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Abstract The experiences and satisfaction of African psychiatric patients
and their families with services rendered by indigenous healers and psychi-
atric facilities were explored in Cape Town, South Africa. Illness conceptual-
ization and its impact on satisfaction were also investigated. Sixty-two
African patients and their families were interviewed using an adapted
version of Weiss’s Explanatory Model Interview Catalogue (EMIC). While
respondents were satisfied with herbalists and faith healers, they reported
negative experiences with diviners. Respondents expressed less dissatis-
faction with psychiatric services than was expected. The study provides
further evidence that indigenous names are used as explanatory categories
which include the consideration of psychosocial and other explanations, and
that the use of indigenous names does not preclude satisfaction with
conventional psychiatric services.
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Introduction

Collaboration between psychiatric services and African indigenous healers
is often encouraged by a diverse group of proponents with widely differ-
ent motivations (Green, 1988; Last, 1986), but the desirability of this
proposal cannot be evaluated without further information regarding the
experiences of service users. It is well documented that many African
psychiatric patients simultaneously seek treatment from indigenous
healers (Farrand, 1984; Korber, 1990; Ngubane, 1977; Pretorius, 1991).
Critics have expressed divergent views of the benefits and disadvantages of
collaboration and of different treatment modalities (Edwards et al., 1983;
Freeman & Motsei, 1992; Green, 1988; Green & Makhubu, 1984; Jilek,
1994; Kasilo & Nhachi, 1992; Kottler, 1988), but the experiences and satis-
faction of South African service users are largely unknown. Culture-
specific conceptualizations of mental illness and beliefs can be expected to
impact significantly on service satisfaction (Farrand, 1984), but this has
not been confirmed. The present study aims to provide some basic data (1)
on the experiences of African psychiatric patients and their families with
psychiatric and indigenous services, and (2) on the way in which culture-
specific conceptualizations are used and impact on satisfaction.

Literature Review

Utilization of Indigenous Healers by Psychiatric Patients

Even in urban areas of South Africa indigenous healers are still widely used,
especially for mental-health problems. This may be because of the
common belief that mental-health problems are caused by bewitchment,
and that only indigenous healers can treat this (Farrand, 1984). However,
this does not explain why psychiatric services are used, as Africans do not
seem under-represented among psychiatric services users (Ensink, Leger,
& Robertson, 1995), and people often come from distant areas to get
psychiatric treatment.

Indigenous Healing Systems

Lack of space precludes a description of the different types of indigenous
healers, but it is important to keep in mind that healers are not homoge-
neous and that there are distinct differences between diviners, herbalists
and faith healers (S. D. Edwards, 1986; Freeman & Motsei, 1992; Kottler,
1988). While these broad distinctions seem to be generally valid across
different African language groups it is not unusual for healers to integrate
aspects of more than one orientation into their practice. Diviners are
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believed to have access to supernatural powers through their ancestors,
which gives them the ability to divine the cause of illness and misfortune.
They also have power over life and death, a capacity which may be used in
the service of good or evil (Ngubane, 1977). The process of becoming a
diviner starts when an illness or misfortune is interpreted as a calling from
the ancestral shades (ukuthwasa), and illustrates some of the most positive
qualities of indigenous healing systems (Mills, 1983). If the call is accepted,
this leads to an apprenticeship and participation in the rich communal
rituals and ceremonies of the healers and their abaqwetu (trainees). Those
who become healers gain entry into a mutually supportive healing
network, and access to improved social status and financial opportunities.
Herbalists function much like pharmacists, but dispense a herbal pharma-
copeia. Faith healers work from within the popular African syncretic
churches and use prayer, singing and holy water to heal. They address
indigenous concerns and integrate aspects of indigenous beliefs, but reject
their primacy (F. S. Edwards, 1983). There are traditional healer associ-
ations and councils, but at present there is no national body which sets
training standards, or regulates entry into the profession. This allows for
considerable and creative variation in practices and beliefs, even among
healers of the same type (Ensink & Robertson, 1996).

There is a relative lack of critical literature on indigenous healing
(Swartz, 1996), although examples of indigenous treatment that have
caused harm to patients are frequently cited. However, many authors have
expressed an unequivocal esteem for healers, and praise their approach for
its holism and the fact that it addresses the psychosocial concerns of the
afflicted (W. J. M. Bodibe, 1989; Buhrman, 1984; Cheetham & Griffiths,
1982).

There have been no comprehensive studies focusing specifically on
indigenous treatment of the severely mentally ill. The low base-rate of
severe mental illness in the community may underlie the fact that there is
so little information about its treatment in indigenous practices, and a
large number of practices would have to be surveyed in order to collect
such information. The treatment of patients with severe mental illness is
of particular concern as they are both the most difficult to treat and vulner-
able to abuse, especially when very aggressive. A description of some of the
difficulties experienced by a herbalist in treating these patients – who are
referred to as ‘those who are tied down because they are violent’ – can be
found in a published interview by Mdluli and Msomi (1989). Psychotic
patients who are uncontrollably aggressive present a formidable challenge
to their families and service providers alike, and allegations of sexual and
physical abuse of patients by some indigenous healers were made by
families interviewed during an exploratory study undertaken in Cape
Town, South Africa, during 1993.

Ensink & Robertson: Psychiatric Services and Healers
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Indigenous Names and Concepts of Mental Illness

Much of the existing literature provides little assistance to western-trained
professionals in understanding the way in which indigenous names are
used by African psychiatric patients. This contributes to the belief that
only indigenous healers can assist with these problems, and that psychi-
atric services impose on patients eurocentric values and medical
categories which have very little benefit (R. C. Bodibe, 1993; Gobodo,
1990). Indigenous categories such as ukuthwasa (calling to be a healer),
amafufunyana (possession by evil spirits) and ukuphambana (madness)
are usually portrayed as if they are clearly bounded entities (Ensink &
Robertson, 1996) and supernatural or exotic qualities are overemphasized
(Swartz, 1986). These descriptions obstruct, rather than facilitate,
communication with patients and families, and lead to a perception that
cross-cultural understanding and assistance is not possible. Recent
research suggests that patients and families do not use indigenous names
in these fixed and rigid ways, but as explanatory categories (Ensink &
Robertson, 1996; Kleinman, 1988; Lund, 1994; Mdleleni, 1990; Spiro,
1991) in which aspects of apparently contradictory explanatory frame-
works are combined in many varied ways. Confirmation of this in a
South-African context would certainly help to improve communication
between western-trained professionals and African users of psychiatric
services, develop a better understanding of their service needs, and
provide more appropriate service.

Satisfaction Studies and Their Relevance for Service
Development

The present move towards primary health care and community psychiatry
confronts professionals more than ever before with the reality that they
need to engage with and understand the experiences and beliefs of families,
in order to provide meaningful assistance (Good, 1992; Kleinman, 1988;
Scheper-Hughes, 1987). In this model the tables are turned: rather than
families being visitors in the professional domain of the hospital, families
are recognized as the main service providers. Psychiatric services can assist
with symptom control and medication, but can seldom help to allay
intense bewitchment fears. Without information regarding the experiences
of users of indigenous services it is difficult to know whether it is advisable
to refer to them. Similarly, indigenous healers may want to know whether
psychiatry contributes anything that service users value and regard as
useful, before referring patients. Ideally, service satisfaction information
should be used to inform service development.

The present study takes a first step towards providing information about
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the experiences and satisfaction of African patients and their families with
psychiatric services, as well as with indigenous healers. A secondary aim
was to investigate illness conceptualization and explore its impact on
service use and satisfaction. The study sample was selected from users of
psychiatric services because this provided a feasible opportunity to study
the experiences of the severely mentally ill, a priority group in terms of
service provision and vulnerability. Because our information about experi-
ences with indigenous healers was obtained from users of psychiatric
services, the results with regard to satisfaction with indigenous healers
should not be generalized to all users of indigenous services, whether for
psychiatric or other symptoms. A second study is envisaged which will be
community-based and will involve direct observation of African indigen-
ous healers and their clients.

Methodology

Sampling and Procedure

A random sample of 62 African patients was selected from first admissions
to a large psychiatric institution, Valkenberg (32 patients), and the psychi-
atric emergency unit of a tertiary hospital, Groote Schuur (30 patients),
both situated within the greater Cape Town metropolitan area. This was
done to ensure that the sample included a wide range of patients. The
sample was stratified to include an equal number of males and females.
There were four refusals, seven addresses could not be located, 11 patients
were unknown at the address given, or lived in other provinces, and a
further two could not be interviewed because they lived in areas where the
safety of the interviewers could not be guaranteed. Sampling continued
until 62 patients were interviewed.

Instruments

Interviews were conducted using a significantly shortened and adapted
version of Weiss’s Explanatory Model Interview Catalogue (EMIC: Weiss,
1997; Weiss et al., 1992), together with a questionnaire exploring satisfac-
tion with services. The EMIC was developed to elicit illness-related
perceptions, beliefs and practices in the study of leprosy and mental health
in India. Its semi-structured format covers: (i) demographic information;
(ii) perceived causes, explanations and understanding of illness from the
family’s point of view; and (iii) help-seeking history and referral
pathways. To adapt the instrument for local use, the researchers drew
extensively on earlier research and interviews with indigenous healers

Ensink & Robertson: Psychiatric Services and Healers
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(Ensink & Robertson, 1996), as well as the literature on conceptualization
and explanations of mental illness used by Africans.

In addition to open-ended questions, the section on perceived causes
and explanations included questions where respondents were presented
with a list of causes and explanations that are common in South Africa,
and asked to indicate which of these they believe cause illness.

A semi-structured format was also used to explore experiences and satis-
faction with services, after listing services used for the patient’s present and
past illness. Respondents were asked to describe their experiences with
different service providers in their own words. They were asked to indicate
whether they were satisfied, dissatisfied, or were uncertain, and then to
elaborate on their response and explain what it was they liked or disliked
about the service. They were also asked whether they would use the service
again, and to explain their response.

The instrument was translated into Xhosa by a bilingual university
lecturer and backtranslated by a Xhosa-speaking university student with
the aim of reaching conceptual rather than linguistic equivalence (Brislin,
1976). Common translation difficulties were encountered (Drennan,
Levett, & Swartz, 1991), and included concerns about whether some words
would be known in an urban context, and differences around the appro-
priate language to convey the intent of the question. Feedback from the
interviewers suggested that the intent of the questions was clearly under-
stood by the respondents.

A pilot study using the adapted and abbreviated Xhosa EMIC was
conducted, and 10 families were interviewed. These cases were not
included in the final sample. A number of difficulties were identified and
resolved by discussion among the researchers and consultants before the
questionnaire was finalized.

Interviews were conducted by five Xhosa-speaking anthropology
students who received 12 hours of training. It was hoped to reduce biased
interpretation of responses by using interviewers who had not been trained
in either service model, and specifically did not have any allegiance towards
psychiatric services. Interviewers held mainly critical views with regard to
psychiatric services and were more favourably disposed towards indigen-
ous healers. Interviews were conducted at the patient’s home with the
person who makes decisions when the patient becomes ill (in only two
instances was this the patient). Patients were generally present during the
interview unless this distressed them, and they were included in the
discussion. Comments were recorded verbatim on the interview schedule
during the interview.

Before data analysis could proceed, Xhosa responses were translated into
English by the interviewers. Quantitative data were analysed using descrip-
tive statistics, and qualitative data were interpreted using content analyses,
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as well as simple descriptive statistics where it was appropriate to categor-
ize responses and report on totals.

Results

The mean age of the patient sample was 30 years (range: 18–55 years), 63%
were unemployed, and educational status ranged from standard 6 (grade
8) to standard 10 (grade 12) for the majority (65%).

Services Consulted

The majority, 38 (61%), of the 62 African patients in this study had
consulted indigenous healers during the 12 months preceding the study;
21 (34%) had consulted a faith healer, 15 (24%) a diviner and eight (13%)
a herbalist. Some respondents had consulted more than one type of
indigenous healer during this period; five had consulted both a diviner and
a faith healer, and one had used the services of a herbalist and a faith healer.

The majority of patients and their families consulted a range of services
in an attempt to obtain assistance (Table 1). In addition to using tertiary
and secondary level biomedical services, 21 (34%) respondents had tried
to obtain assistance from a community health centre, 11 (18%) from a

Ensink & Robertson: Psychiatric Services and Healers
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TABLE 1
Services consulted by African families and patients for mental health problems

(N = 62)

Health services Ever (%) Past 12 months (%)

Biomedical services
Groote Schuur psychiatric emergency unit 48 (77) 44 (71)
Valkenberg Hospital 32 (52) 31 (50)
Community health centre 23 (37) 21 (34)
General practitioner 16 (26) 11 (18)
Community psychiatric clinic 12 (19) 6 (10)
Pharmacist 1 (2) 0.6 (1)
Community health worker 1 (2) 1 (2)
Private-sector psychiatrist/psychologist 1 (2) 1 (2)

Indigenous services
Faith healer 23 (37) 21 (34)
Diviner 15 (24) 15 (24)
Herbalist 10 (16) 8 (13)
Religious leader 8 (13) 7 (11)

Other 1 (2) 0
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general practitioner and six (10%) from a community psychiatric clinic
during the 12 months preceding the study.

The Groote Schuur Hospital psychiatric emergency unit and Valkenberg
Hospital comprised the first source of help for 23 (37%) of the sample. A
further 11 (18%) had first requested assistance from community health
centres, nine (15%) from private practitioners, eight (13%) from diviners
and five (8%) from herbalists. The patient’s verbal and physical aggression
was generally cited as the main reason for seeking help.

The most frequently cited reason for not consulting an indigenous
healer during the previous year was that the particular problem did not
warrant treatment by a healer. This was followed by families who did not
believe in traditional treatment per se, families who were sceptical of
indigenous healers, and incompatibility with Christian beliefs.

Of the 32 patients who used indigenous names for the illness or
problem, the majority (25) used a combination of western and indigenous
services, and seven used only western services. The 30 patients who used
other names were more equally divided in terms of the services used: 16
used a combination of western and indigenous services, and 14 used only
western services. Patients who used indigenous names were found to be
more ambivalent with regard to satisfaction with psychiatric services.

Satisfaction with Service Providers

Both patients and their families were generally satisfied with the service
they received from psychiatric services and from herbalists (Table 2). While
patients themselves were satisfied with the service they received from faith
healers, families seemed less certain. With respect to diviners however, both
patients and families expressed their general dissatisfaction with these
services in no uncertain terms:

Those people are just stripping people of their money, they can’t cure.

I do not trust them because we used a lot of money and she never got better.
They are useless and greedy and only think of themselves.

The father of one of the patients reported that his daughter was beaten
by a diviner, she had bruises all over her body and he wanted to lay charges
against the diviner.

Satisfaction with psychiatric services was not unanimous, and families
commented on the poor condition of the buildings, the shortage of nurses,
that nurses related to patients in a patronizing manner, and that patients
were not adequately safeguarded against physical injury from other
patients. A small minority of families and patients expressed a concern that
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doctors cannot really treat illnesses caused by witchcraft and wanted the
services of diviners and hospitals to be integrated.

Of the respondents who consulted diviners, 19 (79%) indicated they
would not return, whereas only two (13%) who consulted a herbalist and
10 (27%) who consulted a faith healer stated they would not. Nearly all, 47
(98%), respondents indicated they would use the services of Groote Schuur
Hospital again, and 31 (98%) stated they would return to Valkenberg
Hospital.

Two of the respondents were themselves healers (diviners), but were
unable to find effective indigenous treatment for a relative with serious
mental illness.

Need for Information

While they expressed a need for information regarding the illness, half of
the respondents attending psychiatric facilities stated that they were not
provided with the name of the illness, 18 (29%) said they were unsure: ‘No
name was given, nothing was said. I don’t like it but there is nothing I can
do. I do not even know what they saw while they were examining her.’
Another respondent highlighted the practical difficulties caused by
insufficient information by saying, ‘I wanted the name so that when going
to look for help I can call it by a name.’

According to the 13 respondents who indicated that they had been given

Ensink & Robertson: Psychiatric Services and Healers
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TABLE 2
Family and patient satisfaction with services

Diviner Herbalist Faith healer G. S. H. Valkenberg
(n = 15) (n = 8) (n = 21) (n = 44)* (n = 32)

Satisfied
family 2 7 8 31 22
patient 0 6 7 23 12

Dissatisfied
family 9 1 3 0 1
patient 4 0 1 1 0

Uncertain
family 1 0 10 9 7
patient 2 0 1 3 3

Missing
family 3 0 0 4 2
patient 9 2 12 17 17

G. S. H., Groote Schuur Hospital.
* In addition to the 30 patients selected from G. S. H., 14 patients selected from Valkenberg could also
respond to this question, because they were referred from G. S. H. to Valkenberg.
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information about the illness by psychiatric services, problems were
frequently explained to them in terms of nerves, worry, mental exhaustion
or ‘imaginary pictures, like a film’. While some families dismissed these
explanations on the basis that the hospital ‘did not understand the illnesses
of Black people’, many respondents indicated that they had changed their
minds with regard to the cause of the illness, usually from bewitchment to
‘nerves’.

Diviners were generally expected to provide a name for the problem and
were reported to have done so in 15 (62%) cases. The illness was usually
explained in terms of amafufunyana, or bewitchment more generally. A
number of families who had consulted diviners for help in this study indi-
cated that the confirmation of witchcraft by the healer contributed
considerably to further distress. This is illustrated by the following state-
ment:

It was said that he was bewitched so that he will be mad for the rest of his
life. This news troubles us and the elders back home. We do not know what
will happen or what we should do. It means that our son is in danger of being
killed at any time through traditional medicine. That brings lots of hurt in
our souls and minds.

Only one of the eight families who had consulted a herbalist, and eight
(38%) of the families who had consulted a faith healer, indicated that they
had been provided with a name. Faith healers were not typically expected
to identify the cause of illness, but when they did, they usually referred to
evil spirits, demons, bewitchment and amafufunyana.

Affordability of Services

Besides transport costs, which most respondents experienced difficulty
with, the majority of families reported that they did not have to pay for
their treatment at psychiatric facilities. The study results suggest that
diviners charged the highest fees, on average R1335 for a course of treat-
ment (but sometimes as high as R2000–R5000), while herbalists charged
an average of R434, and faith healers R155.1 Further costs were incurred
travelling to healers, and many families travelled far to consult diviners
with good reputations.

Attention to Psychosocial Problems

The majority of patients (63%) were unemployed and a significant
percentage (24%) had caretakers without any source of income. Poverty or
financial problems were considered as significant contributing factors to
the illness by 14% of respondents.

Transcultural Psychiatry 36(1)
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Although most families experienced a number of practical problems
relating to their relative’s illness,2 they reported receiving no assistance
from the respective services, nor did they expect such help.

Presenting Problem

Approximately half or 32 (52%) of the patients and families used indigen-
ous names for their problem. The most common of these were amafufun-
yana and ukuphambana, each comprising 11 (18%) of the sample responses.
In addition to amafufunyana and ukuphambana, a range of indigenous and
other names were used. Terms such as nerves, stress and mental exhaustion
were used by 18 (29%) respondents (Table 3). The remaining 12 (19%) saw
the problem as related to physical or other problems.

Ensink & Robertson: Psychiatric Services and Healers
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TABLE 3
Names used by patients and families

Illness name Respondents (N = 62)

Indigenous (n = 32)
Amafufunyana 11
Ukuphambana 11
Amafufunyana/ukuphambana 1
Amafufunyana/ukuthwasa/ukuphambana 1
Isiphoso 2
Umbilini 1
Ukuthwasa 1
Umlingo 1
Isiphephetho 1
Ukuphoselwa 1
Bewitchment 1

Nerves and related (n = 18)
Nerves 8
Worried too much 2
Stress 2
Workload 2
Mental exhaustion 1
Depression 3

Other (n = 12)
Brain injury 1
Diabetes 1
Damaged veins 1
Pregnancy problems 1
Overdose 1
Unsure/no name for illness 3
Missing information 4
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Psychiatric Diagnoses

A range of diagnoses was recorded by the psychiatric services. The majority
of patients presented with one or more diagnoses of acute psychosis,
organic syndromes, parasuicide or mood disorder. For the majority of
patients the psychiatric diagnosis was far from clear at first presentation,
especially at the psychiatric emergency unit. Even for patients who were
admitted to the psychiatric hospital, the diagnosis was often not definite at
the time of discharge.

Aetiological Understandings

The majority of respondents, 34 (55%), explained their problem in terms
of more than one cause. A combination of indigenous, psychosocial and
religious dimensions were frequently invoked as contributing factors
(Table 4).

In total, 45 (80%) respondents regarded psychosocial causes as under-
lying the problem, 35 (63%) indigenous causes, 23 (46%) religious causes,
three (5%) fate and four (7%) physical causes. Only eight saw indigenous
causes alone as underlying the illness.

Bewitchment was the most common indigenous cause. Other indigen-
ous causes included failure to do a Xhosa ritual, stepping over a dangerous
track, evil spirits, being poisoned with soil and ants from the grave, and a
variety of ‘witch familiars’ such as the snake of the river or of women, or
impundulu (bird of evil or lightning bird) or tokeloshe (dwarf-like creature
with baboon features).

Several indigenous causes were associated with amafufunyana. These
usually, but not always, included poisoning with ants and soil from the
grave. More than half of the respondents who named the illness amafu-
funyana viewed it in terms of a range of causes including nerves, relation-
ship and work problems, drug and alcohol abuse, and God’s will. Among
those who had named the illness ukuphambana, all but one respondent
believed a combination of indigenous and psychosocial explanations was
involved. Alcohol or drug abuse was viewed by seven of 11 respondents as
the most important cause of ukuphambana, occurring either with or
without bewitchment. Psychosocial causes, alone or in combination with
indigenous and religious causes, were predictably seen to underlie nerves
and related problems such as stress and overwork.

Case Descriptions

Amafufunyana Patricia is a 23-year-old student who lives with her aunt,
a domestic worker. According to her aunt, Patricia’s problems started when
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she was studying for a mathematics exam. She took off her clothes in public
and was brought home by community members. She also became promis-
cuous when she was sick; ‘she claimed she was raped, but she was used by
the amafufunyana to do evil things.’ She was then admitted to the psychi-
atric hospital for approximately 1 month and received a psychiatric dia-
gnosis of bipolar affective disorder (manic episode). Her aunt believes that
the problem is caused by bewitchment, because ‘there are things that speak

Ensink & Robertson: Psychiatric Services and Healers
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TABLE 4
Most important causes of illness or distress (N = 56)1

Illness Main perceived cause Number

Amafufunyana (n = 11) indigenous only 4
indigenous/psychosocial2/religious 7

Ukuphambana (n = 11) indigenous only 1
indigenous/psychosocial/religious 10

Other indigenous (n = 7) indigenous only 3
indigenous/psychosocial 4

Nerves (n = 8) indigenous/psychosocial 2
psychosocial only 4
psychosocial/religious 2

Stress/worry/work (n = 7) indigenous/psychosocial 3
psychosocial only 2
psychosocial/fate/religious 2

Other (n = 12) indigenous/psychosocial 1
psychosocial only 5
psychosocial/fate/religious 1
physical 2
religious only 1
psychosocial/physical 2

Total (n = 56) indigenous only 8 (14%)
indigenous/psychosocial 10 (18%)
indigenous/psychosocial/religious 17 (30%)
psychosocial only 11 (20%)
psychosocial/fate/religious 3 (5%)
psychosocial/physical 2 (4%)
physical 2 (4%)
psychosocial/religious 2 (4%)
religious only 1 (2%)

1 Missing data for six respondents.
2 Psychosocial causes include relationship/family conflict, interpersonal problems, unemployment and
financial problems. Substance abuse was also included.

02 Ensink (jl/d)  25/1/99 11:55 am  Page 35

 at UNIVERSITE LAVAL on January 4, 2015tps.sagepub.comDownloaded from 

http://tps.sagepub.com/


inside her, saying who sent the amafufunyana to her’ and said ‘the reason
is jealousy, nothing else.’ She explained that the bewitchment involved
‘doing magic like mixing grave soil and ants, which is put in your food.’ She
also thought that worry contributed to the illness. Her aunt was uncertain
about being satisfied with the treatment received at the hospital. She said
‘The problem is that we did not ask the name of the illness, because we are
illiterate, and we do not know the name which the white doctors are telling
us. We took everything for granted. White doctors do not know how to cure
illnesses caused by Blacks. The only thing that they can cure is T.B. The
amafufunyana want to be taken out by Black people.’ After she was
discharged, Patricia was taken to a diviner and given traditional medicines
including a purgative and an emetic, but she refused to stay with the diviner
or drink the medicine. Her aunt was dissatisfied with the treatment of the
diviner and said ‘The problem is that the diviners are liars, because she
promised to take out the amafufunyana, but never did, Patricia still ran
naked afterwards.’ Patricia was then taken to a faith healer where she stayed
for 1 month. He did not name the illness, but used prayer and holy water.
Her aunt reported ‘They said that the amafufunyana are out of her, all five
came out.’

Ukuphambana Sipho is a 30-year-old unemployed man living with his
mother who is a pensioner. According to her, Sipho withdrew from people
and started to talk and laugh when alone. He became very fearful and
wanted to run away. She thinks that drug abuse is the most important cause
of the illness, and that he is poisoned through his drugs by evil spirits, but
also believes that the drugs affected the functioning of his brain. He was in
Valkenberg Hospital for approximately 10 days and received a provisional
diagnosis of alcoholic hallucinosis. His mother said that the illness was
explained to her. She was satisfied with the service, because after the treat-
ment Sipho stopped wanting to run in front of cars and this relieved them
from the constant fear that he would be injured. However, she felt that there
were too few nurses to look after the patients. They had consulted a diviner
before her son was taken to hospital, but he did not help them although
she paid a large sum of money (equivalent to one-third of her annual
income). The diviner only saw Sipho once and gave him medicines to drink
and wash with. His mother was very dissatisfied and said ‘they must stop
cheating people and stripping them of their cash.’

Nerves Nandi is a 55-year-old woman who lives with her sister who works
as an assistant at a video outlet. Her sister said ‘Nandi talked to herself and
shouted and insulted people who we could not see. The reason for her illness
is that she does not have money to send her children to school, and she
worries about these problems, that is why I say she has nerves. I also thought

Transcultural Psychiatry 36(1)

36

02 Ensink (jl/d)  25/1/99 11:55 am  Page 36

 at UNIVERSITE LAVAL on January 4, 2015tps.sagepub.comDownloaded from 

http://tps.sagepub.com/


that she might have amafufunyana. She was cured at the hospital, but I did
not like the way they treated the patients; they talk to them like small
children, and it is terrible that they have to wear hospital nightgowns during
the day. It was like a prison and now she walks like someone who is insti-
tutionalized and speaks as if her jaw is stiff.’ The family also took her to a
faith healer, but felt that he did not help her. While in hospital, Nandi
received a diagnosis of major depression with psychotic features.

Discussion

This study in a metropolitan area indicates that the majority (66%) of
African psychiatric patients also use indigenous services for mental-health
problems. Faith healers were consulted more frequently than either
diviners or herbalists, although respondents were often unsure about
whether they were satisfied with the help they received. Respondents who
used diviners expressed surprisingly strong, and almost unanimous,
negative views that they had been cheated by diviners who promised a cure
and charged large sums of money, but provided very little in return.

There was little evidence that diviners provided ‘holistic’ care. Descrip-
tions of the treatment received from diviners suggest that in addition to
naming the illness, prescribing medicines was the main form of treatment.
In this respect, the practice of diviners bears similarities to psychiatric
services. Diviners frequently confirmed, and thereby exacerbated, bewitch-
ment fears, without providing any further support. The diviner system of
health care may well have many positive dimensions and societal functions,
especially for those members of the community who perceive themselves
ukuthwasa and become healers. However, the observation that two respon-
dents were themselves diviners, but were unable to find effective treatment
for a relative with serious mental illness, further contributed to the impres-
sion that the strengths of diviners do not lie in the treatment of serious
mental illness.

The majority of families and patients, even when they use indigenous
names, indicated that they were satisfied with psychiatric services and
would use these services again. This does not mean that respondents did
not identify a need for service improvement, but suggests that patients and
families are not grossly dissatisfied with psychiatric services. This is
surprising considering that treatment was largely medical and that psychi-
atric services are being severely compromised by a serious financial crisis
(Ensink et al., 1995). The fact that admission to the mental hospital relieved
families briefly from the burden of living with a mentally ill relative may
have contributed to the satisfaction reported, but the satisfaction with the
services of the psychiatric emergency service (which did not admit patients
for more than 48 hours) cannot be explained on these grounds alone.
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The study results suggest that illness conceptualization affects satisfac-
tion with services, as well as service use. Respondents who used indigen-
ous names were found to be more ambivalent regarding satisfaction with
psychiatric services, and more likely to have used an indigenous healer.

As the study sample was derived from users of psychiatric services, the
respondents can be expected to be biased towards these services. However,
this does not explain why they were only dissatisfied with diviners, and not
with faith healers and herbalists. Another limitation of the study is that the
sample was derived from settings where the patients would be likely to be
referred for serious mental illness, with the result that the sample does not
represent the whole spectrum of psychiatric users. Furthermore, no distinc-
tion was made between African patients of different ethnic backgrounds,
e.g. Xhosa, Zulu. Finally, inter-rater reliability for the EMIC was not tested,
although it has proven satisfactory in other studies (Weiss, 1997).

An important finding of this study is that the majority of African
patients and their families interpret mental-health problems in terms of a
combination of indigenous, psychosocial and other causes. Even when
indigenous names are used, indigenous causes are often not prioritized. We
concur with Lund (1994) and Spiro (1991) that patients and their families
construct multiple, complex and seemingly contradictory understandings
of mental illness in which indigenous and other lay understandings are
combined to construct meanings that cut across the relatively discrete
indigenous categories depicted in the literature. The realization that
patients and their families use indigenous names as explanatory categories
in a way which often does not preclude psychosocial or other understand-
ings, should help to demystify the indigenous categories to some extent and
can improve communication between patients and psychiatric staff.

Interpretations of the categories and their relationships to one another
differ considerably at an individual level, but there are also identifiable
trends within categories. Amafufunyana was most frequently attributed to
indigenous causes such as bewitchment and believed to be curable only by
indigenous healers. However, the study results provide no support for the
existence of a ritualized possession sequence as described by the literature
(F. S. Edwards, 1983; Mdleleni, 1990; Ngubane, 1977; Thorpe, 1982) when
the term is used by lay people. Compared with amafufunyana, ukupham-
bana was understood less frequently in indigenous terms. The results
provide further support for the conclusions of Ensink and Robertson
(1996) that ukuphambana may be used for a wide range of psychiatric
disorders, including mood disorders, and not only in the context of
psychotic illness.

The use of ‘nerves’ as an explanatory category has rarely been described
among African patients (Lund, 1994; Spiro, 1991) and the finding that a
significant minority of respondents in this study used the term may be

Transcultural Psychiatry 36(1)

38

02 Ensink (jl/d)  25/1/99 11:55 am  Page 38

 at UNIVERSITE LAVAL on January 4, 2015tps.sagepub.comDownloaded from 

http://tps.sagepub.com/


attributable partly to its use by psychiatric staff as an explanation. Nerves
was seen mainly in terms of psychosocial causes and psychological expla-
nations such as a lack of parental love, or inability to express feelings.
Counselling was often believed to be a potential cure for nerves. Like
amafufunyana and ukuphambana, nerves appears to be used as an explana-
tory category in the context of a wide range of psychiatric diagnoses, from
adjustment disorders to schizophrenia. It is interesting to note the use of
other infrequently cited indigenous names such as isiphoso, umbilini,
umlingo, isiphepheto and ukuphoselwa. Again the descriptions provided by
the respondents differed markedly from those in the literature (De Villiers,
1984; Schweitzer, 1972; Thorpe, 1982).

There are certainly many contradictions in the way in which lay people
use the explanatory categories, as will be obvious from the following
examples. The parents of a young man said that he suffered from nerves,
although they noted that their son spoke in a changed voice (usually
considered characteristic of amafufunyana). In another example, the
parents of a young woman thought she had ukuphambana, although ‘she
was behaving exactly as one who has amafufunyana, talking in a funny
voice and having a lot of strength.’ Some respondents thought that amafu-
funyana was caused by nerves, while others believed the converse. These
findings point towards the importance of exploring understandings and
experiences at the level of the individual, rather than relying on and being
misled by preconceived notions about indigenous syndromes.

The study results also point towards a number of areas where psychi-
atric services should be improved. The ongoing problems which respon-
dents experienced subsequent to discharge provide further evidence of the
need for improved out-patient and community services which are access-
ible to African communities (Spiro, 1991). Patients who received coun-
selling generally indicated that it assisted them significantly, but few
received it and access to existing psychotherapeutic and rehabilitation
programmes was not always equitable. Successful symptom control
through medication was valued by respondents, but relapse rates are likely
to be high without counselling, or information about the causes and long-
term management of the problems. As in other countries (Bernheim &
Switalski, 1988; Carscaddon, George, & Wells, 1990; Holden & Lewine,
1982), families frequently felt excluded from discussions about admission,
treatment and discharge. A family-focused approach has been shown to
facilitate family adjustment, improve treatment compliance and reduce
readmissions (Gillis, Koch, & Joyi, 1989).

The interviews reflected the overwhelming social and economic diffi-
culties which beset patients and their families in many developing coun-
tries. The distressing state of affairs in which food and welfare assistance
are much more difficult to obtain than medication calls for lobbying and
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advocacy work, and points towards the necessity of a community-develop-
ment approach. Assistance with disability grant applications for the few
who qualify should fall within the minimum package of services provided.

Conclusions

Patient and family experiences of psychiatric services and African indigen-
ous healers were investigated as a first step towards exploring a possible
basis for collaboration between these services. The study found that, while
patients with more traditional explanations of psychiatric illness were
more likely to favour indigenous healers, the parallel use of services was
widespread. Although the serious criticisms of indigenous healers may be
biased, they were sufficiently prevalent to justify a conclusion that indigen-
ous healing systems are far from perfect, and that collaboration with them
should not be promoted uncritically. Further direct study of indigenous
healing practices for individuals with mental illness is required.

The study highlights areas where psychiatric services could be improved,
and throws further light on African patients’ conceptualizations of mental
illness. However, in view of the study’s limitations, further investigation is
required to replicate the findings.

Notes

1. Reported in 1994 Rands.
2. Accommodation was not identified as a significant problem.
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