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A patient who consults a doctor has
already evaluated his symptoms,
considered a oossible cause and made
a provisional ciiagnosis according to
his own health-care beliefs,
knowledge and experience. Whenever
a Datient consults a doctor or a
div iner ,  he ' is  of ten seeldng
confirmation of his own diagnosis. In
the context ofthe research upon
which th is  ar t ic le  is  based,  the
delivery.of health-care occurred in a
transcultural context ufiere oatient
and doctor frequently havc virving
conccptions of the patient's condition
stemming l rom different pcrspccrives
arrd percept ions which may be the
result of different socio-cultural
orientations. These diflerences have
imolications lbr tire outcome of the
clinical encounter. Much of what
follows may be general knowledge to
manv doctors,  but  hopcfu l ly  th is
article will crnohasize the need fbr a
sensitiviw towirds Datients whose
belief svsiems diffei iargely from the
doctor's olvn.

Aims

The aim of this article is to draw
attention to some socio-cultural ideas
and principles that are significant in
the encounter between white medical
prJct i f ioncrs and b lac l< pat icnts in
South Africa.

The anthropologist is concerned both
wi th descr ib ing and expla in ing
obsen'ed behaviour. The idea here is
to provide anthropoiogical expiana-
tions for some behavioural forms that
inlluence the encounter between
docror and oaticnt. Thc intention is
not to s.rggist alternative forms of
therapy, or that the anthropoiogist
shares responsibility for treating the
patient, but to state probabilities or
possibilities based on specialist
anthropologicai knowledge that
underlie the behaviour of patients
whose socio-cultural backuround
ciiffers from that ofthe do-ctor. and
which the doctor should considcr
together with tire medical require-
ments of a patient.l In this way the
anthropologist may complement the
doctor's skills and contribute to more
effective orovision ofhealth-care in a
transcultural setting.

Research Methodology

Thc research uoon u'hich this article
is based, rvas undertaken among
Xhosa'spealting patients in a
provincial hospital in a r-ural town in
the Eastern Caoe in 1987. Not all the
patients were townspeople; a third
were resident on farms or in other
olaces in the district. Ali who were
inter-viewed were in a oosirion to
consult a non-Wesrern Dracrif ioncr.
specifically an igqirbn (ciiviner), if
they' so wished. Nineteen patients
were selected for in-depth
interviewing by the researcher, with
due regard for their condition, length
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ofstay in hospital, age, sex and the
prescription of medication that
caused drowsiness. Where possible
Datients were also visited at home
ifter their discharge for follow-up
interviews. Data collected for each
patient constifute a separate case
study in which the influence of
specific socio-cultural factors on the
patient's perception of his or

A patient's own perception of
the cause of the condition,
influences his decision about
which doctor to consult

her condition, ofthe doctor and the
hospital, and the influence of such
factors on specific forms of health-
care behaviour are emphasized.
Interviews were also held with the six
general practitioners in the town,
tith 20o/o of the members of the
hospital nursing staff and with other
townspeople who in some way are
connected with the provision of
health-care. Illustrative details used in
the text thus all relate to the target
group of Xhosa-speaking patients.
Thc information does not permit
generalization for all black patients
or even for all Xhosa-speaking
patients in South Africa, nor is it an
exhaustive account ofthe field data.
However, given their extended family
context, the patients who were
interviewed reDresent more than
merely nineteen individuals.

Interviews were structured according
to comprehensive research schedules.
With the exception of two of the
patients who were interviewed with
the assistance ofan interpreter, all the
Datients were interviewed in either
iinglish or Afrikaans. Where possible,
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observation formed an imponant part
of the research procedure.

Ideas relating to causation of
illness and consultation

A patient's perccption ofthe cause of
his condition influences his decision
about whom to consult. The target
population regard conditions either
as being responsive to biomedical
treatment or, alternatively, as
conditions that may be categorized as
uhufn hwamaXhosn (lit disease of
Xhosa people), ie illnesses found
among Xhosa-speaking people with a
"supernaflrral" cause in terms of the
Xhosa magico-religious tradition.
Such conditions are usually regarded
as not being responsive to biomedical
treatment and oatients consult an
r.gqirhninstead, although a doctor
may be consulted for relief of
q.rrnptoms. The informants however,
attached different meanines to the
concept of whwfa bwawaihosawhich
ranged from the meaning presented
above, to an exclusive meaning for
the ancestrally-caused illness that
leads to uhutbwasa or initiation as a
diviner, to a condition that requires
the patient to perform an isiho
(custom), such as the ritual
slaughtering of an animal. None of
the patients identified their illness
solely as wkwfa bwarnaXhlsa, but ten
of them believed that some form of
supernatural causation was indeed
relevant. With the exceDtion of one .
the informants all acknbwledged that
people suffered ill-health as a result
ofsupernatural factors. It was also
common to find a patient
contemplating a possible
"supernatural" cause in spite of the
doctor's diagnosis.

Although all the informants indicated
a preference for biomedical
treatment. dual consultation of a

doctor and an cgqirha was common,2
if not for the patient's present
condition, then at an earlier stage for
something else. Similarly, patients
who surmised a supernatural cause
were known to consult a doctor for
medication for sr.rnotom relief before
going to an igqiihn. Concerning dual
consultation two patterns could be
discerned:

x prior consultation of an igqirha
evident from small scratch marks
on a patient's body or advanced
qrmptomatology produced by the
ig qirh n's medicine, and

+ consultation of an igqirha on
discharge from hospital, either to
determine the cause of an illness,
or the actions that were necessary
to prevent its recurrence, or for
alternative treatment if that of the
doctor.was regarded as ineffective
or lnadequate.

Rarely did patients mention that they
had first consulted an igqirha, and
they never did so voluntarily. Those
who did acknowledge such practice
had all initially regarded their
disorder as having a "supernatural"
origin. Thus, a bus driver with

Dual consultation of a western
doctor and an igqirha was
common

infective dermatitis sought the help
of an igqirba because, in his view, the
condition had been caused by co-
workers who were jealous of his
position and tried to remove him
through sorcery. The diviner's
treatment had limited effect, the
condition recurred and the patient
was eventually brought to hospital by
his emolover.
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The second pattern was mainly
associated with patients whose
condition was chronic or terminal. A
Datient with cancer of the liver was
iware of the terminality of her
condition. She asked to be
discharged, on the one hand to be
with her family, but on the other to
consult an igqirhn. She was
discharged, but was readmitted and
died in hospital soon after.

Besides the conception of their
condition, additional factors that
influenced the decision about whom
to consult included access to
biomedical facilities, the degree of
Westernization, level of education,
socio-economic oosition and status of
the individual, t6e influence of
relatives, friends or employers and
the availability of money. It was
common for patients to disregard
diviners because oftheir fees.

The igqirha will inform the
patient fully about his
condition without the latter
telling the igqirha anything
about himself

Tlpical of the patients who were
interviewed was the inabiliw to
identify their condition in spite of the
doctor's diagnosis. At most they
described their condition with
reference to the affected orsan or
part of the body where theliperceived
the sickness to be. Exceptions were
patients who, for e xample, had
diabetes. bronchitis. cancer or
Parkinson's disease. Their ability to
label their condition arose from the
following:

x familiariw with the condition and
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its symptoms, either through their
own experience or that of someone
else;

an awareness of specific,
identifiable qrmptoms;

in depth information provided by a
doctor.

All the informants indicated a desire
to know the cause and prognosis of
the condition, but those who did
consult a doctor in this regard were
the exception. Responses to the
question why they had not asked the
doctor included that they preferred to
discuss the mafter with a nurse,
which in fact constituted the general
pattern, that the doctor was in too
much of a hurry to discuss such
matters, or that they still intended
doing so. From the perspective of the
doctors and the nurses the reasons
include shyness, lack ofconcern and
submissivene ss.

Xhosa-speaking people generally live
in the context of an extended family
in which the individual is of
secondary significance to the family.
Consequently, the influence of
relatives, and particularly ofthe
extended family, is important in
health-care behaviour. Ill health is
seldom an individual experience and
s) nptom cvaluation and a provisional
diasnosis are made in the context of
the familv.'The in{luence of relatives
among the patients was apparent
from general acknowledgement that
consulting relatives was a primary
factor in labelling their condition.
Moreover, it could be deduced from
patients' responses that pressure from
kinsmen was decisive in their
selection of an igqirhn or a medical
doctor for treatment. In this regard
an imoortant trend was that if a
condiiion did not respond readily to
treatment and relatives suggested the

46 SA Family Practice February l99l SA Huisartspraktyk Februarie 1991

possibility of "supernatural"
causation, a shift occurred in the
patient's interpretation of his
condition or in his ideas of its cause,
and it was linked with some
"suDernatural" belief. This trend
contributes significantly to patients'
decision to request early discharge
from hospital to consult an igqirba
and clearlv has imolications for the
patient's recovery.-

Delayed consultation with patients
revealing advanced symptoms is
typical among the target population.

The patient is mostly a passive
participant in his consultation
with the igqirha

Acknowledgement that the condition
was initially not regarded as serious,
orevious but unsuccessful
consultation of anigqirha. lay-care or
self-medication, fear of job loss,
transport diff icult ies in getting to a
doctor or to the hospital and lack.of
money were grven as reasons tor thrs
situation.

The Encounter between doctor
and patient

Genernl relna,rks

The doctors in the survey indicated
that at most they have a vague
conception of more exotic elements
ofthe culture oftheir black patients,
such as the belief in witchcraft and
sorcery, the activities of diviners, or
an awareness ofritual procedures that
have significance for hialth-care.
They are however, largely unaware of
their oatients' ideas about causation
or oftheir conceDtions ofhealth and



ill-health. The imolication of this
situation is that the encounter
between doctor and patient is often
characterized by the involvement of
differcnt belief-systems relating to
health-care.

Factors shaping tlte encownter nnd.
pntient expecta,tions

A paticnt who consults an igqirhn
does so in the knowledge that he will
be fully informed about his condition
without having to describe his
symptoms. By virtue of his special
powers, a diviner merely looks at the
patient in order to make a diagnosis,
or alternatively, to divine the cause of
the condition.a This imolies that the
patient is somctimes a passivc
participant in the proceedings. We
may surmise that this type of
behaviour which forms part of Xhosa
tradition, may, with due regard for
specific personality traits of doctor
and patient, play a role in the
passivity or acquicscence typical of
the informants. Among all the
informants the view oertains that
because ofhis training and the

Xhosa patients may withhold
information ffom the doctor
because of their beliefs

instruments he uses, the doctor
should be able to determine the cause
and provide a diagnosis without help
from the paticnt.

A related explanation lies in the belief
of some patients that there are certain
aspects of one's condition that may
be told to kin or to a diviner only.
Thus a patient may present only those
svmDtoms which he believes should
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be the concern ofthe doctor. If, in
the oatient's view. the doctor's
oueitions arc irrelevant or the
answcrs are not his concern, he will
withhold information. Alternatively,
according to the doctors, paticnts
who, for example, apply for a
disability pension are known to be
garrulous and to exaggerate their
symptoms.

The former view is, however,
counterbalanced by a readiness
among patients to subject themselves
to a ohvsical examination which is
not part of traditional Xhosa
diagnostic procedure.a In fact, the
target population regard a physical
examination as an essential oart of a
visit to a doctor. Becausc of his
training, which emphasizes physical
examinations, a doctor is obliged to
examine the patient. According to the
doctors, it is not unknown for
patients to start undressing before
they are instructed to do so. In
addition, in keeping with the findings
of other studies,s the majority of
informants maintained that an
injection, over and above mcdication,
is an essential part ofa consultation,
mainly because of the perception that
it is more effective and works more
rapidly than medication.6 All the
doctors interoreted this view in terms
of their patients' belief that an
rn]ectlon compnscs actequate or
appropriate treatment.

Some form of diagnosis is also
essential. If, in Xhosa tradition the
idea of a diagnosis implies identifying
thc cause of the disease as well as
naming it, a diviner always makes a
diagnosis.a The informants indicated
that they wanted to know what was
wrong with them, a view supported
by the doctors who maintain that
they always givc their patients a
diagnosis, regardless of how vague or

superficial. The effectiveness of the
inl 'ormation given to a paticnt is
however, in some cases questionable
in view of the largc number of
patients who could not clearly
identify what was wrong with them.
The doctors and nurses ascribed this
tendency to ignorance or lack of
concern. Significantly, while a doctor
may be baffled by a patient's
symptoms, to state that he cannot
find anything specific wrong, and

Some form of diagnosts rs
essential

hence is unable to provide a
diagnosis, is unacceptable, again
because this is contradictory to Xhosa
iradition. To circumvent tht problem
the doctors gauge the patient's
knowledge of physiology or anatomy
and then describe an abnormality in a
way in which the patient can
understand. Thus, for example, a
doctor mentioned that he indicates
arthritis as rheumatism and
hypertension as "high blood". Both
concepts are recognized and
understood by his patients.

The foregoing suggests that patients
visit a doctor with dcfinite
expectations, not only with regard to
being cured, but also regarding the
way in which consultation should
proceed. Unless thcse expcctations
are met, the patient leaves the
encounter feeling dissatisfied, that he
has not been treated adequately or
that the doctor is incompetent, \Mith
negative implications for his recovery
and for future relationshios with the
doctor.
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T h e d.octor-p atient relntionship
According to |ansen, an individual
doctor-patient relationship does not
exist in Xhosa tradition. A diagnosis
is not given to thc patient as an
individual, but as a member of a kin-
group.n By tradition a patient does
not consult a diviner alone. but is
accompanied by a kinsman who is
witness to the consultation. This may
provide an explanation for the
number of patients who, according to
the doctors, consult a doctor
accompanied by someone else,
usually a kinsman, who often acts as
spokesman. It is not unknown for a
patient to remain silent throughout
the interview.

The majoriry of the informants wcre
"state patients", which implies that
they were usually examined by a
doctor in his capacity as district
surgeon, and consequently were not
in a position to establish an ongoing
relationship with a particular doctor.
For some with chronic conditions it
has happcncd that at a certain stage
they have been patients ofall the
doctors in thc town. Yet the

Patients expect the
consuitation to proceed in a
specltlc way

informants referred to "my doctor"
with regard to the doctor in charge
of their case or alluded to a
preference for a particular doctor,
which implies acknowledgement of a
type of relationship with the doctor.
Alternativelv. because of the limited
size of the community and the small
number of doctors, patients and
doctors havc in time been able to
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establish a type of doctor-patient
relationship. Patients who can afford
to pay a consultation fee of RI0,00
may see the doctor of their choice
and such patients are known to wait
hours in order to do s<.r.

Pat'i.ent a,cqaiescence and. related.
lna,tters

For the patient the position of the
doctor is one of extreme prcstige
because ofhis advanced education
and the nature of his work. In Xhosa
tradition prestige is linked to
positions of authority and
consequently high expectations are
made of persons in such positions.
Individuals are required to defer to
them, such behaviour usually being
manifest in acauiescence and
attempts to please. Similar attitudes
characterize consultations with an
igqirha, ie an authoritative person,4
although greatcr freedom of
communication is evident because
practitioner and patient speak the
same language and share health-care
beliefs. One may presume that such
attitudes are transposed to the
doctor-patient encounter which are
then manifest in acquiescence which
in turn, may be interpreted as
submissiveness instead of as acts of
deference. The point is however, that
a Xhosa-speaking patient may be
culturally conditioned to behaving
submissively in the presence of a
doctor. If this principle is
acknowledgcd it becomes possible to
anticipatc and to interpret behaviour
patterns.

A significant factor in this regard
concerns the South African political
situation. !\hites are usually in
positions of authority, consequently
the "master-servant" relationship has
conditioned black patients to be
submissive in the presence of a white

doctor. In addition, the hospital is
regarded as "the place of whites", so
the patient finds himself in a strange
environment that he associates with
people with whom he has had little, if
any, opportunity for establishing
meaningful relationships.

Traditional attitudes are
transposed to the doctor-
patrent encounter

A matter related to the tendency
towards acquiescence is the indirect
manner in which patients, particularly
women, often describe their
q/mptoms or discuss a problem, most
frequently if it concerns infertility.
The nurses stresscd that infertility is
of great concern for women and they
are uncomfortable talking about
something so intimate, particularly to
a man. While the doctors regard this
as standard behaviour or intcroret it
in terms of the expectation that
Xhosa-speaking women should bear
children, a compounding factor may
be the Xhosa custom of whwhlonipha
that prescribes that a woman should
not address her husband's father and
other senior male relatives directlv-
never use their names, and should
heed avoidance behaviour with regard
to them.4 A qp. of distinctive
"language" is sometimes used in
communication with such relatives
and it is possible that the principles
underlying whwhlonipha may be
causative wrth regard to circuitous
discussions and patient
submissiveness in the presence of a
doctor.

It is however, also possible that some
patients do not possess adequate
English or Afrikaans vocabulary to

48 SA Family Practicc February l99l SA Huisanspraktyk Fcbruar ie I99l



describe their symptoms clearly, or
that isiXboso does not include terms
for providing descriptions
appropriate to biomedicine, hence a
patient's inability to do so even
through an interpreter. This gives rise
to a particular way of describing
symptoms such as having "a hole in
my back", or the idea of something
"crawling up my leg". Similarly, with
the exception ofone, the doctors
were unable to soeak isiXhosn.This
situation either made the services of
an interpreter necessary or produced
the situation where a Datient later
asked a nurse to repeai what the
doctor had said.

Conclusions

While it is acknowledged that some
ofthe oatterns identified above can
be expiained in terms of human
nature, with the implication that the
health-care behaviour of Xhosa-
speaking patients is not necessarily
different from that ofother patients.
a oatienr's socio-cultural orie ntation
influences his perception and
identification of his condition, and
consequendy his health-care
behaviour. That a Xhosa-speaking
patient consults a doctor should not
be interpreted as though he no
longer retains elements of Xhosa
tradition in his health-care beliefs.
What becomes evident is situational
behaviour or a form of
compaftmentalization with regard to
health-care behaviour and patients
can only bc understood inihe context
oftheir lifestyles and their belief-
syste ms.

This has particular significance in
South Africa where many black
patients consult white doctors, which
means that the medical encounter
often occurs in a transcultural
context. Where the oatient's and the
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doctor's conceptions of the condition
differ, problems may arise in the
clinical setting, reducing the
effectiveness of the medical encounter
with negative implications for the
treatment and recovery of the patient.
\44rile modern medicine is largely
effective regardless of the patient's
socio-cultural orientation, the
patient's recovery is linked to his
awareness that the doctor is sensitive
to his perception of his condition.
The provision of health-care is
promoted when doctor and patient
have the same culture,t but where this
is lacking, the doctor should acquaint
himself with his patient' perceptions
of ill-health.

End, ruote
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was wwlet'takzn with fund; frow the
Rtsearch and Bwrsat ies Cornwittee of the
Unfuersity of South Afnca, whi.ch is
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