Essential CME is a series of topics involving a con-
tinuous self learning and appraisal process in fami-
ly practice for general practitioners, primary care
physicians and generalist medical officers.

This is number twenty-four in the series and is on
Ukufa KwaBantu.

CME Editor:
Dr Chris Ellis
MD, MFGP

This section is not a comprehensive review but a short selection of
abstracts to help you focus on important aspects of the subject part-
ly in the form of reminders and memory joggers.

Although I have practised in a cross-cul-
tural context for over 20 years, I have
found this to be the most difficult sub-
ject of the series to write on. Very little
has been written on these conditions
and interrelationships from the perspec-
tive of general practice. It is also a diffi-
cult subject to approach because as
an author one is influenced and restrict-
ed to one’s own specific cultural setting.
My cultural background is A A P
(Average Arrogant Pom) and as a white
GP it is very easy to slip into US (white
GP) and THEM (black patients) mode
without acknowledging that we are all in
this pot together as white and black,
female and male, doctors and patients.

Most white GPs when consulting with
black patients have a vague idea of the
patient’s beliefs concerning witchcraft,
traditional healers and rituals, which
they have picked up along the way from
various sources.

There is, however, very little formal
teaching on the subject and most west-
ern doctors are largely unaware of the
patients’ ideas about the causes of their
illnesses or their concepts of health and
ill-health.

It should be remembered, though, that
cross-cultural difficulties are not strictly
a white/black phenomenon but occur in
black/black and white/white consulta-
tions as well. Assumptions that health
beliefs are the same because one is deal-
ing with a patient from the same culture
as oneself is often erroneous.
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In this way, almost all consultations
are multicultural in one way or
another. (Kruger, 19580)

“There’s something going on here
that doesn’t add up”

You have just arrived from Cuba and
your first patient is a Zulu, who gives
rather a vague history and complains of
abdominal pains. He is not able to point
to exactly where the pain is. He is also
feeling weak and has a loss of appetite.
Your examination is unsatisfactory in
the way that it reveals some possible
tenderness in the epigastrium but noth-
ing very definite.

Your provisional diagnosis is possibly
gastritis, possibly irritable bowel syn-
drome or even peptic ulcer although
you have heard that this is not so com-
mon in Zulus (but is on the increase).
The diagnosis is, in fact, idliso. The
patient may even present this as a possi-
ble cause although this is rarely volun-
teered. Your interpreter will know the
diagnosis is idliso but she will probably
not voluntarily tell you either because
you may not understand about ukufa
kwabantu.

What does ukufa kwaBantu mean? In
direct translation from the Zulu it means
‘African or Bantu disease’ (fa means to
be ill or suffer or to die). Usually it is
given as an explanation by relatives of a
patient to a western trained doctor that
they feel the patient is suffering in a dif-
ferent dimension than the biomedical or
technical framework of western medi-
cine. It is an attempt to explain the spirit
world and cultural traditions and fears
as a cause of the patient’s illness.

Ukufa kwabantu has been defined as
“those culture-bound syndromes which
the Zulu people themselves believe are
unique or peculiar to their people in the
sense that their aetiology, diagnosis and
treatment are all inextricably bound up
with traditional African world views of
sickness and health”. (Edwards et al,
1982)

A culture-bound syndrome is a disorder
(usually psychiatric) which is influenced
by and restricted to a specific cultural
setting. (Freedman, 1976). But this is
really a misnomer because all disorders
are bound to a culture. Culture specific
or based or culture-specific disease phe-
nomenon are more accurate terms.

Ukufa kwabantu has been explained in
a similar way as ‘disease of the African
peoples’ (Ngubane, 1977, p.24) but that
this does not mean ‘that the disease, or
rather their symptoms, are seen as asso-
ciated with African people only, but that
their interpretation is bound up with
African ways of viewing health and dis-

b

ease.

The term culture refers to ‘the body of
shared attitudes, values and habits that
is conveyed by a society to its members’
(Shepherd & Zangwill, 1583).

This collection of conditions can be
more group specific, for instance, ukufa
kwamaXhosa means literally illness of
the Xhosa people.

Ukufa kwamaXhosa may be defined as
‘illnesses found among the Xhosa-speak-
ing people with a ‘supernatural’ cause in
terms of the Xhosa magico-religious tra-
dition’. (de Villiers, 1991)

In Northern Sotho or Pedi, Malwetsi a
Batho and in Southern Sotho Mafu a
Batho are the equivalent concepts to
ukufa kwaBantu.

In Northern Sotho or Pedi, Ke dilo tsa
batho which literally means ‘these are
people’s affairs’ carries the broader
interpretation of bewitchment and o na
le badimo is interpreted as a call from
the ancestors.

Usually patients will not tell the doctor
directly of these interpretations or men-
tion them, so many doctors will not
have heard these phrases.

Some attach narrower meanings to the
concept of ukufa kwabantu. Some con-
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sider it refers exclusively to ancestrally
caused illness and on other occasions it
may refer to the ‘calling’ (ukuthwasa)
from the ancestral spirits to be a diviner
or to perform ritual ceremonies.

In fact, the general concept of ukufa
kwaBantu is broader than just these cul-
ture specific syndromes and it does not
necessarily apply to psychiatric syn-
dromes. It applies to a wide interpreta-
tive framework and is a way of
explaining and understanding illnesses
and other states of disturbance in our
personal worlds that really applies to
all cultures.

The perceived difference between ‘ill-
nesses of the people’ and ‘ordinary’ ill-
ness is partly explained by the definition
of disease and of illness. Disease is doc-
tor-orientated, mechanistic and under-
standable as the body as a ‘broken
machine’ that is to be mended, whereas
illness is the perceptions, feelings,
beliefs and interpretations that the
patient gives to his condition.

It is fairly similar to the dichotomy in
western countries between ‘orthodox’
medicine and ‘alternative’ medicine. It is
the interface between science and
magic and between reason and faith.

One of the main problems encountered
is that of the language used. Words like
witchcraft, sacrifice and ancestor wor-
ship are heavy with prejudice and have
many different meanings. Witchcraft can
be used as a very broad lay term or as a
specific anthropological definition.
Sacrifice can carry innuendos of pagan-
ism (whatever that means) and can be
misinterpreted from the symbols they
represent. Ancestors are not wor-
shipped in the sense of deities but
addressed as in communion.

It has been observed that illness can
impair the faculty of reason in anyone of
any race. The most rational of people
may become irrational and superstitious
(Cassell, 1976).

It is also important to remember that

culture-based syndromes are common
to all peoples of all cultures. They
reflect the problems of living of a specif-
ic community as seen by an outsider.
We, as general practitioners, tend to
regard all disorders as the same
amongst all societies from our medical
point of view. Where the difference
occurs is from the patient’s point of
view in that he or she explains, inter-
prets and treats the disorder according
to the society that he or she comes
from.

In researching this subject it is impor-
tant not to generalise from the ‘Nguni’
(Zulu, Xhosa etc) culture to the whole of
South Africa. Most research and docu-
mentation has been done on Zulu cul-
ture and they are the main examples
given here. There are similar threads
that run through most African cultures
and, indeed, all cultures. For instance,
umhayizo parallels piblokto (arctic hys-
teria) of the Eskimos, idliso resembles
malgri of the Australian Aborigines and
ukudlula is similar to makutu of the
New Zealand Maoris.

This has now become an immensely
confused field of study because of the
population movements and urbanisation
that bring different cultures and tradi-
tions together. In the cities of South
Africa these culture-based syndromes
become distorted or altered often out of
all recognition from the specific rural
cultures from which they originated.
This is compounded by an increase in
the number of inexperienced or self-
taught traditional healers or faith heal-
ers who misdiagnose or label the patient
in an illogical way.

Another reason for difficulty in the
research of these subjects is that each
person that I have consulted has given
me a different opinion or interpretation
of meanings or events. Even though
these differences are often slight it cre-
ates a delightful harmony of confusions
in the mind of the listener and emphasi-
ses one of the themes of this area of
human communication and that is that
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although we have group or national
characteristics and customs, these are
also interpreted on an individual basis.

One of the clinical and diagnostic chal-
lenges facing the general practitioner is
to differentiate between serious mental
illness and the less serious problems of
anxiety neurosis etc or problems that
are manageable on a primary care level.
Serious mental illness such a schizo-
phrenia, severe depressions and toxic
psychoses, which have already been cul-
turally interpreted by the patient and his
or her family raise the ethical problems
of patient autonomy/patient advocacy
when one considers intervention and
referral.

With these conditions the good consul-
tation and assessment will help improve
the communication and outcome. If the
patient is viewed as a whole, is assessed
comprehensively and holistically and is
listened to and not interrupted then
much can be accomplished. Medical
diagnoses can be made and conditions
treated in an integrated way whilst
addressing individual meanings, explai-
ning the conditions, educating and being
aware of the contexts that the patients
come from.

General practice/family medicine is the
ideal discipline in which research in this
area of cross-cultural medical care can
be carried out because we are often the
first or only western orientated contact
with these conditions. One suspects that
they come to the general practitioner for
his personal characteristics rather than
solely for his technical expertise. The
relationship appears to be more perso-
nal and based on trust. I once suggested
referral of a patient in this context to a
psychiatrist. The patient replied (refer-
ring to the psychiatrist) “but he is
another person, not you”.

One of the reasons for the gap between
modern and traditional views is the
changes that have occurred in the west-
ern world, in the past thirty years or so.
The West has had many of its psycholo-

gical problems explained to it by the
information explosion in the popular
media. We all know and discuss our
anxiety states, depressions, bulimias
(this is the Royal ‘we’) in a more open
way than we used to.

This has not pervaded into the more tra-
ditional societies yet and one must be
careful of this.

As Isak Dinesen (Karen Blixen) says in
Shadows on the Grass, “We, nations of
Europe....who do not fear to floodlight
our own inmost mechanisms, are here
turning the blazing lights of civilisation
into dark eyes. If for a long enough time
we continue, in this way, to dazzle and
blind the Africans, we may in the end
bring upon them a longing for darkness,
which will drive them into the gorges of
their own, unknown mountains and
their own, unknown minds” (Dinesen,
1961).

My point (I think) is that one must be
careful not to impose one’s own cultural
categories on others in a sort of medical
imperialistic way. Much of medical prac-
tice is based on the predominant culture
of the west and therefore geared to the
expectations and needs of the western
patient.

In fact, ‘the blazing lights’ of so-called
civilisation makes most of us long for
the darkness.

Last in the line

“Doctor, for the time being you must
be satisfied with being the last
resort in the health problems of the
Bantu” (Schimlek, 1950:91)

Up to 80% of the patients who come to
see the general practitioner have first
seen a traditional healer. Couple this
fact with the fact that there are about
200,000 traditional healers (out of an
estimated million or more) recognised
by the Southern African Traditional
Healers’ Council (SATHC) means that
traditional healers are able to exist
in such large numbers because the
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western health care system is
unable to satisfy the needs of the
people. These patients come to the
modern doctor for treatment of illness
problems, which are not addressed
properly by disease-orientated doctors.
Patients wanting to talk, wait in queues
for doctors who haven’t got the time to
listen.

Somehow proton pump inhibitors,
selective serotonin reuptake inhibitors
and twentieth generation cephalo-
sporins don’t seem to have reached the
soul of man (yet).

(Erasmus, 1992; Abdool Karim et al,
1994)

Why then do these patients come to
see us?

Many patients find themselves caught in
‘two worlds’. Young black women find
themselves pressurised by the older
black traditional women on the one
hand and by the older white madam on
the other. In between is a sick baby.

They come to the western doctor
because of the medical treatment, reas-
surance and a straight diagnosis (and
because the white madam pays; this is
what I would call a consultation under
duress and is an interesting uninvesti-
gated dynamic of the consultation
process).

Disease and illness

Much of what is addressed here centres
around the distinction between disease
and illness and curing and healing. To
illustrate this we can return to your
patient with idliso (sorcery where a
harmful substance is put in the food)
and your recent arrival in Natal from
Cuba or Pretoria. You have come to a
final diagnosis of alcoholic gastritis and
treated him with antacids, vitamins and
some evangelical admonishments.

What has been missed is that he thinks
his wife is trying to poison him (idliso)
because he has got a young girl friend,
at his workplace in the city, about whom

he feels guilty. Things are not going so
well at home and he is consequently
drinking to much. You have diagnosed
the disease and he is feeling ill.

Disease in the western medical view is
the malfunctioning or maladaptation of
biological and psychophysiological
processes in the individual (‘the broken
machine’).

Illness represents personal, interper-
sonal, and cultural reactions to disease
or discomfort. Illness is shaped by cul-
tural factors governing perception,
labelling, the explanation and the value
attached to the experience. These
processes are embedded in a complex
family, social and cultural background
and context. Illness is culturally con-
structed and socially created.

Disease and illness are concepts only
and should not be separated as distinct
entities but viewed as differing explana-
tory models and may be united under
the human experience of sickness.
(Kleinman et al, 1978, 1979)

Curing refers to practices which are
efficacious, from the point of view of
biomedical science, in either reversing,
limiting or preventing disease.

Healing refers to practices which are
efficacious, from the point of view of
the patient and his or her perceptions
and experiences, and which affect, for
the better, illness, disease and other
socially disvalued states. (Young, 1983)

Turning dis-ease into disease

“Whatever else illness is, and it is many
things-an unfortunate brush with nature,
a fall from grace, a social rupture, a cos-
mic disequilibrium-it is also, at times an
act of refusal” (Scheper-Hughes, 1994%)

We must be careful not to strip away the
social content and political meanings of
suffering. Symptoms may be the cryptic
language of distress. Some forms of
physical illness and mental illness can
be viewed as masked acts of refusal and
as a protest against oppressive social
roles and ideologies. This has been
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