured by the researcher and which were often missed by
the recorder like nodding, opening eyes in amazement including the observable cues and
features like the state of the participant, the area where interview was done, the cleanliness of
both the participant and the environment (Polit & Beck, 2004:718, 726). According to De
Vos et al, (2011:359), field notes are a written account of the things the researcher hears, sees
experiences and thinks about in the course of interviewing. The researcher kept a reflexive

diary to capture all relevant information that could not be achieved by audiotaping.
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2.7.4.5 Observational Notes

Observations included the what, who, when, where and how of human activity, regarding
facial expressions in relation to certain experiences like when traditional healers were
indicating how they are stigmatized and marginalized as a system by WHPSs, the researcher
observed sadness in most of them but with a sense of contentment in what they are doing (De

Vos et al, 2011:409).

2.7.4.6 Theoretical Notes

Theoretical notes are self-conscious, systemic attempts by the researcher to critically reflect
on what took place, what he or she thought and experiences and also the reflections on
the dimensions and deeper meanings of concepts by the researcher in order to derive
meaning from the observational notes and to make own interpretations to strengthen the
conceptual meaning, that is the process involving identification of repeatedly found patterns
that the researcher need to explain the particular phenomenon under study within the relevant

literature (De Vos et al, 2011:408-409).

2.7.4.7 Methodological Notes

Methodological notes are detailed notes on circumstances relevant to understanding the data,
what happened, and what was heard, seen and experienced (De Vos et al, 2011:409). These
instructions are to the researcher, critiques of one’s tactics that act as reminders to the researcher
regarding the methodological approaches that may be fruitful, this makes the researcher to be

fully focused on the core components to be studied (De Vos et al, 2011:408-410).

2.7.4.8 Personal Notes
These notes surrounds the researcher’s perceptions and experiences regarding the
researcher’s own feelings as well as the behavioural changes that came up during the

process of data collection, like most traditional healer participants took their time in settling
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down for the interview, and the researcher resorted to having a general conversations with

other family members to avoid a vacuum during the waiting period (Polit & Beck, 2004:727).

2.7.5 Data Analysis

Tsech’s eight steps of data analysis were followed in this study (Creswell, 2009:186). The
researcher as an instrument for data collection ensured bracketing and openness to avoid bias
and being judgmental as she had worked with some of the IKS experts within the field of IK
curriculum development and in her previous Masters study (Grove et al, 2013:60). Data were
analyzed immediately after few participants were interviewed and transcribed verbatim with
the continuous inclusion of field notes. The researcher observed a trend on most of the
traditional healers or IKS knowledge experts that they all appear differently as compared to
other individuals, regarding their dress code. And again they appeared very disturbed when it
comes to the idea of them being looked down upon by WHPs. The researcher proceeded
inductively to observe multiple instances and then combined them into a larger whole or

another logical system (Chinn & Kramer, 1999:79).

Meaning from the collected data was elicited in a systemic, comprehensive and rigorous
manner, through proper organizing, reduction and describing of data. It is this process of
data analysis that themes, categories and sub-categories emerged and inductive reasoning,
bracketing, intuition and synthesis were utilized to sift and match the data to deduce
relationships of common concepts, categories and sub-categories inherent in the data. The
researcher managed to relate the data outcomes with the objectives of the study in order for the
purpose of the study to be realized. The researcher was guided by Tsed’s eight steps to analyze

and describe the textual data that were collected, that is, the researcher managed to:

*  Carefully read through all typed transcripts and writing down ideas as they came in

order to make sense of them;
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% Identify the most interesting transcript which was also short, asking herself questions
reflecting on what actually transpired in the field to come to the actual meaning and

then document it on the sides of the transcript;

& Write down a list of topics with all the information, clustered together similar topics
and arranged them into columns under major topics, unique topics and leftover

topics;

& Take the list reflecting back to the data, abbreviating the topics as codes and writing
the codes next to the appropriate segments of information from the text, assess the
preliminary organizing scheme to see whether new categories and codes are

emerging;

% Turn the most descriptive wording for topics into categories, grouped together the
topics which were related to one another, drew lines between categories to show

interrelationships;

& Make a final decision about the abbreviation for each category and alphabetized the

code;

% Assemble the data material belonging to each category in one place and performed a

preliminary analysis; and

% Record the existing data according to the need pattern using Tsech’s method and

then data was supported by relevant literature (Creswell, 2009:186).

2.7.6 Measures to Ensure Trustworthiness

Four criteria to measure trustworthiness (Table 2.1; Lincoln & Guba, 1985:161) were used.
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2.7.6.1 Truth Value (Credibility)

Truth value asks whether the researcher has established confidence in the truth of the
findings from the participants with regard to context in which the study is undertak