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Tuberculosis is such a part of our everyday lives that I have never stopped to consider the illness experience regularly lived by 
our patients. As a seasoned family physician in public service, I have initiated hundreds of patients on tuberculosis treatment, 
simply informing them of their diagnosis and advising them to go to the clinic to obtain their medication. Even with the use of 
a patient-centred approach and shared decision-making, I did not give much thought to understanding the implications of how 
this diagnosis impacts on a patient’s life. That was until I was faced with tuberculosis myself.
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Background
South Africa is ranked third of all countries with a high  
tuberculosis burden, with 0.40–0.59 million incident cases in 
2010, outranked only by India and China.1 The country has shown 
an increasing trend with regard to new cases. The latest  
tuberculosis incidence is estimated to be 1 170 per 100 000 of 
the population (2013 figures).2

It is well-recognised that globally, healthcare workers have  
an increased risk of contracting tuberculosis because of  
occupational exposure to the tubercle bacilli.3–5 A 2003 review of 
51 studies which summarised the burden of tuberculosis in 
healthcare workers in low- and middle-income countries found 
the prevalence of latent tuberculosis infection in healthcare 
workers to be 54% (range 33–79%), with a positive association 
with increasing age and duration of employment in a healthcare 
facility.5 Latent tuberculosis infection incidence was measured in 
six studies which showed an annual risk of infection ranging 
from 3.9–14.3%. The attributable risk fraction from occupational 
exposure ranged from 2.6–11.3%.5

A 2006 study on staff from eight regional hospitals in KwaZulu-Natal 
demonstrated a median incidence of tuberculosis of 1 133 per  
100 000 in healthcare workers.6 This study reported poor treatment  
outcomes, in which only 41% of tuberculosis cases completed  
treatment.6 The Western Cape provincial figures also indicate that an 
increasing number of healthcare workers have received workers’ 
compensation for tuberculosis (Figure 1). Despite evidence of  
under-reporting, pulmonary tuberculosis is the third most  
frequently reported occupational disease in South Africa.7 Below  
follows a narrative of the illness experience of the first author (RS), 
with support and supervision by the second author (LJ)..

My experience
I am an avid runner, and in October 2012, had a goal of running a 
half marathon. The training was going well, except that I had a 
dry cough following a bout of influenza in June. I self-diagnosed 
an acute exacerbation of my asthma due to the recent influenza, 
and increased my dose of inhalers without further thought. 
Training continued according to schedule. When I started to 
have a localised area of wheeze which I could feel and hear in my 
left upper lobe, I became concerned. My general practitioner 
prescribed a course of high-dose antibiotics, without effect. In 
August, a chest X-ray showed a full left hilum. A physician  

suggested that I send a sputum for GeneXpert® Mycobacterium 
tuberculosis/resistance to rifampicin and culture, take a course of 
prednisone to alleviate my asthma, and undergo a repeat X-ray 
in six weeks. As my cough was dry, I did not manage to produce 
sputum, even with the help of physiotherapy.

Eight weeks later, with no improvement in my cough, no sputum 
and new symptoms of chest pain and extreme fatigue which I 
thought were due to a heavy work schedule and training for my 
race, a repeat X-ray once again showed a full left hilum, and also 
fibrosis in the left upper lobe and tenting of the left  
diaphragm. A radiologist requested a computerised tomography 
scan of my chest, which was suggestive of tuberculosis, and so a 
bronchoscopy was carried out to obtain a sample in order to 
make the diagnosis. Finally, I had a diagnosis and could start my 
treatment. By this time, I was so weak and frail I could hardly walk 
five steps without assistance. I joined the queue of regular  
patients in the local clinic to obtain my medicine, and so my  
six-month journey began. My mother flew down from Botswana 
to care for me for two months as I literally couldn’t do anything 
for myself. The professional became a patient. 

Some of the darkest days of my life were the first few weeks of 
treatment. I vomited every day. I had lost five kilograms before 
the diagnosis was made, and a further seven due to the toxic  
effects of the treatment. My liver function became deranged, 
and the pyrazinamide was stopped for a while. It was a struggle 
to get every spoonful of food in. I had a fever that would not  
subside, and I was afraid to breathe too deeply in case it  
triggered a coughing fit, which, in turn, would make me vomit. I 
developed a skin rash from the medication and had severe body 
aches. I lay in my bed shivering, focusing on every breath, forcing 
any food that I had managed to get in to stay down. Even talking 
was too much of an effort. All I wanted was to get well. I was  
doing everything that I could to get better, and taking my pills as 
prescribed, as well as vitamins. I couldn’t understand why my 
body was taking so long to heal, and was despondent at my slow 
recovery.

I experienced many emotions. I felt betrayed by my own body. 
Numerous healthcare workers are exposed to tuberculosis. Why 
had I fallen ill? I was frail, vulnerable and alone. Being in isolation 
didn’t help the loneliness. Even after I was considered to be 
non-infectious, some people continued to avoid me, increasing 
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Introduction
South Africa has 20 456 indigenous plant species of which 2 062 
(~10%) are used for ethnomedicinal purposes according to the 
latest International Union for the Conservation of Nature (IUCN)  
Red List index assessment of South African plants surveyed in 2009.1 
These plants have been used in the treatment of various diseases, 
either as a primary intervention or an add-on alternative therapy 
since the earliest days in our history. The Voortrekker Louis 
Treghardt’s 1836 diary describes the use of natural remedies for a 
multitude of diseases.2 Without exception, visits to traditional 
healers are a familiar activity for many people who rely on ancestral 
knowledge passed down from one generation to the next.3 This 
practice accounts for innumerable hospitalisations resulting from 
adverse effects and drug interactions. Despite this fact very few 
studies have been conducted on assessing the safety of these 
traditional medicines, which continue to be marketed as harmless 
forms of treatment with unsubstantiated and exaggerated claims in 
treating every disease known to man.4 Moreover, legislative 
loopholes exist whereby traditional and herbal preparations may be 
sold without the necessary documented safety, efficacy, or drug 
interaction profiles needed for doctors to be aware of their potential 
harmful effects.5 It is currently estimated that only 3% of herbal 
remedies sold in the United States have adequate scientific literature 
to support their claims.6 In South Africa this value might even be 
lower.

Although local statistics on the use of herbal and traditional 
medications are lacking, it has been reported that approximately 
50% of the population of the United Kingdom and Australia have 
used some type of alternative medicine at least once in their 
lifetime.7,8 Studies conducted in the USA have identified important 

chronic conditions where patients choose alternative medication as 
a means of treatment. These included chronic pain, anxiety, chronic 
fatigue syndrome, sprains/muscle strains, addictive problems, 
arthritis or rheumatism, severe headaches, depression, digestive 
problems, and diabetes.9,10 A retrospective study evaluating herbal 
use in the treatment of hypertension in a rural Western Cape 
community found that other popular uses for herbal treatment 
included respiratory problems, diabetes, and the general well-being 
and maintenance of health.11 A  recent survey conducted on 
traditional healers in a rural KwaZulu-Natal community identified 
some of the herbs prescribed for various conditions but lacked  
detail in respect of the conditions, since the focus was mainly on the 
types and parts of the plants used in treatment.12

Patients are not necessarily forthcoming with their history on 
traditional medicine use when consulting their physician. A 
possible reason for this non-disclosure could be attributed to the 
perceived negative and judgemental response the health care 
worker may harbour towards the patient.7 Health care workers 
are equally to blame by not always enquiring about their patients’ 
alternative medication use. By being aware of the most 
commonly treated conditions for which herbal remedies might 
be used, health care workers could be more vigilant in 
anticipating possible drug–herb interactions, adverse effects, 
treatment failure, or non-compliance issues.13

Aim
The purpose of this study was to identify the most common 
conditions for which patients resort to self-treatment with  
herbal remedies in conjunction with prescribed Western 
pharmaceuticals.
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