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ABSTRACT

The aim gf this study was to i1nvestigate how
traditional healers.operate at Umlazi township with
special reference to their socio-economic status,
systems of working and their problems and future
plans. fhe study showed that there were more male
healers than female healers at Umlazi. The ages of
healers ranged between twenty and sixty—-nine. All

the healers had dependants, although their numbers

varied. Most of the traditional healers at Umlaz:
did not have family members. The majority of
healers lived at Umlazi township. Most of the
healers worked at Umlazi—-SGlebe and “waMnyandu

Statiocn and some used public transport to  their
places of work such as buses, taxis and trains.
There were those who walked to their places of
business. The costs af transport were low, betwesan
RS0 and R79 per manth. The healers could not tell
with precision what their monthly incomes were, tﬁey
did mot keep records aof income and expenditure.
Most of the healers had only primary education andg
their training was informal. Most of the healers
wére once 'emplnyed in formal industries. Working
hours, working days and payment far services

differed greatly. The healers provided more

i



services than the formal healing system., Their main
problem was absconding. Some healers are in favour

of being incorporated inteo formal healing system.



CHAPTER 1

1.1 INTRODUCTION

The informal sector 1is an important component of the
Third World ecqnomics whithrare a result of a very high
level ﬁf urbanization. The emergence of the informal
sector in the Third World countries resulted from the
inability of the mas=zes to be engaged in full production
employment. As Bernstein (1977) referred tao the informal
sector as composed of wage-labcurérS*in—waiting, most of
the peaple who depend on this” sectcr ca not have engugh

money tc feature in tne formal sector.

Seographers have paid more attenticn o - the infarmal
sector iﬁ most of their work. These gecgraphers have
heen concentrating on parts of informal sector such  as
shebeens, street hawkers, petty traders, taxis, shoe-
making, building contractors etc. Rogerson CT.M. has
written The South African Economy After Apartheid. In
this paper he concentrated on aspects such as development
of ufban informal sector. Contributions on this emanated ’
from several researchers into the dynamies of specific
branches of small scale production and distribution. -

Mathur and Maser {1984) have written on urban informal

sectbr. Beavon and Rogerson {(1986) have written an

1



article on 7éupafary Trading for Temporary People, the
making of hawking in Soweto. This paper was presented to
the International Geographical Unicn. Another article by
Beavor and Rogerson in 1986 was The Council versus the
LCosmon Peaple/ which was the case street study in
Johannesburg reﬂated to infgrmal trading. This included
an account of the Council versus the Indian Flower
Seiler. Besides these productive writers, there are many
others who presented work on informal sector in South
_nfrica. These writers,- however, neglect traditiaonal
healing as part of infarmal sector. Dr Tony Cumming f?om
the Institute of Natural Resources, University of Natal,
Pietermaritzburg has wfitten on Herbal Medicine as a
hidden economy. Nevertheless, tha scarcity af work
regarding irnformal healing leaves much w3k far

gecgraphers aspecially in South Africa.

The relaticnship between traditional hegaling and 1nformal
sector has been establishes by many factors.. Firstly the
rural migrants who arrive in the cities have no
alternative except to find jobs iIin urder to survive in
the cities since one of the pull féctcrs behind their
mavement to cities 1is employment opportunities. When
same of those migrants fail to find jobs, they resort to
their knowledge of healing. This in turn helps to

provide primary health care for the people.

2



Secondly, there is a relationship between "geography,
traditional healing and informal sector because the
healing activity has to do with primary health care of
the population. Feopulation is one of the main concerns
of geographers and they tend to look at the influences of
medicine aon it in terms of fertility and mortality. In
traditional -heiling systems some people survive and same
die as the case 1is with faormal, modern medicine. The

result of this has an effect on population growth or

decline.

The surviving population neec to be employed sc as to ke
abie toc meet their-damands of fooda, shelier, clothing
and nhealih care. Sut of this ;opulaticﬁ SCTe mMeEMDers may
not afford formal medicine snc they cepenc oan traditional
hpalers for their health care. Dauskardt {Wits 1990
held that there has not beern sufficient investigation in
traditioral healing in South Africa. ARoccording to him
this Field of activity should be explored, Causkardt
said that traditional medical systems remained an  active

and important saurce of health care provision in

develaping countries.

There is a need for government policies and supportive
legislation tao pramote the linking of traditianal

.medicine to natiocnal bealth coverage. Far Dauskardt the



lack of establisﬁed cuntéct between ttaditiohai- medical
practitioners and health planners as well as the cultﬁral
distance and prestige of competition hetwéen trained
medical personnel and African healers, were obstacles to

integrated health care.

)

In Natal +traditional medicine was legalised through the
Natal Code of = Native Law, which provided for the

licensing of some of the tragitional medical

practitioners {(Dauskardt 1930).

1.2 CHAPTER SEGQUENCE

As chapter one of this stugvy paid more attention on the
neec for more Togus on trad:itional FBesiing as part of the
informatl business, Chapts- two Pprovices a conceptual
framework with regard o the informal sector and
traditional healing. Chapisr thres gives the methodoloqgy
used in the study, the hypothesis that is &dvanced., the
historical background and the geographical situation of

the study area, sampling as well as data collection.

Chapter four deals with the analysis of the findings of
this study and especially with regard to the socio-
ecancmic status of healers under level of educatiaon,

working days and hours, transport costs, monthly income,

4



type of training undergond etc. It alsoc looks into the

guestion of services offered by the healers.

Chapter five gives the evaluation recommendations and

conclusion of the study.



LITERATURE SURVEY

2.1 INTRODUCTION

i
It is very difficult to define employment in the less

developed countries particularly where Agriculture is the
main economic activiiy. tnder-utilisaticn of labour
manifests itself in different forms namely (i) open
unemployment (ii) under—-employment and {iii}) the wvisibly
under—-utiiised {Todarc 1977). Unemployment anc uander-
employment in the less developed countries particularly
in Afriza are most serious. bt Iz estimatsed that about
thirty gercent of the total labour farzes I third world
countries are under—uytilised as a result cf unemployment.

This Ssericus problem 1S made Worse by the rapid

populaticn grawth {Tocdarc 1977:73)

The increased rural population densities, lagging rural
agricultural production, the effect of education, the
incoma inequalities between rural and urban areas etc
have all contributed to increased migration to urban

areas and rapid wurbanisation in the Third World

countries.



The rapid uJurbanisation .in the Third Nnrld .countries
result to serious preblems of wurban unemployvment, lowered
wage rates 1n urban areas, -serious overcrowding and
consequent grcwth of informal settiements mainly
characterised by informal means of making a living.
Among these informal activities in the less develaoped

countries 1s traditional healing.

2.2 THE THIRD WORLD tIRBANISATION
A common angd wellknown praoblem of the developing
countriss is tha narrowness of the home market. The

phencmencn is due, not only to the generaily low income
level and unfavourablie distribution of "incares but  aiso
tne distorted wnualistic economy  (Nyilas L7773, Botih
gutwarcly orientad capirtalists and especially
precapitalist sector set. by their mnature, according to
the Nyilas. limit the development cf 1nternal commodity

2

relations.

Canditions of poverty in the Third World are largely the

result of the cambined operation of monopolistic

structures and the state. The state aggravates this
through 1its economic and fiscal policy. The present
pattern of economic growthn is responsibile for an

increasingly wunegual income distribution and hinders both

7



employment expansiaon and development of the domestic
market for modern products. One agf the principal results
of this is the existence of the informal sector of the
urban economy. The main distortion c¢reated by the
monopolistic structures affect the type of goods

produced. (Santos 1979).
4

Dynamic industry produces for exports and the rich rather
than. the less favoured domestic classes (Barros de Castro
i??l, Volume 1I). The proportion of national‘ resources
invested in goods anc services destined for upper classes
cansumption is at least three or four times higher in
some countries 2.g. 0 Chile 1t is Your times higher %han

in Great Britain traldce 1583;.

The development ot this trerna means greatsr capital
accumuiatiocn, reguction in ThE Orosperliy to consume of
the masses and increasing mongpoliilsation of the naticnel
income by a priviliged few. A VviClowms Cycie is
established., as 1income continues to concentrate, the
consumption of high income groups increasingly
diversifies and the expansion of demand becomes even mare
socialiy inadequate, resulting in the under—-utilisation
cf factors of praduction. The pocor are daubly
disadvantaged for they only have access to the products

that entrepeneurs find profitable toc produce whilst the



production of consumpticon goods decrease. This places a
ceiling on employment and makes available only a'
restricted chaoice of ¢ollaborators in the modernization

process (Santocs 1979} .

Iincome inequal}ties are maintained by a structure of
praduction that oriented towards these sectors of the
economy which are most susceptible to technological
modernization and conseguently the most profitable.
Sinée the capitalist sector is not in a position to
transfer sutTficient capitai to the domestic sector,
persons engaged in this sactor suffer a cumulative

decrease in income (Watters 19&7).

Thz adgption ot an imporied growthn mocei has other
conseaguences for the level aof employment. Eacn new
activity established in  an unaer—-geveioped country

facilitates the creation abrogad of a saigni~icant number

of jobs. Factory construction, raw material supplies,
commercial services, transports and educational and
research activities henevit directly. A recent survey

conducted by the Harvard Husiness School suggests that
&00 00C American Jjobs directly depend on the - foreign

activities of American based multinational corparations

(Rattner 1972).



Dasgupfa {1964) believes that the low wages paid in the
domestic sector of the economy have no effect on modern-
sector wages. He suggests that wages always tend to rise
rapidly in the capitalist sector, even where labour is in

abundant supply.

!
In most less developed countries,. the prices of capital

and labour are not left unaffected by technical progress.
There are many unskilled jobs in the formal sector, for
- ~ .

which labour from the informal sector can be recruited,
the price oaf which is in fixed proportion to the modern
sector. wages though tﬁey are determined by supply and
demand factors in the informal sector. Since demand for

tnis type of employment continuously i1noreases, there 1s

a tendency for wage levels to fall {Frankenhoff 1971;.

The potential advantages accruing TO  wage-g£arners {in
capital intensive activities are not realiseua (Santos
19795 .

Theoretically,. reducticﬁs in the costs of production
obtained through the introduction of advanced technigues
should result in lower prices, higher profits and an
increase in the number of wage earners Svyles Labini
1969). In reality, for prices to decrease, an as yet
unteard of degree of agreement among groducers would have

to be established. Thus profits continue to rise while

10



wages increase only in certain branches and for certain

categories af workers (Santos 1977).

In technaology intensive activities, highly skilled
warkers are paid relatively high wages. These workers
are not easil¥ substituted and this may give them
considerable bargalning powers. Among unskilled 'workers
wages often vary according to the branch of activity.
Nevertheless, wages of skilled workers may be twice those
of unskilled workers (Santas 1977). In South kofean City

af Taegu industrial development has seen the increase in

the number of skilled waorkers faster than that of
unskilled WCrkKers, the latter being progressively
replaced by machlingés. The majority .of workers with

relatively hnigh wages consaquently teng to  increase,
while conditions impending the integration af the

majority of workers are generated (Lee, M.5., 1971).

Economic growih is thus oligarchic and imegalitarian.
The improvement experienced by some 1s not socially
significant, for the per capita income of active persons
increases only 1in the upper inceome groups. Thus
employees in strategic sectors gain preferentiai access
to a larger part of the value of capitalist production in

exchange for their poor entrenchment in a consumption

oriented society (Rands 1970]).

11
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Under these cdnditimns; a iimited expansion of fhe.ﬁiddle
classes and their prosperity to consume éan bé seen"as a
manifestation of the strength and assertiveness of the
modern capitalist sector (Niemeyer' Pinherd 1971).
However, expansion has decelerated recently. - Upward
social mubilityl is selective énd discriminataory, putting

a mare acute pressure aon the wage levels of the lower
classes (Sunkel 1970). Growth of the middle class does
qot make income distribution mare egual, but on the

contrary makes income distributiorn more unequal {McGee

i771).

Generalised commodity production establ:isheg initiaily
through the extension cf commodity oroduction and its
social relations exists where i1ndirsiduals are umnabie to
axist and to oroduce themszs,.ves outs3lde of circuits of
commonity, economy and divisions of labour generated by

the capital wage .iabour relacion anc 1its cantradictions

{Bernstein 1986}. Many peogle in variout indigenous
socipties of the Third World attempted tg resist
incorporation in both its political and aconomic
dimensions, the former manifested through colonial

conquest, the latter through pressures to participate in
new types of praduction and division of labour that were

destructive of their previous ways of life {Bernstein

1977} .

12




No agricultural and particularly urban petty cbhmodity,
production 1n Thiré World economies displays an gnormcué
amount of variation in 1its activities and forms of
integration as the - following is suggested by Johnson and
Bernstein pp.260-261). |
!

"The informal sector or urban petty commodity

praduction comprises the provision of personai

and other small scale trading and hawking, the

preparation of food for sale in the hcme'ar an

the streets, prostitution, the scavenging of

garbage for racycling and resalie’.

Third World economiss are characteriseﬁ oy generalised
caommadity, production no iess than those oY the first
World. At the same time the cCconcept of differential
commoditization or intensity aof commogity production
recognizes that there are different types and degrees of
development written capitalism which , have same
curkespondence with different forms of integration in the

market economy (Bernstein 1977).

2.3 NON-EMPLOYMENT, UNDER—EMPLOYMENT , POVERTY, AND

- TERTIARISATION

The modernization of the economy is accompanied by a

13




Technological .rigidity which, by severely 1i@iting the.
scape of input—substantiability, inevitably inhibits thé
growth gf the formal sector employment. The most
efficient techniqueé for industrial expansian seem. to
have been conceived as if labour were a scarce commodity
(Eckaus 1953).;Such a formulation is inannfopriafe even
in the context of developed countries, and completely‘
untenable in respect of the underdevelcﬁed countries,
moderniiation of this sort produces industr@al growth -
accompanied by increased emplayment problems such that
the creaticn of obs lead tu. the increase in non;

employment {(Singer 1970).

Under monopoliaflc or aopbligopolistic war et conditions
the successtul apsorption of surglus  labour is at its
most di%ficﬁlt. The prohlem of ~en-employment is dynamic
and not static, since monopolistic crganisaticon nas such
a limited ability to provide jobs ang thus drive
praspective workers into other sectors of " the ecaonomy
which are, for the most part, unable to offer either
regular wages or permanent employment. The technical
factors are also important. Larger firms especially the
multinational corporations, are not interested in using
iabour intensive technigques because the larger the 1abouf

faorce thus constituted would represent a political threat

(Santos 1979} .

14



The source of the problem lies in the slow growth of the
modern sectpr relative to population increases in  the
traditional sector, thus employment opportunities do not
expand, per capita incame remains low and may even
decrease. In reality, haowever, there are no two
employment problems in the Third Warld (Meyer 1964). Gn
!
the contrary the labour market is unified though it is

characterised by an extremely differentiated structure

(Quinjano 1974}.

What 1s known as relative surplus population is created
at certaln peoints by the trerng in accumulation 1n each of
the spheres of capitslist proguction. This idea goes
bhack to Marx. for whom th2 relative surglus population
was mage up of labour—oower rendersc sdupertlucus in the
very nrocess 0f ¢apifal  accumulation itseif  (Durroux

1970 .

Thg oreation of indirect employment largely depends on
the technological level of the new industry in guestion.
The wider is the gap between the industry and its new
economic and social environment, the more the concomitanmt
employment ignores the very regions that would most
benefit. It is the large cities of the host country or
the countries exporting the technology which benefit. As

the host country industrialises, urbanization becomes

15



more and more tertiary in character (Santos 1979).

Paoverty is even _ consistent with growth, i1f the growth is
ef recent origin. Currently poverty 1is worsening
everywhere; in underdeveloped countries recently having
embarked Gn th% path to material progress as well as in

thaose which began the process at an earlier date. The

reason for this poverty is that technological
modernizatian produces graowing socilal and economic
disparities. In the name of progress, a Iafge part of
the nations’ rasources Is allowed to those who are

already rich (E.A. Johnson 1570).

The poior carry the heavies:r burden of the Third World
modernization becadse the unempliocoved and other groups at
the bottom of the wage scaie, bear propaortionally more
than otners the social cost of wvarious  development
projects (Rattner 1964)., Such an  indusirial reserve army

is a general condition of capitalist producticn {(Durroux

1970} .

Impoverishment is universal but in the rural areas it
takes on the mast flagrant.forms of social inequaiity.
Amsdem (1971) in analysing the case of Kenva, showed that
the Trelative impoverishment of urban wages had taken

place partly to the detriment of earnings of rural areas.

16



This phenomencon cantinues to characterise tHe under—
developed countries and sa caused, ts the same extent, by
the inapility of the small farmer to pay the price of
even relatively inexpensive technological improvements

(Ardant 19&3).

Iin Mexico, for example, an industrial worker in 1730
earned 393%4 more than an agricultural worker. Ten years
later, the farmer' s wages were 454% that of his rural
ccﬁntergart. This situation has aonly changed in areas
influenced by Third World economic metropolis where the
countryside has been penetrated by industrial forms of
production. The rurai—urban difference in wage levels
exacerbates the exogus from the country to the cities and
towns, to the extent that one can justifiaply speak of a

transfer of poverty from rural areas to urban areas.

The time has long passed when Mpselitz's question
concerning Asian, uwrbanization (1957:48) mignt still
legitimately be asked; the expansion of Third World
citiés can no longer go hand in hand with the massive
abolition of poverty (Hoselitz 1937)}. Morelitz believed
that in the long run, the process of industrialization
would be accompanied by income redistribution in the
cities as well as in the rural areas. However, under the

present conditions, urbanization facilities aggravates

17



inequalities, as (Rattner 1971} points out that ~ economic
and spatial concentration 1is correlated with the paralilel
phenamenon of cumulative poverty within sconomic growth
centres themselves. It has been observes that in
preceeding periocds, the assimilation of migrants into
urban activities took place relatively guicker, as did

i
that of established urban residents (Munoz BGarcia et al.

1971).

Thé proliferatian of Third World shanty towns coincide
with the growth of urban poverty and the acceptance of
imported consumption mpodels. Money ié scarce and various
consumption needs must therefore compete, nsw tastes are
acquirsd througn intensive advertising campaigns, and are

satisfTied oy the expenditure on foog (Frankman 19705 .

At Porto Alegre, in Brazil. Tor examplie, the percentage
cf-shanty town residents has increased rapidly in recent
vears {1 per cent in 19403 3 percent in 195Q;: 13 percent
in 1960). Even in Sag Paulo, the economic metropolis of
the country ”"The Favela” population has increased from 2%
to 4% in 1966 to 20%Z in 1974 (Valenzuela 1970; Shaeter
1976} . in Manilla, the sqﬁatter population has increased
from 3&0 000 in 1962 ta 767 000 in 1968. This tendency
coincides with economic growth. Taiwan, a fast growing

econamy, accarding -to the conventional defination, can

18



boast that one third of its population 1live in- hovels

{Simon 1971).

It is not snough merely to construct accommodation with
rents which are theoretically within the reach of the
lowest wage—earn?rs gr day labourers. 0Often pecople .will
abandon new hDu;ing to return to the shanty town c}oser
to their places of employment, as recently happened in

Dio (Valadares 1972).

The South African sociologists use the term “"Marginal” fo
describe the disinherited masses, the victims of the
evoiution of capitallist roguction. Their aim was to
juxtapose the proglem of  poverty wlth_ the sSo—-calieg
mocernity. Thus the theory 3T marginallty was glaborated
(Quitanc 19742)3 Carcoso 15713 Nun 194%9; Cardona 1%268),
yvet 1t 1s a relatively old term to define a new
situation. Park (1%9Z28) was one of tre first to use the
term marginal to refer to cultural hybrids, to those
living on the margin of two cultures and two sacieties.
Cuber (1940) also spoke of those occupying a peripheral
position betwsen twa unrelated cultural structures,

complexes or units.

There Iis waonder whether the wurban poar recoghise

themselves as marginal {Joan Nelson 1949} . This
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population is not éurplhs in rural areas and is not
super fluous from the economic viewpolng (Bettelheim
125C): Niemeyer Pinheirog 1971). There has beenp a
distortion of the develgpment process thraugh
technological modernization which has prevented the
ecanamic partiqipaticn af that part of the gopulation
which McGee {1272) calls the ‘Frotg-Froietariat’. Gunder
{1968) says that these poor are npt socially marginal but
rejeﬁted, not economically marginal but exploited and not

politically repressed.

2.4 THE NATURE DF THE INFDRMAL SECTOR

The informal sgCtor is  bhighly differentiated from the
formal sector with respect- to its activities. resources
that housenold and individusls can mabilise to pursus
+them and the incomes they cerive from them. The large
numoer af pegple struggling to ga&ain thewr living through
urban petty commodity procuction nas the effect aof
intensifying competition between them, subjecting their
control by a hierachy of middlemen. This increases
precariousness of the ventures they engage 1n and
decreases their incomes and standards of living (Johnsdn

and Bernstein 1977, pp.260-2&61).

In the informal sectaor the conditicns of work, pay and
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supcial insurance are not observed and the workers do not

have opportunity to organise themselves 1nto trade
uUnNions. There 1s casual! and irreguiar wage work,
employment 1n personal services or in small scale
enterprises in manufacturing and services. In Latin

America thsa tezm marginalization has been used to refer
to the effects of modern capitalists industrializatiaon
which, it is argued, provides fewer and fewer jobs
relative to the numbers of those seeking them. Those
unavle toa find regular wage employment, theAmarginals,
conseguently swell the ranks of the informal sector.
forming and increasing proportion of urban population

(Johbnstcon and Bernstein 1982, 2.93).

Informal activities are not caonfired tc empiovment on the
periphery of the main town, to particular occupatiorns or
even the economic activities. Rather, intormal

activities are the ways of doing things characterised by:

{1) Ease of Entry.

(ii} Reliancé on 1ndigenuous resgurces.

(1i1i) Family ownership of enterprises.

£iv} Small scale operation.

(v} Labour - intensive and adapted
technology.
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(vi) Skills acquired outside the fdrmal
schoocl system.

{vii) Unregulated and competitive markets.

Santos (1979) gilves other characteristics of the informal

sector as fcllcqs:

{1} it 15 generally family organised.

(11} Capital is scarce.

{ii1) Hours of work are irregular.

{iv) Prices are negotiable between the buyer

and the seller.
{v) Credit is personal and non-institutional.
{vi; There 1s direct anc persaonal relations
with clients.

{vil} Technology 1is labour intensive.

The informal secigr appears to afver a panacea of urban
unemployment problem, while at the same time providing
scope for the eclosion of local entrepreneurial talent.
The size of the informatl sector 1is impressive enough.
Admittedly, attempts tc asses 1its share of the urban
labour force encounter serious difficulties. Not only is
the informatl sector nearly impossible to delineate, but
many of its workers have reason to evade attempts to

record them. Nevertheless, there can be no doubt that in
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most Third World :uﬁntries a large praoporticon of the
urhan populaticon forming the work force is found in this
sector. Estimates for cities in six Latin American and
two Asian countries suggest that between 394 and 6942 of
the wurban work force is found in the infcrmal sector

(Souza and Torma? 1974} .

The view that the informal setctor provides the answer to
urbgn unemployment problem 1s strengthened by the notion
that the government policy towards it contains few
elements of positive support and promotion, and many
elements of restriction and harrassment as the
International ULabour AQOrganization (I972) mission argued
in the case of Kenva. 1t snould be notec. though, that
“enya gained ingependence only in 19263 ano  that 1is

European setiflers nad established regulations expressly

keeping African enterprise out of tne cities (Guger
1981) .
Throughout the infaormal sector many of those

conventionally described as self-employed are thus in
fact disguised wage workers such as ogutworkers or
commission sellers ar dependent workers who depend on one
or more larger enterprise for credit, the rental of

premises or equipment, a monopolistic supply of raw
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materials or merchandise or monopolistic or oiigunulistic

gutlet for their production (8Bromliey and Gerry 1979).

Any assessment of the prospects for the informal sector
and aof policy options, has to he both specific_ and
comprehensive i.?. has toc focus on particular activities
and those engaged in  them and to take full account of
linkages with the formal sector in particular. Beyond
that, any attempt to alleviate the preoblem of urban
surplus labour is confronted with the prospect that its
very success will 4attract additional wmigrants from the
rural areas. The urban unemployment probiem cannot  be

solved within the urban arga unless 1 is sealed off by a

Break in the rural urban conmaction {(Gugler, 1781;.

Eﬁtry -1in the informal sector 1s relatively sasy since it
15 labour and not capital intensive i.2. labour is the
-kev factor. Since labour is cheap, 1t is not difficult
to start up a business; a sufficient number.of employees
can easily be found because the news cf jJob opportunities

travel very guickly (Santos 1979).

The informal sector entrepeneur does not necessarily need
an education  and business is often done without proper
papers. Iliiterates sometimes have less trouble in

finding a job than those bhaving some education (Tagri
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1971). In an Indian sample, though 504 of unemployed
illiterates had not worked for at least one year, 73% of
those with primary school education were in the same
situation. Often illiterates or semi—~illiterates earn
more than those who have completed some form of education
{Canrvaoy and Katz; Munoz Garcia et _al. 1971).
!

It has been observed that new arrivals in the city almost
always find employment quickly as 1t 15 shown in the

following example of Brazil i1llustrating the waiting

periad between migration te the city and first
emplcyment. It 1s glear that the majarity of new
arrivals in 3Brazil get amployment e=earlier than. the
airzady settled migrants. Ir Sao Fau:a B4.3% of mailes

and 75.8% of “smales with laess tham one month in the ity
were able toc fing smployment. In Americana E7.i% of
males and 7i.2%4 of females with oniy one month in the

city could find empioyment (Hutchinson [963).

In a simplified manner, the intormatl sector sciivities
can be characterised by three types of entry
reguirements. There are activities which regquire neither
capital nor skills, activities reguiring small quantities
af personal or borrowed capital and finally those
requiring both skills and capital. The second type

includes domestic activities, the first commercial as
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well as other tertiary activities and the tbird group

cansists essentially of artisans (Santos 1979).

The informal sector activities present some important
cantrasts with agricultural petty commcdity praduction.
The first is Ithat urban economy presents much iess
opportunity for sources of cubsistence income, compared
with farming or animal husbandry. Accordingly, with
urban petty commodity, production is generally more
intense in the sense of the flow of commodities in both
conditions that it typically entails. A second point of
cantrast 1is provided by what is termed free entry
activities in the urban informal sector which means ways
of trying o gairn a livelibhood that reauires iittle
investment of resgurces or technica: skills. Such
activiiies include small scaijie hawk1limg and trading,
selling newspapers or cigarettes on street, washing cars
or clothes, other kinds af clsaning work, porterage
around market places, the scavenging and recycling ot
garbage, prostitution and soc on. These free entry
activities provide a minimal means of survival for large
numbers of peogple in most Third World cities. These are
often pursued by recent migrants to the city and cthers
who are unemployed in order to get by while they look for
regular wage work. If one sort of activity is going

badly, they can try to switch to another without losing
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precigus resources in the process (Bernstein 19775,

At the same time, tne mobllization of resources  for
people in great poverty involves costs that conmtradict

what an oautsider may consider "Freedom" of entry into a

particular secy{or af activity. The story of an
unsuccesstul attempt by an urban marginal in (Cali,
Cgolombia to establish himselT an i1ndependent scrag

merchant which invalved seliing almost all his thousehold
meagre possessions  tgo raise some  Wworkipng caplital has an
epic quality of struggle reminliscent of the struggle of

many poor peasants tc Cling an to 3 gpilece of land

{Rulsgue—~&Glcairne and Bromley L7979},

The central imporitance of land as means of groduction g}
agriculture, the value assoclated with land in  peassnt
cul tures and the attachment of peasants tg their land,

11 very diffgrent from the intense spatial  and

ie]

areg
gccupaticnal mobility af  urtan free entry activity

{Bernstein 1977 -

Not all! small scale commodity production of course,
manifest this intense flux. Small scale engineering and
metal work;ng carpentry, building, shoemaking and
tailoring or the repair and servicing of machinery

require relatively high levels of resources, special
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premises and stocks of tools and materials as well as
specialised skills. It is from activities of this kind
that a minoriity of petty commgdity producers mighf
accumulate capital to the extent that they can themselves
become small capitalists, expanding their scale aof
production throqgh employing the labour of others in the
same way as the rich peasant capitalist farmers of the

Green Revolution (Bernstein 1973}.

Harts (1%973) argued that the 1informal sector provided a
wide range of lcw cost, labgogur intensive competitive
goods and services and recommended the promotion of this

sector {Gugler 1981).

Z.5 THE RELATIONSHIP BETWEEN FORMAL AND INFORMAL SECTOR

The difference between the formal and informal sector is
one reason for the emergence ocf a critigus of large-scale
industry similar to the populist critique of* large scale
agriculture. Perhaps the best kKnown 1s that of
Schumacher (1973). In his boogk "Small 1s Beautiful”, he
represents a critique together with a plea for a new kind
of labour intensive, small scale industry that he calls
Intermediate Technology. Schumacher not only arguss in
favour of a technology that uses labour but one that

produces better work. He writes in favaour of a wide
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ranging craft approach to work and against fragmentation

of work that produces alienation {(Weld 1988).

The so called informal sector enterprisedg often grow in
the interstices of formal sector enterprises whether in
rural or rapldl¥ growirng urban areas of the Third World.
Scmetimes they have peen made to grow at least to survive
through massive state assistance (Schmitz 1%82).
Dualistic conceptions of the Third World s=tonomies have
long bes=n currént. An early distimction was hetween the
moderns  1ndustry and traditiocnal artisans, but the
unsatistactary naturs of these levels bDecocme obviocus.
Mocdern activities SUC as Servicing &nog repaitring
imoorted auiomobiies or felevision sais, a8  frequentiy

carried oOut 1In a4 Jguite tragiticnatl MarnnNeEr lLa.&. 30 STail,

noariy soulpped shops (Gugler 198Ll.
In the 1960s, reEnewec atienticn was drawn o the "Murky
sector hecause in Country after country* substamtisl

additions to the urkban labour force failed to show Up in
employment statistics. While there was also an
increasing recognition that a large and growing number of
people were engaged in enumerated activities, they were
thought to be working 1In the service sector. However,
statistical enumeration Is primarily a function of size

of firm s workforce, and small enterprises in the primary
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sector e.g. perli—urban gardening and in the secondary
sector shoemaking for example, are Jjust likely to go

unenumerated as are street vendors (Gugler 1981;.

The new terminoiogy which distinguishes informal and
formal sector wgs presented by Harts {1973}). On basis aof
research in a low income reilghbourhood in Accra, Ghana ,
he emphasized the great variety of both legitimate ang
illegitimate income opportunities available toc the urban
poor. McGee (1976) explored various apprgaches towards
what he cslled ‘FProtoproistariat . fne response  to
Hart s plea that a hkistoricail, crcssucuiturai ccmparison
cf urbDan seconomy 1N tne oevelopment orpcsss must grant a
glace into the anaiysis afT informai =e2ecteor as welil as
formal strugctdres was rctohing £s5s Lhait overwhelning

Rt
F

{Bermsteir 197

The i1nterrelailon of the formal anc informs. sectors  1s

&

strikingly illiustrated 1n Birbeck's (1979 aceccunt of
garbage pilckers in Cal:i, Colcmbia. The largest
propartion of potentially saleable garbage is colliected
and started on its way by garbage pickers working on
their own and most of their production is destined far
large factories. In the paper indusftry waste paper

provides a third raw material reguirements and some 60%

af that waste paper came from individual pickers. The
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garnings of the majority of pickers are about a third of
the lowest wage paid by the majar paper company, and they
are neither assured of a fixed and regular income naor
enjoy employee and scciai security benefits (Gugler

i981}.

Quijana (1974) maves opeyond the two sector distinction
and explores the articulstions in a three sector model
for Latin America. Mongoolistic formaticons aominate the
manufacturing sector, they are oriented towards complex

technology imported from 1ndustrialised countries and

tend to exclude labour. AN intermediate ievel aof
~ompetitive manufiacturing and artisan proguction nas
neither the stability. nor the gapacity of expansion

necessary to admit in a stanle way the labour force that
assemoies arcund .t o9r tc ratain that which 1t already
has. Finally, a marginai mole lacks statcle access o
hasic resources o7  procuction that serve the dominant
levels of each economic sector, under such cenditicns the
occupations and mechanisms for their grganizatian can
operate only around residual resources and for the most

part residual activities (Bernstein 1977).

In posing questions of the possible implications of
recession for South Africa’'s informal economy, 1t 1is

necessary to understand clearly the relationships between
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the formal and informal sectors. Follaﬁing the
definitions wused 1in the recent ssriss gf innovative
studies led by Al Jandro Portes and Benton 1984, Pories
19853 Partes and Johns 19845 Portes and Sassen-Xcob 19873
the concept informal sector will refer broadly to the sum
total of income} earning activities with thes excliusicn of
those that invoive contractuai and iegaliy requlatced
employment {(Portes and Sassen—Kogco 1587 . Ix 15
contended that whiles this definiition snCcompases criminat

activities, the term 1% customarily 1ilegal Suo in which

1
T
b
1n

'e]
iy
ot

the production andc excharge escal reguiations

(Fartes anc Sassen—kKoco 1787 .

st thme Quisst, 1t MUST JE aDpreciadlec Lnat the Givision
hetwsen th=  formal and LT ormal SEL LI 1T Entirgiy
artificial. The growth and tompliexisn o7 the  intormal
z=ctar does nat AcCUur 35 a torm of Jevelsagment wiilch Ly
in  same way ocivorced from that of The formal  ssctor.,
Indeed, it nas opeen suggest=a that the sirfre and

composition of the informal sector 1s the ccornsegusnce of
the simultanecus functigning cf two differsent econamic

processes (Gilbert 19843 FPortes and Sassen—-Xaob 1987 .

In  the sphere aof production, it has been shown through
several studies in the developing worlg that manmy sectors

of formal industry sub-contract the more labour—intersive
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parts of production to infarmal or backyard manufacturers
(Gerry 19??, FPeattie 19835; Portes, Blitzer and Curtis
12885 . dnderpinning this gattern of informalization 1n
manufacturing has been the juxtaposition of an exténsive

labour legislation, frequently copied from that of the

advanced countries, and abundant labour sSuppiy {Portes
/

-

and Sassen—Koob 1987). Together these two factors nave
meant that formal ssctor manufacturing snterprisss have
Eoth the inventive and the faciiity to by-pass the

regulators constraints on the use of labour (Portes andg

Senton 198B4; Porites ang Johns 17845, Thvroughout the
develigoping worid there is gereralisec rgsisztance  ameng
moCern SeCTor S2MpiIOyYess = INCrEasLng 4 Caontractuaiiv

iabour Toroe That ~3l3eEs CUesT= &Na decresases

7.6 INFORMAL SECTOR A5 REFUGE FROM DESTITUTIBN

The conventiomai wisdom in much o©f the writings on the
informal sector is  that it functions as a refuge from

poverty, an alternative to destitution for those deprived

of access to faormal sector emplayment (Moser 19845. in
other wards the burgecning aof an inftarmal sector,
especiaily in the rapidly grawing cities cf the
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developing countries is viewed as inseparasSie from  the
fact that the informal sector is not growing at a
sufficient pace to TFurnish an  adeguate volume of work
apportunities. Accardingly thoss parsons unable ro

T

sepcure a foothoild in the formal ector activities as

Ut

means of surwvival {Fortes and Bentcn 19843 FPortes and
f !

Sassen—Kaock 1987).

Within South Africa’ s

Baontustans much of the current rapic sSxpansian of  an

informal ssctor i1s inseparacie from Lhe arrested
devaigoment Or &Svel demize ot orhe Tormai SELTOFr wWhloT 1o
simply fnot SXpanging at & 0 sutfuliclent gpace Lo aosors
moTEniia: Joa SEBKETS ans LEETTdrt L7350,
5 i BT s i15e =T Lhs i _mZEr o smployed
SCSulsat® Im 3 TiLLaTICn whers® Lhers S«IlE0E litnie gr ng
Scial weliars SegppSrt IAS8Y 1 Ta0lyY . OB ZCZOr ars Cranwn o
Exs ot a UV IVAL SH IS TIENCE im oo 37 = range of
Jracarious or low Lhcome marginas L ToFmal nilches

(Rogersan and Beavaon 1980 Maacorg L¥33: Krige 193Z;

Natrass 1987).

Many of these marginal survival Income n

[
r
or
m
n

including

begging, petty theft, prostitution, gar

wp
f
[t8)
m

—piLgking  or

i.

beer-brewing clearly woculd fall ogutsigde the range of

those more sccially acceptanle informal sector activities
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which the South foican state is currently trying to
stimulate (Rogerson 1987;. Nonetheless, the continued
grecipltate decline 1n the formal economy, with major
retrenchments 1In manufacturing., constitution and many
spheres of service éctivity compels many af the poor to
seek out wavys ?f weathering a r2cessianary climate even
through such soclally less acceptable informal sec tor

income activities {Booth 19846, 19873 De Kock 1984, 1987).

DOMESTIE ACTIVITIES

tJ
o
(=

wage labour constltutes one of the mast

[N
[

Domect

rr

v types of servicssz and provides adch employment.

|

mporta

(=3

Mo than pther services, i1t assorbs  large numbers o

Bl

=
Mmigrants. A survey  undar

domestic activitiss cCcomstituted & 2 3inGi@ most Llapgriant

ang common  i1nlftlal occdpation in thne  3amgi2 whilst  the
other qQCcupations menticrsd were irade.,. Same ather
services and crafts. Also in Calcutta, the small shaop-

owners made up 11,8% of established city residents and 8%
of migrants, by contrast the percentages were 8,3% and

17% for domestic activities (Sen 19&0).

2.6.2 TRADE
Commerce is another large employer. This can be partly
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explained by the small amount of capital required for
this activity. Morecver, capital can be obtained easily
through personal credit in gither casi or kind.
Experience 1is not necessary and taxes can be easily
avoided. For example, 1in S51lerra Lecne, whilst a large
scale shopkeeper needs several thousands aof leons (aone
leon 1s equal to $1.20) to set up a pusiness and where a
licence to operate a service station requilires capital of
one miliion leons, a small-scale shopkeeper needs anlyh
from five ta ten, a hawker from five o twentty and a

market wvendor from one Lo twenty legrns {(lsaac 1971).

&mong the marxket wvendors guestichned in Fgro Jameson,

Rhodesia, 464 nad less thnan & weend EXaErlEnce . Sother

L3

(W]
]

1942} . In  whe Cgpoertslt 824 of e shaopkeepers had

ion and 74 nad less Lhan orne

!

never tad anoither orofes

vears experience (Miracle 196%;.

In Mexico 26 00C urban shopkeepers “ad not bought the
necessary licence {(Benguin 17707}, in Accra, Ghana 1n
19466 only S5 Q00 cut of over 15 000 market vendors paid
full tax for their stalls (Lawson 1%67). In Peru many
municipal authorities do not <oliect licence perﬁits and
taxes are only paid after a certain tyroover is reached
{Brisseau-Loaiza 1972); thus the smaller the business,

the easier 1t is te avoid taxes. Market trade is
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particularly wundertaken by women, this being- true of
Latin America, Asia and especially Black Africa. The high
percentage of women 1n the Laotian secondary can be
explained by the law whigh prevents foreign men fram
owning factories, the women merely ocperate as a front faor
their Chinese Dn Thal husbands (Lejar 1971;.

2.46.3 ART ISANS

The advent of mass consumpiion society and increases  in
industrial production have diminished craft acttivity
throughout the Tnirgd Worid. This type ot activity 1is
much more vuinerable to zhe nfluxk o mogern  proaucts
tate the countryside ang smail towns 1S3y 17685. in am
urian milieu, angd specificaliy I large cltiew, —raf-
activities are ostisr palg and aisc Diay an imporiant
role among the mecern activities. Since 32l amplayment
cr family activitisse are ofiten cCarried cut in the home,
tares can easily be either psrtially or foctalkiy avoidedg.
Moreover, these activities reguire iittle eguipment and
what 1s used does naot need to be constantly updated.

Though artisans are sustained by laecal demand.’they are

also able to acdapt toc demand fluctuations {(Santos 1979).

Certain craft professicons have large numbers. Tailors and

dressmakers are fogund 1in great numbers, especially where
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industry is limited and the price af imported éeady~made
clothing is high. In a sample of 755 working individuals
in Bangui, 146 tailaors were enumerated, 416 ogut of I 526
self-amplayed merchants and artisans in the native
guarter of Leopoldville {Kinshasa) approximately 300
tailars of the % 400 working 1in various craft activities
in the small southern Indian caity of Tindivanan {Charleux
19270). At Onagadagou, Upper Volta, there were 400

tailors of the 1lé6 Q0Q workers (Pallier 1972;}.

2.7 INFORMAL SECTOR CHARACTERISTICS

Conditions uncer which modern economy cevelgos and
the existence of a4 massive and oregaminantliy pocr
urban populaticn, cContinually expanding &3 @more and
mgre rurai migrants arrive, resul ts in the

maintenancse alongside {he mocern circuri, Of a non-

mogdern ecconomic Sircult consisting of sSmail  scale
marufacturing and crafis, smali scale trade, ang
many varied s8rvices. Small scaie production and
trade are based an the buving, selling and

transformation of small guantities.

{ asserde {(19583) described the smail scale trade in
African districts of Librevilile, capital of Gabon,

as Unkempt Iittle shops where- cigarettes and sugar
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cubes are often sold individually.” Fémily
enterprises and self-emploved individuals are the
rule. The amcunt of capital invesied is limited,
technology generall out of date or traditional and
the level of organization primitive. Profit
margins, howevgi, are high and many Jobs are
avallable. Since the system 1is based on non-
institutional credit, cash 1s constantly in demand.
Advertising expendilture 1s almost nil arnd few
merchants bother tao arrange thelr sitorse wWINGCaws

(Porites 1987;.

In this econamy debis are much more commen than bank
deposits ang wher: "Classical unemployment 1Is
unknaown”.. The organization of tne infogrmal ssctor

has oeen 1gncrad by many wastern spservers, deterrag

oy its apparently irrational anra 1licgical

1

managsment, contraol of opsErating cocsts and grecise
knowledige of gprofits is uncommon and hook bkeeping
practically non-existent (Santas 1979). Lisa
FPeattie (19468) noted thait 1n a shanty town of Ciudad
Guyana none of the businessmen kept accounts, nane
of them are capable of doing so, and naone of them
are able to tell with precision what the sales were.

This does not necessarily mean that they do not

understand the general outlines of their econamic
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situations. While good management facilitates larger
profits, it 1s not essential for a business sirvival

(Orlove 1969).

The transport system of the informal sector is often

ogbsolete, the truck, of course, is the primary means
!

of transport, although its use may be limited by

rocad conditions, cost  and lack aof merchandise
requiring shipment. filso animals and man himself
are goften used for transport (Santecs 1779). The

equipment used iIin the informal secicr 1s generaily

of poor gualiity due to the scarcity of Capitei. The
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sewing machine repressnts the ¢
the taiior, Sut 1its relatively blgn agricse  cotiaen
forces Lm TS rent Jne  duntii ne Can purcthass a
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19635 .

Craft production, the skills which are often passed
from generation to generation, generally employs
obsolete methods. For example, in Colombia, 47% of
the leather workers of Medelin bhad been trained in
and continued to use traditianal techniques. Each
praoduction wunit has limited product diversification

and produces 1in sSmall quantities. Fifty—-three
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percent of the artisans made only one article -and
fifty—six percent worked only when they had firm

girders {Uribe 2t al. 17465).

In the informal sector most cammodities are recycled

and Iittle is wasted. Lavoisier's farmula abtout
!

S

matter fits wvery well 1in the informai sector
activities "Nothing is 1ogst, nothing Is created,
everything 1Is transformed. ” For example, old
newspapers are used for packing, scrap pieces of
wood are made 1nto gdiaries, metal boxes are used to
make Tflower pots. Clothing 1is handed down  from
father to son or from the glider too the younger
brother, whether or nct the article was loriqinaliy
bought s=2cond-—nand. In  Lima, 1t has ceen obsearvea
that sven the clothes of the dead oeagpie are sold aor
re-used and that expioivation of the city garbage 1s
a sogurce of income for 3 000 people (Santos 1%79).

In the literature of the Third World urbanization
the informal sector is called the Tertiary Sector”.
Tertiarization ‘is the term now used to define
activities and employment situations resulting from
urbanization (Santos 1979). Some of the writers

have critized these terms. Myraon Frankman (1969)

points out that the definition of services greatly
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varies. Casteils (1972) on the other hand considers
the term Services misleading. Pespite this
criticism, the expressions JTertiagrization, fertiary

and Services r2main in general use.

The expressiocn %Duer Circuitlt appears to smbrace much
more of reality than the term tertiary sector. The
icwer circuit is mcocre of a concept than a name, far
it describes the result cf a dynamic process ana
includes services e.g. Transporit and Domestic
Activities) as well as craft forms of manufacturing

{Santos 1979).

The Marginali Pole of Economy Gy Guijanc ViS4

= the primibive taertiary SECTOr Oy DRaujel—

e

Cai
Garnier (1963 and the revuge tertiary Ly Lambot
(1949 1s a fundamentai =element of fhird Wgric urban
1ife. I+t+s i1mporrtance lies in 1TSS rolisgs a5 Doth a
*pole” gf attraction and a “sponge” for migrant and
established residents both of whom are seldom apile

to find employment in tne modern circuit.

The term small industry takes the number of
employees as its Dbasic criterion. Fryer (1963) far
example, praposes that small industries in Malaysia

be considered as having less than fifty employees or
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less than twenty of machines are used. In Brazil
the National Development Bank classifies small
industries as having up toc 99 emplovess {B.N.D.E.
1966) . Kusmin {(194%9) suggests that fifth emplovees
he the upgper limit while Dwyer and Lay Chuen Xan
(1967) place smgll industry betweeﬁ twenty and fifty

employees.

The problem of a3 sitatistical definition stems from
the gifficulty of defining the " criterion of
smali iness (Fisher 1907‘; Stanley (1964} preters a
definitiogn whicn strasses functional characteristics
and attempts to avoid any confusion S2cween small

scale 1naustiry anc 2nterprises haviing iccal marxet.

Smalt industey incluges all smail scaile
manufacturing such as smali factory ang non-Jactory
progucers of the manutactured goods, Todern and

traditiaonal enterprises, harngd and machine types of
production as well as urban and rural
establishments. They recommended that
aestablishments with one to nine employeses can be
called 'very small industry’ and that this class of

producers be included i1n statistics (Stanmley and

Morse 1962)
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2.8 EMPLOYMENT AND ACTIVITY MULTIPLICATION IN THE

INFORMAL SECTOR

The informal sector absorbs recent migrants and long
term urban residents who lack either capital ' or
skills., These /people are able to obtain employment
guickly although the jobs they find are generally
marginai and insecurs. The upper and midd:ie classes
tend to use more services when manpower 1s cheap,
witich together with fractiomalization of both sobs
and erterprises, multiplies certain emplovyment

possibilities anc accommodates a larg2  "umber of

emplayment seekers such as  sheoemakers, tairlors,
small grocers and sirest vendors, Cick¥sitaw and Caxl
drivers, CoAsSTrUulTicn warkers, shos [ Ne"%S, drawse’™s
of water, night watchmen; grand Ggys anc cousenold
servants. The s:ituation irn Tainis whsre sixty
percent of the &actiive populailicn suscsists on gay to
day basis substantiates this hypothesis L(E::i«;er—t
1970} .

The ramifications of the lower circuit's
distributive systems are extreme. Geertz amusingly

illustrates this for Java; "perhaps the best, Iif
slightly caricatured image of a highly labour-—

intensive trade 1is that of a long 1line of aen
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passing bricks from hand over some greatly extended
distance to build slowly and brick by brick a large
wall” (Geertz 1963}. The lower Circult division of
labour exists though different from that of upper
circuit, in the lower clircuit this entails
fracticnalization of activity and its corcllary the

{
multiplication of jobs {Santos 1%79).

The infaormal sectgr activities, and particularly
commerce, are carried ocut in a very large rumber of
small sizeo enterprises. One research worker, on
seeing the number ocf barbers in a Latin American
shanty towt, cguld not dundsSrstang how these two-
fnundirad PJErsSONS CoU.C pPESsSidly farn  endugt ascney Lo

survive (Dirlove 1969;.

The 1inTormal sector, bzsidss bBeing a8 refuge Tram

tianm, alsoc multiplies its activities. Snce

gdestits .

[

an entreprenedr  needs pottles and cardbgards to
carry on his business, then some peogle may engage
in ceollecting these and even empioy people to take

them to places where they are needesd. Anather

impaortant part of iInformatl sector is traditional

healing.

2.9 TRADITIONAL MEDICINE
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2.9.1 THE REGION OF AFRICA AND THE REGION _OF

SOUTH EAST ASIA

2.%.1.1 THE AFRICAN REGION (DR. C. RAMANOMISOA

1978)

¥
The gradual development of traditional medicine
activities in the African region and the decision to
encourage them arogse from the political events of
the 1960s. With the advent of indepgendence,
Africans felt the need tc readiscover thelr socio-—
cuitural identity, tragiticnal medicine as  an
integral part of theig heri1tages benefited

cuntain—nead particuiar.y oDEcause the

imrasitants nac nevsr  stocpged  mar 10g iz==s  of it
desslis the introduction of maoern meciTinse Sy
colonial SOWers. Moersver, 2ConNogmIs cirzwnstanceas

mace impcrited technigues ang arugs 1255 and 1855
accessible, forcing the authorities to take »a fresn
iock at the problem and study the possioility of
using Etraditional medicine to i1mprove the nhealth

situatian.

It was, however, necessary (o convince the political
decision—makers that traditiaonal medicine had

something ta offer, *for whatever the technical
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validity of a health preogramme, the success of its
implementation 1s governed tc a large extent by
political decisions. The FAegional Committee for

Africa forwarded the following resolutions.

In resoclution AFR/RCZ24/Ri4 the Regicnal Committee
/

decided that the topic for the technical discussions

at 1ts twenty-sixth session Iin 19764 woulid be
"Traditional Medicine and its role in the
development of Health Services in Africa”. The

inclusiocn of experts in traditicnal medicine in the

=1 set up in accordasnce with

-t

regional level pane

resglution AFRA/RCZISARE was furthesr evidshce oF the

~N1ShH to Bring this nertags hac = into Tavaour.
Finaliy resciuticons AFR/RCZE/RI Lhvitea member
states and worid Health drganizatlc o Ltake

approariate steps Lo ensure the use of gscssntial
drugs ang medical plants of the tracitional
pharmacopceia S0 as ¢ meet the basic needs cf the
communities and ensure the development of the

African pharmaceutical industry.

Following these resolutions, the Regional Office has
given strong impetus or momentum to the traditional
programme at both regional and national level.

Different member states are endeavouring to set up a
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mechanism for establishing close collaboration
between the traditioconal and conventional systems and
are making efforts to train and supervise the
traditional practitioner sa as to improve result

and cut out harmful practices.

Three periods can be distinguished in the
development of +traditional medicine in the African

countries. These are:

2.9.1.1.1 PRECOLONIAL SITUATION

This was the prime pericd for tne tragdlticnal
practitioners, wiren Nealers, TErlshirsts ana
Tragitignal midwlives praciigced their aitts irealy and

were 1in  any case sgle  guardians of  the peoples
heatth. Unfortunately, very iittie nformaction has
come down  to us. Knowledge was passed on by
invitation within tha same family oOr at most within

the same clan. There was o writter reccocrd of the

practices. The technigues of diagncsis and
treatment were kept secret. The only informatian
available cames from reports of the early

missionaries and explaorers.

2.9.1.1.2 COLONIAL PERIOD
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This was marked by the introduction of the colonial
powers’ own Ccivilization, religion, medicine and
technology. The primary aim of +this modern or
western medicine was to look after the interests of
colonists in the urban centres ar at most within
area with quonialist enterprises based on
agricultural or mining potential. Priority was
given to the hgalth of troops, civil servants ang

native labour.

During this pericd {ragitional medicli@. which was
repressed by the authoritises, went underground. By
tacit agreement, the prac=zitioners and IO users

hat such activities wWent o without the

3
1]
|8

m

ul
C
B
il
rr

kncwledo=s ¥ the asuincrities. Im mestT couniries

v}

thare were therefare two paraltiel forms 07 TeRdicine:

(i} A official form Yo which a smallil
fracticn cf the population haa
access.

{ii) that used oy the bulk af the

population in rural areas remate from

the towns.

2.9.1.1.3 POST COLONIAL PERIOD
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The era of independénce brought a gradual change in
the above situation. Traditiaonal medicine recovered
its former status 1in many countries and there were
several attempts to bring about recagnitian,
official status, harmonization and colliaboration. A
review af the aresent situation has not been easy
because for several countries, precise statistical
dat; has not been compiled and analysed and the
situation regarding traditional medicine 15 still
v
based on caonjecture. However the collection of

relevant information has been 1initiated by a number

af governments.

2.7.1.2 SOUTH EAST ASIA REGION (DR. HABIBUZ 1978)
The 25th World Healtn Assembly recommendesc asciion toO
encourage the development gf healtih tgars  frained to
meet the health needs of <the popuilaticon, i1ncluding
nealth workers for primary health care, taking Iinto
accagunt, where apprapriate the manpower wresgrve
constituted by those practising traditional medicine
(Resolution WHA 29.72). In persuance af this
recommendation the Regional Committee for South East
Asia regarded the regional director to arganise
seminars on traditiomal medicine to enable member
countries tao exchange information and experience

about their respective systems of medicine and
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discuss approaches far the best utilization of these
systems 1n the provision of medical care to the

population aof this region (Resolution SEA/RCZI/R11).

In May 1977, the 30th World Health Assembly adopted
resolution NH@30.49 an the promotions and
development af training and research in traditional
medicine as an activity in the overall prcocgramme of
the organization. The WHO Regional Committee for
South East Asila, by 1its resaoluticn SEA/RC3IC/RII on
traditicnal systems of medicine requested the

regional directar:

(1} 0 take steps “For tne Implieme~tatian
o¥ the resclunions reisating o the
promotion and gsavelopment of training
and research in traditional mecicine.

{13} To provide facilities for Lhe
necessary training in tragltionai
systems of med:icine to health workers
and to prepare protocols specifying
the training, role and utilization of
the manpower available in the
traditional systems of medicine in

the basic health care programme.



The Internaticnal Conference on Primary Health Care
held in Alma—-Ata 1in September 1978 discussed the

raole of traditional medicine 1n primary heaith care

and make recommendations for the promotion and
development of traditieonal medicine where
appropriate. !In resolution SEA/RC33/RS on  drug
policies, including traditional medicine, the

Regional Committee requested the regional director
inter alia, to continue assistance and technical co-
aoperation with the counrntries 1in the sevaluation,
utilization and standardizatian of traditiognal
medicines used in primary healtn care. in  training
programmes and in the disseminaticon of reievant

infarmation in the field ot fragltional medicone.

& WHO irnter—country project was started o 19Y8  to
collaboraste with countries 1n the South =Fast As1a

Region 1n:

(1) promoting and developing traditional
systems of medicine.

{i1) making maximum use of practitioners
of traditional megicine for
increasing the health coverage with
particular reference to primary

health care.



{111} providing training for trainees of

prospective traditional practitioners

In addition tc providing a number of fellowships to
teachers of institutions of +traditional medicine in
Bangladash, Negai, Sri Lanka and Thailand, a
significant number of institutions in these and saome
other countries in the region of South East Asia
have received sets of bcgks on traditionai medicine
in primary health care.- Another 1mportant activity
was the holding o©of an  inter country consultative
meeting i1n New Delpi 1in Aprii 1979, The meeting

itisted the following as constraints In the use of

traditicnal medicine.

{1l inadeguate kKrnowleage of modesrn
methoogs of preventive and promotive
heaith care amang tracitiponal
practitioners.

(i1) Lack af hamogenity between
traditionai ang modern methods 1n
this field.

(1i1) Insufficient knowledge on the part of
traditicnal healers and even trained
and qualified practitigners in

different aspects of curative and
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preventive health care.

(iv) Absence of standardization of
traditional drugs

(v) Lack of active involvement af
traditional practitioners in many
/
heaith care programmes supported by
adequate referral systems.

{wvi) Lack or organization for the
praocurrent and supply of raw drugs
ang compound formulations,

(vil)} Nan~-avalilability of basic guide boaks

and manuals on common aliments.

{vi1il} Lacx ofFf adequate information aind
mutual exchange of infarmation
between practitiocners oT mogern
medicine and chose af traditional

medicine.

Taking note of the inherent advantages of the
traditional systems of medicine, the meeting made a

number of detailed and specific recommendations in

regard to:

*{1) The use of practitioners of

traditional healing in primary health
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care.

{ii) Their training including that of
traditional birth attendants.

{1i11i) Directions of research 1in traditional
medicine

(1v) Exchange of information
J

(v} Collaboration between countries and

varicus international agencies.

In the implementation of the wvarigus resciutions
adopted by the Hegiocnal Committee, a numoer of
short—term consultants were assigned for vairiaus
perisds to study the situatico in respect cf
traditionai: meglicine 1in ninev courtries ot the regicn
i.28. Bhutani. Dang:adasn. Surma, india, Imcones:ia,
Maldives, Sri1  Lanka ang Tha_iand. in general, tre

tasks assighed to Lhem weres:

{1) to investigate the place that
traditional medical preparations have
in ongaoing or pianned primary health
care programmes and activities.

{ii} to repart on the training cof grimary
health care workers in the use of
traditional medicine and  suggest

improvements as necessary.
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(i1ii) to study the Tactors that determine
the availability aof tradit;cnal
medicines at the primary health care
level and recommended measures ta
improve the situation as necessafy.

(iv] to compiie a list of traditicnal
medical herbs in different countries
of the region so that each country’'s
experience could be ot mutual
benefit.

(v to identify individuals and
instrtuticns which may be capable of

carrying cut research in tragitional

medicing a3nc to stimuiate  natilonals
Lo suomiit  gprotocols for  research 1
the &rEas af oriority Already

indicateg Oy the Regionar Advisory

Committee of Medical ressarcn.

Since the ongoing inter country project became
operationai, several countries 1In the region have
taken active steps in developing a national
pragramme in traditional medicine, Burma and Sri
LLlanka being the mgst praminent in  this respectk. In
Incdonesia and Thailand some traditional medicine in

the basic rural health service structure at the
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health post level are being studied-

In the meantime, another inter country project
(Medical Herbs and Ayurvedic Drugs) funded by the
United Nations Development Programme and meant for
the Vleast deve}oped caountries became operational
during 1980. This project had limited objectives to
be achieved by 1982 in three countries i.e.
Bangladash, Butan and Nepal. Continuing support for
the ongoing intercountry project will be reguired to
sustain these collaborative activities in the gther
coguntries of the region such as Burma, Irndones:ia,
Maldives, Sri Lanka and Thailand angd Lo praovide
further incentive to tne WHG/UNDP programme 1o

tragiticnal megicine in Bangladash and Nepali.

Z.9.1.2.1 THE FUNCTIONING OF MAJOR SYSTEMS OF
TRADITIONAL MEDICINE IN S0UTH EAST ASIA

REGION

The major systems of traditicnal medicine in this

region can be classified as:

(1) Formalized systems of indigenous

medicine which include Ayuverda,



{ii)

areg

country.

Siddha, Unani Tibbi, the Chinese
system of medicine and the Tibetan
system of medicine.

Non—-Formalized Traditional Systems of

Medicine that is practiced by
hfrbalists, bonesetters and
practitioners of thaad {element
system) home remedies and
spiritualists. Almost all tha
countries in the regicn have

recognized the traditional systems of
medicine and ares making eftfarts to
utilize the practitioners in  their
mealin care geiivery pfogrammes.
Presently 7230 000 practitigners of
traditionat zystems of mecicine are
found in the regiocn. Beiow s a
discussian of the functicning In  each

of Lthe countr:ies, n

Z2.9.1.2.2 BANGLADASH

mainly two systems practiced in  this

These are Unani and Ayurveda. A board has

set up for issuing registration for maintaining

standard

of teaching institutions and for
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encouraging the research. There are over 5 000
registered practitioners 1n addition to unregistered
3 Q00 practitioners. Only BS540 practitioners are
qualified institutionally, there are four
institutions which 1impart training in Unani and

ayurvedic systems of medicine.

2.9.1.2.3 BURMA

Nealry 30 O0C0 traditional medical practitioners
provide medical care to about 854 of the gpopulation
of the country. AN indigenous medical institute and
hospital is run by the government as weil as 34
glspensarias devoted tgo ingdigenous megicine  which
operate in difTerent parts of the coustry., Therea
are 11 227 trairmed and agocut Z2 20G nGo
institutionally trained practitioners in the country
in addition to about 43 000 birth atiendants. The
government believes that the deveiaopment of
indigenous medicine will gain momentum through its

proper utilization 1in cammunity medicine and modern

medicine.

2.9.1.2.4 INDIA

The traditional . systems practiced in India include
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Ayuverda, Siddha, Unani, Yoga and the Naturopathy
and Tibetan systems of medicine. These systems have
been recagnised by the government for the purpose of
national health zervices. Trhere are 108
undergraduate teaching institutions in traditional

systems of medicine awarding a degree following
/

training for 4% years 1in Ayuverdaslnani/Siddha.
There are two post graduate institutes and twenty
gne post graduate departments awarding postgraduate
degrees and doctorates. There 1s an exclusive
ayurveda university at Jamnagar in BGiyarat. It 1is

the only crne 1n the worid.
2.%.1.2.3 INDOMNESIA
The traciticnal pracLitioners in Indonesia ars the

Sukun Bayi ang traditional healers who mostly use

their treatment. A scheool of

J
f

herbal medicines 1
traditional medicine 1s run by the governmant. A
directorate for the control of traditicnal drugs has
been established and research intec the use of these
drugs 1s also being conducted in the pharmacology
functioning in the country. The Ministry of Health
has registered 25 pharmaceutical companies producing
traditional drugs. The government recognizes that

there is a great body af knowledge available among
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traditianal healers an the treatment of various

diseases and also for promoting health.

2.9.1.2.48 MALDIVES

The system of traditiaonal medicime prevaisnt in the
Maldives 1is a mixture of Arab medicine ang other
system practiceda in the other countries of India and
Sri Lanka. Most of these practiticners are iocated

in the rural arsas. ™R x"U{ T uUl4{dicine 1S much in

use. There are 1351 practitioners of traditional
medlicin=. Inly TWO DracTice Unanl medicine. [here
are no govermnment hospitais cr dispeErnsariss anc no

formal Sraining orogrammes svallacia.

in this country avurveda ls praciiced. Thnere arz 37
ayuvergic «<linics. About 754 c©f the popuiation
resort to avurveda treaitment. Facilities are

avaiiable far intensive educatian in this system,

there is a three-year certificate course. There are
20C institutionally qualified practitioners and
about 1 000 traditionally trained persons. Drug

raesearch and survey activities have taken up.



2.9.1.2.8. SRI LANKA

There are threg traagitional system of medicine in
Sri Lanka. These are Avurveda. Siddha and Unani
being practiced by 3 300 institutionaliy trained and
14 700 non—inﬁtltuticnally trained physicians.

There 1is a government Afyurvedic College which

proviaes five years cof systematic education to about

150 students every vyear. Research activities have
bheen conduc ted at the Bandaranaike Ayurvedlc
Inscitute in 1962, There are four government
ayuverdic hospitsis, four dispensarisse and 240G
institutions. Tne pracitice of traditicnal medicine
is controileg by the governmenit act. Drugs are
ceilng oroduced = SEveral gstablishmernts  on e

(1]

i

{is

CcoOmMmEerclai Sa

7,9.2.2.5 THAILAND
In Thailand all the 35 0CC traditional practiticners
are regisiered. Thers are no recagnised training
institutions. Traditicnal g@ractitioners are nct
utilized by the government for delivering health
services at any level in the country. The
gavernment is pursuing several research projects to

study the sectiecn of varicus plants available 1n the
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country.

2.9.2 THE ROLE OF TRADITIONAL MEDICINE 1IN

PRIMARY HEALTH CARE (BANNEMANN)

Primary health care 15 essential aealth zare based
on practical scientifically sound sgcially
acceptable methods and technology. The principles
that are necessary for 1ts effective development

reguire a multisecioratl cproach  as  dectermlned by

oy
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varilous activities and faci
vahicle through whiciy an accestanls level of health
andg near totail Coverage Can be achievec L the

foresepasle tuture.

Srimary nesalth care 13  CZCohce 0BT W#1ThY I5@ mailn
heaitth preoblems  in the communliy and thE sarvices
~=flsct Yhe Solitical and sof:o DCShomIs Tatierns In

the country. In order to maxke such Care ~rEaciiy

ccessible and acceptabie I Lhe commuanity, madimum

o

sl f~rzliance anc communiiy participation for health
deployment are essential. Such lnvalvement enabilies
caommunities to deal with theilr health preslems in
the most suitable ways and community leaders are 1Ln
a3 better position  to make raticnal decisions

concerning primary health care and to ensure



appropriate support far health and allied projects.
Primary heaith care WwWarkers should, whenever
applicabie, include traditionali pract:tioners,

healers, birth attends etc.

The developing countries pose a picture at want and
i

deprivation with inadeguats resaurces, a dearth of
manpawer and no definite hope of amelioraticn in the
forsesable future sxcept through the adogtion of
unorthodex measures  such as  2xploitatign ot  useful
tragicionai health gpractices. This i1ncludes a wider
use of locaily proaucec nerbeail meglcines and an

incgporation ot tracitional praciivioners ntTg the

~eaitnh team.

In  manv ofF e developing Zountries thers 15  a

re  for

Y]

widespread digsenchaniment wlih nea.Lcn Z
variOus reasons whidh are Common o nearly aii the
developing chuntries. Health rescurces terg te  ce
counter-acted in urpan areas, which accommozate only
about 20% of the total pcocpulation. These facilities
are so expensive that only the elite ana opulent
citizens in the c¢ity can afford to avail themselves
af the specialist services utilizing such costly

technology.



A number of develgping countries in Africa, Asia.and
Latin America are exploring the possibilitises of
developing their wellknown and tested herbal
medicines for use 1in primary health care centres.
These medical plants are generally laocally available
and relatively FhEaﬁ and there is every virtue 1in
exploiting such local and traditional remedies when
they have bheen tested and proven toc be non-toxics,
safe, inexpensive and culturaily acceptable ta the
cammunity. The high cost gf primary nealth care has
become such a major constraint that what 1s regarded
as pas:Lc in health services in the dsveigcped
countries is considerea Ssgecilalized serviceg 0 a

develdaplng Couniorv.

In many of tThe devesigplinc countriss grimary  healch
care devalves on Tihe Nneaisr, nertaiist, tacitional
midwife ang other wraditicnal practitioners. Trnese
are nealth warkers who offer services “tgo tie
disadvantaged groups that total about BOW of  the
world' s population and have na easy access ta  any
permanent form of health care. Traditianal medicine
therefore has a major role in primary health care 1n
terms of numbers of pecple served by that care
system throughout th warld and 1in spite of any

defects. The traditianal healers are the true



community health workers in their society.

2.2.3 CATEGORIES OF TRADITIONAL PRACTITIONERS

There are four main categories of traditional
practiticners. The first category is that af those
who have received a fully integrated training 1in
modern and traditional systems of medicine. These
are practitioners of such systems as SHyudrvecic,
Unani, ang Chinese medicine.

The seccond are those traimed mainiy 1o tragiticnai

medicine But who also have slemeniary tnowiedge of

modern medicineg. Such heaiith workers pracoice
mainiv as smaltier TUral cCommunNitres using
tragitional megicine in generat and modern

aliopathic 4drugs in emergency situstions.

The third group are traditicnal healers wwiifnout
formal training but who have obtained diplcmas in
some particular traditional system. They practice

only traditional medicine.

The fourth graoup comprises those withaout either
institutional +training or gqualifications and who

practice traditional medicine after several years of

66



apprenticeship with an established traditional
practitioner. These i1include traditional midwives

and some herbalists.

2.9.4 THE 7ZUlLy MEDICINE-MAN, NHIS STATUS _AND

!

INITIATION

Compared with the sleek and imposing personality of
the cnhief, the medicine—man presents quite a mean
appearance. though picturesque and awesome withai.
Alang witn the chief he shares tne Jreatest power L0
the =savage trihbe. This 1s not poweary oF suprems
autharity, cut a power gof [ifse and geatp not iecg
aerffactive ang real, though nrdoen ané MYSLISrigusS.
His well wrinkled features pear the unmistakabi=
stamp of a thinking mind and his intsliigent sye
that flash af deep cunning s2 well sulted fto mean
who has sg  often Seen the accomplice, oenhind  the
scens to sinister deeds. His lean, wiry frame
betokens a 1life of toiisocme, 1f  well rewarded.,
activity rather than of luxury and repose, an
activity consisting mainly in constant ardugus
Jjourneyings throughout the land and frequently even

with foreign lands of adjoining tribes,



Out in the full panoply of a professignal progress,
his body is betrimmed with a medley of the mast
fantastic trappings. A plume of fmathers waves
abave his head-ring, and & circlet of lion claws
surrounds his neck. Various caw—tails dangle from
his arms and chest, supplementing the sguare strip
of leopard skin and the bundle af genet tails that
cover his nakedness benind and pefore. Numergus
branches of goat horns., blacxened with smoke af his
hut and sundry small grass woven basket and bundles
of rvag-packages, bBrown with  dirt, containing his
strange assortment of drugs and charms, arz  strung

Trom savery ooint of vantage abouit neck, sihQuiders

A1z laong walidlng staftf or a Couplie o7 stoutbt stigk

If

Thus, silentiy Tfolloweg by nis menial, GCearing his
head on bis master’'s ~oll of sleeping mats, Elanket,
smoke horn and head rest, the {fulu medicine—man goes
faorth to conguer death ar tg administer it. The
high dignity and diploma of the medicine man is open
to all who may have the wealth and inclination to
seek it. Lack af ambition and individual initiative
is a chief characteristic of the Africam nature and

accaunts for the utter absence of yaung  mer,



launching out on

But shouid one per

man

1

aspire the medicine

long periocd of initiation.

independent projects of their

chance

Own .

be so precious as to

estate, he must undergo a

He enters the service of

some doctor of repute as his Impakuta or Uhilaka or
Assistant, HlsJ business 1s Lo act as a messenger,
the herb gatherer and generai helper of his master
in professional matters accompanylng him on atl his
excursions as medlcine bearer, and picking up oy
observation anc :1nstruction whatever af snowisdges
ana skill he can.

In an irregular way this «<inc of stucy may 3o on for
years, untii- atT iengtn the  tyro fEels that -2 i3
capanle of dealing wiTh & gocd mainy aillTrenitz on his
own aCCounNt, Cavys Ris masisr a reguirsed T2 JF Two
gr three "ead of cattlse and betaxkes Nimsaif G is
own  home where ne  sgan sdurrounds hiasslt o owilthh a
comfortable practice. He constantly adds «tg  ails
store of kmncowlecge oy consultation anc mutual
exchange of remedies with neighbouring docctors,
until, aftter pernacgs twenty years or @mgre, he has
picked up all that is worth knowing in  the Zulu
pharmacopaeia and pathalogy. ALl thie 1s rare and
exceptional course, As a matter gof fact, the
medical profession 1is with the Zulu's hereditary,

&9



one of the medicine-man’'s son hbeing Compulsokily
introduced by bim into the trade as his assistant,
during life and inheriiing nis liegacy of bags and

bundles of medicine after his death.

!

2.9.4.1 THE ORIGIN OF THE 7ULU NAME —~ INYANGA

The medicine man among the Zulus ig cCcaiied an
Inyanga. In Xhosa they are cailled Inyangi or
Iggira. The word 1ggirs is mgre common in ihosa
than invangi. It is derived from the HottenTot c.t.
Nama—-Hot "Ggeira'" Ssritaiming Lo wittchery, Trom Ggei—
Di, tewitch, from  Ogex ~hicnh means  oeich. T

univairsal hapitat among witcn—ooctors, Juia  iiCclud=sg

of Inaugursting hslr  Spirituarist

udes 3t oelocnirg.

o

inavitabols pre

Whether or oot there may De any kKinship betwesn the
native rgots indicated above and the constantly
recurring element AG, GA or GI in the Aryan
languages =.g. SKR, GIR speech; FER3. MAG, priest,
GR.Magos, wizard; L.Augus, santhsaver; GA-RIRE,
chatter; ENG.Mag chatter etc Certainly a remarkably
similar element, viz. ANGA, in the sense of WIZARD

or MEDICINE MAN is very prevalent in the present day



vocabulary of the nasalising Bantu tribes of Africa
and was noa doubt equally so in the archaic spsech aof

pre-£gyptian times.

Thus we TfTind M—-Ganga {(Doctor) in the Swahili
opposite ZanziPar, and the smake Kaguru of
Sagaraland. %he Nyamnyam of the Nuba-Fula group
have N—-Zanga {doctor) ang Wu—-Wang (medicine].

Passing to the Hausa, af the negro group, beatwesn
Lake Tshad and Niger we have Magani (medicine) and

Maimagani (daocior}. In the Sualla of thg Cameroons,

i

BW—ANGSs means medicine angd in the Pongwe or Gaboor

ianguage J~-GANGA  appears as gdocTor . Moving
sauthwarg aicng the wastern coasht, w2 m2el with A
Ganga (dSctor: 20th 1 tne Lengo and Angsha sgeesech.
S+iil scuthward o©f th=s= at the socuLh westarn

=xtremity of ths Bantu fieid. the Hesrerg —as On—

Ganga (doctor. Refturning SCross the cConifinent, we
fingd N-Gaka {(doctor) Smong the Sutss in—-Ganga

{doctor 1n Mashonaland; the same agsin among ths
Tonga seaward of Victoria Falls; and there is Un-—
Ganga {doctor} amang ihe Nkonde north of Lake Nyasa.

2.9.4.2 THE INYANGA AND WITCH-DBOCTOR COMPARED

Among most primitive peoples the inyanga, the priest
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and deviner was and stil]l generally is, one and the
same individual, following the one indivisible
trade. Ail powers and functions that possessed
about them anything of the mysterigus and udncanny,
whether they were employed to eradicate disease or
to reveal hiddgn doings, tg bestow good fortune or
te charm away the bad, were to the savage mind so
identical in their nature as to be the most groperly
combined in the same professiaon and same
professioconal. They were but varied manifestations

of the che same power.

The African medlicline man, a4s calied by Eurgpeans,

may theresfore very pos5iDivy De the direct descengant

cf the aboriginal "Rriest’ whg W~NOrked at onceE Mmoo,

medicine anu magic. Wlth the Zulus and Xhosa,
N

howsver, the office througnout all historical time

has beern divided.

The Zulu medicine man QOr 1nvanga 1s a perscnage
tptally distinct from the Zulu diviner or so called
witch doctor. Even so, the two professicnals do
stiil considerably overlap, the 1lnyanga dealing very
largely 1in magic and charms and canversely the
witch—-doctor possessing an  extensive acguaintance

with disease and currative herbs, although his



office is rather to indicate than to actually
administer. Baoth are commonly called an inyanga
though the medicine man 1s sometimes distingulshed
as Inyanga Yokwelapha ({(doctor for curing; and the
witch doctor as Inyanga—-Mthakathi (a doctor that

bewitches).

2.7.4.2 CONCLUSION

In Scuth Africa traditional healing s noc longszr a
practice that 15 mainly prevalent 1n fhe  rural
areas. Tagay, because of the movementit ot sSeaoplie o

the cities in theilr numbers, traditicrnai megicine

i

mas  pecome part  anda parcgl of wurban lilfe. Ry

jarge perceniage of  uroan cwellers depenc on ithis

type of medicine TS5y thelr pramary NEalin care.

1t 1=, nowever , important to note the oLt terences
that obtair betwesn the practice of traditignal
healing in the o0id JZulu system. One  remarkadle
difference 1s that the payment for servicss is
togtally not the same. In the olden days a person
would pay by giving a medical practitiocner livestock
for his services. Today money 1is used 1n exchange

for medical services.



Another difference 1is in the ways of obtaining the
reguired drugs by the healers. In the olden davs
the medicine man would go cut with his assistant or
hlaka and collect the herbs from the forest or the
bush. In the cities today the selling of herbs and
drugs have become one of the main economic

I

activities.

It is ngtable, also, that the government in South
Africa does not take any effective reccgnitiaon of
traditional healing for delivering bheaith services

at any Lavel in fthe counitry.



CEHAPTER 3

METHODOLOGY

3.1 INTRODUCTION

!

The informal sector is one gf the main alternatives
usad by the urban unemployed 1in mecst of the Third
World cities. Because of the great numbers of
people flocking into the cities in the Third Warld
countrises, the gities arse failing g provide jabs
for alil these peaple. It is from this point of
departurse that most of the urgan unempiovyed in the
cirti=ss of the Third Worlid decide Sn albtsrmartivae
means G Makirmg 4a living. i tHh1s Chabter fthe
methocdclicgy used 1n fhe study of traciticnas. healing

as part of the informal secior at Jdmliazi  townsnip

Z.2 THE AIM OF THE S5TUDY

The aim of the study 1is to make an investigation of
how the traditional healers cperate at Umlazi
township with special reference tc their socio-

gconomic status, system af operation and their

future plans.



3.3 OBJECTIVES

Same of the agbjsctives of fthes study are to:

4

(i) Examine the extent tc which traditional

medicine as part of informal sector
abscrbs the unemployed in  the township of
Umlazi.

(11} To investigate tne requirements needed for

entry inte the business of healing.

{11i} To determine the nature o7 services
provided by the informal healers.
{ivi Tc investigate grolems  which the hsalers

=+

gxperience in this activity Dy way o
{a} determining bthe scocila—sconomic status  of
the frsciticrial healicrs
{h) identifvyving the tyoe of traiming ungergaone

nformal Rea.isrs.

r
-
e

3.4 HYPOTHESIS

It is hypothesised that:

(i) The main reasan for engaging 1in the
traditional healing activity is the lack
of jobs.

(i1} There 1s easy access into traditional



healing activity

{iii) A wide range of ssrvices are provided by
the traditicnal healers

{iv) The main problem experienced by healers is

that of absconding

/

;

3.3 THE STUDY AREA

According to information provided by the township
manager’ ' s office at Umlazi, this area was ance known
as Umlazi Missjion FReserve. It was occupied by Black
families living under rural conditions. Most of
these Biac:s, nowever worked 1n Durban citiy. The

tricts wlih each

I

arsa was divided ntg fribsl di
danqer a cnieft appcintedg an heredxtar& Saesi3. The
maln districts were kwa-iNdosi  JUnde= Chief Cele and
kwa—-Nyuswa under Chief Mgijimil Nyuswa.

In the early 1930s some 1 290 houses were pulibt by
thbe Natal Housing Board. When the shortage of
housing for Black employess became sericous, the
State Department of Bantu Administration and
Development in 1961 embarked uwpon a scheme to
develap the wﬁcle area %o as to house Blacks working
in southern industrial area of Durban. Mast af the

resettled Blacks were fraom the shack conditicons of



Cato Manor.

Arrangements were made between the Department of
Bantu Administration and Develagpment and City
Council of Durbam to develop the township. Thne City

Council of Durb%n, acting as agents of South African

Bantu Trust undertoogk to provide technical and
engingering staff. The townshig was planned on
basis of eighteen neighbouring units. Each of

these units was suppossed Lo have 1its own centres for
shopping and recreation. Taoday, 1rn spite af the
shapping centres that operate formalilvy, trhere are
also some shiops Trhat are runm - 1 ways thait are
infgrmal. While the townshig has apout four
=linics, a mgsgrtal Kngwn as Prince Mshiyeni
Memorial Hospital and a number of surger-ies  as
medlcai instituticns, Tnere are cCeEntr=s of
trad:iticnal healing, business. These arz Umiazi

Glebe; Umiazi Station arnd Kkwa Mnyandu Station as

shocwn in Fig 3.1.

Umlazi township is about 11,5 km west ofF the Indian
Ocean and about 20 km south west of Durban city. In
the north there 1is Umlazi River which faorms a
boundary between Umlazi and Lamontville. In the

sauth there is Izimbaokodo river forming a boundary

8



between Umlazi and Umbumbulu rural settlement. It
is important toc note that the Indian Ocean has a
great influence an the climate of Umiazi both in

summer and winter.

A small developing down called Isipingo is situated
]

south east of Umlazi. There 1s a highway known as
Mangosuthu Highway. It 1iimks Umlazi with Durban
city, Jacobs, lIsipingo and the rest of Scuth Africa.
Umlazi is alsc linked with other areas through an
electrified railiway Line from section J and H
through the township and to Durpan (sse Fig. 3.1).

Figure 3.2 snows Lthe position 2F Umiazi 1n relation

to Durpar. isipingo and the ndlian CoeEan.



Z.: THE MAIN HEAL ING CENTRES AT UMLAZI (1990}
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3.2 GEOGRAPHICAL POSITION OF UMLAZI
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3.6 SAMPLE

As a result of the situaticorn found in the centres of
informal bhealers, it was difficult to apply formal
procedures in sample selectian. In the whole of the
township there were about 3S00 traditional healers.
It was ne:essar; te approach Mr Ngcobo, a herBbalist
whg runs a traditional chemist at Reunion area. Mr

Ngcobo pravided leads to forty healers. Only thirty

of the forty healers responded.

3.7 DATA

A srtructured zusshignnalrg  was usad tg abtain the

necessary infermatich {ses Appengix). The
gquestizsnrailre was dividen basicaily I1nto three
parts. Part A gceait with the Socio Economic

Characteristics wnicna includ=ad Age and Sex, Number
of Dependants, Family Members Involvement, ﬁ?ace of
Residence, Transport Used, Cost of Transport,
Income, Level of Education, Training and Previous
Dccupation. Part B had to do with Traditional
Healing inclugding Working Conditions, Types of
Servicres offered, Advertising, Record keeping. Parx
C included problems encountered 1n the activity,.

type of customers as well as future plans. Open



guestions were asked with an aim of determining the
extent to which traditiconal healing relates itself

to informal business.

3.8 PROBLEMS ENCOUNTERED

}
It was difficult to find those healers who worked at

their homes. As a result very few wers interviewed.

Some healers were reluctart ta participate in an
interview Dbecause they believed that it would reveal

their healing secrets.

I} —_— — — — - — — —_—— — “—
Some  Nealers war2  scarsd 1o answer zome. of the
QUESLLIINE 4% they Thougint that Losar tiliegal
——— s — 5 e =T A — = k= - R T e s Y -
prrafticiE L wile NEaling SeEnures wadm oo CoTne i ail
end.



CHAPTER 4

4.1 INTRODUCTION

In this chapter attentign is directed at the
findings of thel stugdy. The following findings will
be dealt with: age-sex—distribution gof healers at
timlazi Townshipg, level of education, inccme, number
of dependants, family members 1involved in fealing,
places of residence, transport, transport Zast, typs
of training, place of training, working hours,
Working days, previcsds ocoucation, reassns for being
in the activity, tvpe  of =znjageamer t, xee2ping at¥

records, terms of Cayment, grolems e-pErienced,

customers, views on sarving  i1n formal medical

m
&
’

1
o
1
.

instituticrs and futyr

4.2 GOCID-ECONGMIC STATUS

E4s

4,2.1 AGE—SEX DISTRIBUTION

Thirty traditional healers were Interviewed. All
worked at the following centres. Umlazi-Slebe 42%,
kwaMayandu Staticn 54%, Umlazi Station 2% and at
residential areas 2%. Their ages ranged from 18

years to above sixty years. Those who were above
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sixty claimed to have been in this activity for a
very long time. Their mean age was 44 years. Sixty
percent of the healers interviawed were maies. The
remaining 40% were females {(Figure 4.1}. A total aof
7% of healers were between 4C and 50 years of age.

!
4.1 AGE-SEX DISTRIBUTION

MALE 50-69 FEMALE

i)
&y
}- -
{
¥
O
[ d
L

4.2.2 DEPENDANTS

Most of the healers had depesndants. Table 4.2 shows

that 33% af the healers had mare than seven
dependants anc only 10% hac less than three
dependants. The mean was 3 dependants. Seventeen
percent of the healers had less than seven

dependants. This shaws that most of the healers had
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guite large families to support. Some of the
healers were the only working people in their
families, and hence th=ir iivelinood degended on

traditional healing.

TABLE 4.1 NUMBER OF DEPENDANTS

I

DEPENDANTS PERCENT]

0 - 2 10

T -4 17

3 - 6 20

TOTAL 1GC
F.2.2 FAMILY MEMBERS ENGAGED IN THE ACTIVITY
The study revesled *hat the= majoriiy of healers had

no dependants or other family members who were
involvea 1n this activity. drniy 304 of the;healers
tad family members who assisted them in working.
The main reason given for this was that mest aof the
family members were still attending school and saome
wereg still locking for Jjobs. This situation 1s
partly a result of the fact that most of the healers
had young children who viewed traditional heallng as

an archaic way aof working.
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4.2.4 PLACE OF RESIDENCE

Healers resided at different places. The majoraity
of healers, B7%, lived at Umlazi Glebe and Unit 17
Umlazi which is knaown as Section T (see Figure 3.1j.
Thesa are areas ’where migrant labourers lived. The
other healers lived in the township of Umlazi.
Figure 4.2 shows that there were oniy 13% of the
traditional healers who came from places outside the

township.

FIGURE 4.2 PLACES OF RESIDENCE
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4.2.95 PLACE OF BUSINESS

There were three main places of business. Two
percent of the healers worked at  their homes.
Forty-two percent worked at Umlazi Glebe and 54%
warked at kwaMn%andu Station. Table 4.2 shows that
many healers worked at Umlazi Glebes ard kwaMnyandu
Statiaon. These serve as recepticn areas for rural
migrants some 2f whom resort to any type of informal
activity, including traditional healing wnen they

fail to find jgobs i the formal sector.

TABLE 4.2 PLACE OF BUSINESS
ﬁ*}

PLacs PERCINT
HOME 2
MNYANDU STATISN S4
UMLAZI GLEBE 42

]

UMLAZI S5TATICN

TATAL 100

4.2.6 TRANSPORT

The traditionail healers used different modes of
transpart when going tc  their plaeces of work .
Figure 4.5 shows that healers travelled ta wark

through taxis, private cars, trains and walking.
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Those who used road transport travelled by buses,
private cars and taxis. The most widely used type
of transport were taxis. Fifty percent of healers
used taxi transport. The reason why mgst of the
healers used taxis was that they were always
available and they did not operate on time gschedulie
!
like buses and trains. Most of the healers did not

have a fixed time for starting business. One third

walked to their places of work,. Less thamn 10% of

the healers used private cars.

FIGURE 4.3 TRANSFORT USED BY HEALERS AT UMLALS]T
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4.2.7 COST _OF TRANSPORT

The fact that traditiaonal healers at Umlazi used
different mades of transport meant that costs af
travelling alsg wvariad. Most of the healers used
taxis and this was the mgast expensive form of
transport. Thoée who walked to their places of wark
did not bhave any expenses related to transport.
.Many healers who worked at kwaMnyandu staticn were
from section T mens hostel and nearby sections such
as P and Q (Figur= 3.1) and scme livec in shacks at

the statian,. The same applisd to those hesiers whgo

worked at Umiazi Glepe ang resided at Clebe men s

naostet. On the whoie, the majarity Ot irealers cicd
nat Nave very nigh tramsgort caste. SNy /% pairdg
mare than R77 ger moath (Tasle 2.3).

TABLE 4.3 COST OF TRANSPORT

CosT FERCENT .
R50> 73
R50-R39 17
R&0O-R&F 3
R70-R79 7
TOTAL 100




4.2.8 MONTHLY INCOME

There was a great difference in the monthly income

per healer. Their income ranged from RiQO up to
R&00 and more ({(Table 4.4). Income depended on
advartising, the gecgraphical sgsituaticon of their

!
working places, the number of working hours per day

and the number of warking days per week. Weather
also played a raole in determining Gtheir monthly
income. Socme of the healers did mnot have shacks and
shelter. They worked in gpen air. Therefore an
windy and rainy days their susinesses were affected.
Those who had shelter were able to work throughout

thg moncit. The mean mentnly i1ncome was ~o55Si.

TABLE 4.4 MONTHLY INCOME

INCOME PERCENT

R100 33

R200 i A
R300 10

R400 13

R500C 7

R&00+ 356

T07AL 100
4.2.? LEVEL OF EDUCATION
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The majority of healers had very 1low standards of
education. Forty percent af the healers at Umlazi
township did not go to school at all. Fifty —three
percent of the healers attended school as far as
primary level. Gnly 3,5% of the hegalers had
recelived secondary agd tertiary education

!
respectively (Figure 4.4},

FIGURE 4.4 LEVEL OF EDUCATION

50
50
N
w 4c —
¥
v-':'z'-
swv'
X 0
10
[ _ ]
HNONE PRIMARY SECCNDARY TERTIARY
LEVEL OF EDUCATION
4.2.10 TYPE OF TRAINING

Mpost of the healers at Umlazi township did not
underga farmal training. They served an
apprenticeship under an established healer for a
number of years thus getting their training in the

process. #A total of %74 of healers did nat receive
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any formal training. They sometimes spent weeks at
different places in Natal, Tramnskel and other places
where they got more training but this was also
informal. Some even went back to places where they
received their initial +traiming to be given new
skills of healing. Scme walted until their
ancestors gave!them direction as to where to go 1in
order tc get new technigues of healing. Some of the
healers received their training In the tity when
they could not find Jjobs and while away time by
helping establi;hed healers. Eighty percent of the
healers receilved their training 1n  rvural areas.
Those who received training i1in the city corstirtuted

20% of the total numter of Fealers.

4.2.11% PREVIOUS OCCUPATION

Heaisrs at Umlazi btownship came from different walws
af life. Seventy—three percent cof the healers were
once employed in industries. Twenty percent were
self employed from ithe time +they came to the city.
Some pf thosse who were once employed in  incdustries,
were called inta the activity by Idlozi. This
happens when a person falls sick for a very long
time. The type of sickness cannot be cured by a

medical practitiocner. At the final attempt he 1is



taken tg the bone scatterer who would confirm that

the person was being invited by the spirits 1into

traditicnal healing. Some were unemployed since
they came to the township. At the same time they
had some knowledge of traditional healing. They

then decided to use their knowledge of healing
!

(Figure £.35).

FIGURE 4.5 PREVIOUS OCCUPATION
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4.3 TRADITIONAL HEAL ING

4.3.1 REASGNS FOR BEING IN THE ACTIVITY

There were various reascns  why the neaiers wers
engaged in this activity. Twenty seven pergcant of
the healers held that they were called into the
activity by Idlozi. Some of the heaiers were
presently employed in industries but they practiced
traditional healing in order to get more money to
supplement their low wages. These represented 3% of
the total number of healers. Seventy percent of the

healers were involved In this activity because they
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could not find jobs or they lost jobs (Figure 4.5} .

FIGURE 4.& REASONS FOR BEING 1IN THE ACTIVITY
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Sogme of the traditiornal healers

time 1n this activity ang S0Ome wWere pars

Thase who were part time included those

looking for jche and those who were

in order tg lncrease Thelr Lnoome.

totalled tao G3%.

this

e

achtivity

showed that the majority of healers had no

sources af income except for this activity.

8.3,%2 WORKING HOURS AND DAYS

The number of warking hours per day varied

Some of the healers worked for

others. The majority (77%L) worked

eight hours per day.

warking hours depended aon the season. In

were engaged

wWho

longer hours

for more

SUPPLEMENT

LCwW INCOME

full

T1me.

NEre

;ﬂvoivea

HBg1Brs w2 were

This

aother

greatly.

than

than

Some tealers pointed ocut that

summer



they

longer.

since the days were shorter

1ABLE 4.5 WORKING HOURS

worked for

longer hours since the days were

In winter they woriked for sharter hours

{Table 4.3).

HOURS PERCENT]
4-4 3
6-8 ; 20
S+ 77
TOTAL 130

A togtal af &0% of

healers worked for seven davs per

week . Some healers worked +ar less than sewven gdays
per week. Thirty—-seven percent of the heaiers
Wworked for between threz  and  four cays Ser  week
{Tabie 4.6} .
TABLE 4.5 WORKING DAYS

DAYS FERCENT

3-4 >

5-4 37 .

7 &0

TOTAL 100

4.3.3 RECORD KEEFPING

Most of the healers did not keep records of their
income and expenditure. Seven percent aof the



healers held that they recorded their income only
but they did not keep records of expenditure. This
was written in an exercise baok. None of the
healers kept receipts and 93% of them dicd nat have
records of any kind (Table 4.7).

TABLE 4.7 RECORD KEEPING
H

RECCRDS PERCENT]
YES 7
NO 93
TOTAL 100
34.%.4 PAYMENT FOR SERVICES
The fealers charged oifi=rent prices for Thgir
servicaes. Some  woulg cCharge lower prices Tor a
service that was expenslive at gthers, Thne reagson

for this was that Some regarded their medicine a&as
ftaving a hetter quai;ty than others. in otner
wards, healers did not havs a standard price for
their services. PAnogther reascn for this variat:on
of costs was that some services were very much more
important than others and they cost more. Very
expensive services included the following:

(i} Ukubethela {strengthening the home against

witchcraft).



(i1} Ukugina (strengthening the body against
witchcraft amd dangerous weapons such as

firearms).

{1ii} Intando (to cause somebody to love you for
ever).

(iv) Bhekaminangedwa (used by females so that
7

her husband may farget other wamen).

There were three terms of payment used by healers at
Umlazi townshig. All the healers held that they
took gcasih payment from their customers especiaily
when they dealt with simple diseases such  as
backache, veneral diseasses, umedo, isichliThc sto.
All the healers registsred casih as one of their

Nimsty percent aof the heaiers

11}
~
E
m
3
rt

forms of p
used cregit For those services that were castly.
Cnly 10%W of the healers ys=2d cash for ali their
services, They held that they rarely negotiate

credit (Table 4.83), 5

TABLE 4.8 TERMS OF POYMENT

TERMS OF PAYMENT PERCENT
EASH ONLY 10
CASH AND CREDIT 0
[DTALV 100




Whilst the healers used both credit and cash, when
it came tao sélling af medicine, only tash applied.
6 total of 974 of healers sold medicine. Scme sold
ready mixed herbs. Others sold unmixed herbs and
the customer mixed for himself. Those whao did net
sell medicine argued that their healing methods were
!
a secret to them. They could not, therefare sell

them to other peagple. They preferred that a patient

vigsit them for help.

4.3.5 TYPE OF CUSTOMERS

Customers came from thres groups. Some were from

T

tha law incaomeé group. These mostiy usedg Faditocna.

medicins2 becauss  they ©ig not have esngugnh Cash to
pay the medical doctors. They ailso prefterrec this
type of servica for its lexibiitty in  *terms of
credit. Cther customers camg fraom the midgie locome
group ang high income group. These used tragditicnal
healing for those diseases and services which were
not available at the formal medical institutions.
These are cservices related to witchocraftt. Also in
times of cultural functions e.g. marriage, thanking
the customers for providing a good job, twenty—first

birthdays (Umemulo) etc., these high income groups

usually would approach traditional healers.
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4.3.6 DISEASES AND SERVICES

Traditional healers were able tg treat some of the
diseases and offer some types of services. The
diseases which were treated ranged from simple to
complicated diseases. Simple diseases includeg
!

veneral diseases, pimples, backache, stomach ache
and sores. The complicated diseases inciuded Aids,
Cardiac failure, Sugar Diabetes, Chest problems,
Kidneys, Asthma, High Blood Pressure, Insanity,
Stroke. The healers were aisg able to treat the
following mystericus diseases. Isilwane (ahen fhera
is an animal who kicks fami.y members to cdeath  andg
this_aﬁlmal 15 invisiniel.

Intanda i3z mediZina “or

Fl
il
[
Ul
&
7l
i8]
ut
9]
3
m
]
Tl
i1
r
[§]
¥
i
£
h

YO} .
{kumusa [ to grotect a female from miscarriage).
Umendo (to give a woman lucky of getting marr:ied).

Ukubethela (to prociect a home against witckoraft;).

The study showed that 804 of the healers were able
tog treat veneral diseases. Under these they dealt
with diseases such as lice. The other diseases
which were cammcnly treated were pimples and
backache. For these they gave a patient wvaomiting

herbs. The least treated disease was aids (Table
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4.9}).

TABLE 4.9 DISEASES AND SERVICES

BDISEASE OR SERVICE HEALERS %
1. Aids 3
2. Cardiac Fa%lure &
3. Pimples i5
4. Veneral Diseases =18]
S. Sugar Diabetes &
& Staomach troubles 14
7 e Chest problems o
8. Kicneys &
T . Bacracnhe 2,3

11.} H.z2.P. iz
4+ - R . -
Lie PURE—F- TR iRy Lz
1Z.] Stroke 1,3

THE HEAL ING

4.3.7 PROBLEMS _ EXPERIENCED
ACTIVITY.
The traditicnal healers at

different problems. One of the

=

was absconding 07 customers.

that healers used

101

both cash and credit,

township

s0ome

most common problems
mentioned eariier

peaple




did not return to settle their credits. This posed
a very serious prablem to healers as 1t resulted in
a shortages of money thus tc a shortage af herbs.
This problem was 2xperienced by healers at Umlazi.
Giebe and kwaMavandu Station (Fig 1.3;. Another
probiem was that of a poor inflow of customers at
i
Umlazi Glebe and lkwaMyangu Station there were many
heaiers concentrated agver a small area, this
resulted *to a wvery high degree of compstititon.
Competititon resulis to ancther problem because new
heélers whto were still establishing themsslves could
not compete fairly with famcous well =stanclishec

‘nhealers (Tahble 4.%%.

TABLE 4.M} PROBLEMS CXPERIENCED HY HEALERS

BPROBLEM HERCEMT

Absconding 143

Pgor inflow gof custamars 73

Campetition bé&

4.3.8 INCORPORATION INTG FORMAL  HOSPITAL
SERVICES

When asked whether they could agree to serve in

hospitals, the healers gave different responses.
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Sixty—eight percent agreed and 32Z did not agrée.

Tewenty percent of those who agreed maintained that
life was very important, therefore they would go
anywhere in aorder to save a life. Some said that
they would heal anywhere 1n order to get money.
Those who disagreed had two main reasons. About 60%

;

said that their‘ healing technigues need not be sold
to Whites. Forty percent complained that their ways
af healing invalved things such as vomiting,
ukugcaba {cutting flesh 1in order toc apply medicine

into the biocod) etc. All these things were not easy

to do in a busy place like a hospital.

Most of the tragiticral Nfealers st LUmiaci towWRsnLD
were males. Mast of them werz2 petweern Jo anoc 39
years of age. The healers depended o©n this activity
for their living. The number of dependants per
healer ranged from one up toc seven. “Most of the
healers, hawever, had maore than six dependants.
Most of the healers worked without being assisted by
their family members. Mest of the healers went to
their places of work using public transport such as
taxis, trains and buses. Some used private cars but

they were very few. Most of the healers did not
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reach secondary education. They had received only

primary education. Most of the traditional healers
had undergone infarmal frain:ing. Working hours
varied greatly. The majority of healers worked for

saven days per week. Veneral diseases were the most
Commoit diseases}cured by healers. Healers dusually
kept no records of their income and expenditure.
Most of them wused credit as the main term of
payment. Besides treating their patients, healers
usually sold drugs to other people gor fto other
healers. Customers wers from iow, medium and high
incame groups. The main prasiems encountered oy the

majority of healers were absconding &nd competition.

104



CHAPTER 5

EVALUATION RECOMMENDATIGON AND CONCLUSION

5.1 INTRODUCTION

I

Cities are attractive for hundreds of thousands of
people in the less developed countries. In these
countries pecple are not only attracted by the
possibiiity of a better living praovided 4oy the city,
but they are also pusined out af the ruras
surroundings by factors such as machinization OfF
agriculture. Ail these untortunate migranis need To

Q7 TooZ sheltsr anc Clocthing

un

meet [helr tasic need

and therefaore rescrt t

0

IMTormal ways of living such
as sguatting and surviving con in formal amgicvmant.
Tragitional Reaiing 1s ore such activity. The

hypathesis presented wilil 52 evalusted in this

chapter. x

HYPOTHESIS 1

The main reason  for engaging in traditional healing

activity is the lack of jobs. The study showsd that

the majority of healers at Umlazi township were once

invglved in wage earning and ogthers joined this
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activity because of unemployment at this time.
Those who were once engaged 1In wage earning last
their Jobs and respcrted te informal healing, using
+he knowledge that they coliected from their areas
of origin. This agrees with what Bryant (1966)
observed among the Zulus that the medigal profession
i
is heresditary, one of the medicime-man’'s sons 1s
compulsorily introduced by him 1n the trade as his

assistant during his 1ife and inheriting his iegacy

af bags and bundles of medicine after his death.

The findings of the study alisc agrees wltn the point

gf view that ths informal sector provides the answer
t+to thHe urban UEMCD Loyment asrobiem ( International
Labour Organization (777)}. Thls 13 what n&agpoens at

Umlazi a5 Ttraciticnal heaizrs «8re nat aill germdnent

<

in this activitv buit they were warting {far The Time
when they will be employed. Maoser {1984 porn e

ocut That the informal sector functicns as a, refuge

from poverity and an alternative to gcestitutiorn *or

those deprived of access to formal emplovment., The
healers at Umlazi were family owners. A total of
507 aof healers had wmocre than seven dependants. in
order to provide the basic needs fcr these

dependants, they practice informal healing.

1046



Durroux {1270) refers to the peaople in the informal
sector as the "Industrial Reserve Army". Seventy
percent of the healers were engaged in the activity

because they could not find Jcobs in  the formal

sector. The study, however, goes noct show what

Mazumdar (197F) said when he referred (s} the
4

informal sector as the province of the poor. The

reascns given by healers as to why they engaged in
this activity included those that are cultural i.e.
some healers were invited by their ancestors into

the medical profession.

Sarakinsky arnd Eeenan {19E&: substantiste this

nypothesis when they nocted tnat within Souihh african

4

Slack townships ang TUraa 3antustans much  of the
current  rapld exgansion oF &an intormal I2C IO is
insepar-able Trom the arrested develogmeni or a2ven a
demiges of the formal sector which is not  2xpanding
a* a suftficnet pace to absoro potential job Seekers.

Saven percent of the healers were unemploved since

they came to the township.

HYPOTHESIS 2

There is easy aCCEsSs tg traditional healing

activity. The study showed that 40% of the healers
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at Umlazi did not have amy educatian. In this way
we note that there is no standard of education
reguired for entry into this activity. Healers at
Umnlazi townships di¢ noi have any official permits
for practising at their places of business. For
their drugs, h?alers depended on the environment.
Therefore capital 1s not a very important aspect.
This is characteristic of the 1nformal sector.
Targri (1971} rmaoted that the informal sector
entrepeneur doss 0ot necessarily need an education

o

and business is done wlihoutit proper papers. in the
informatl sectosr illiterates sometimes nava iLess

troublie 1n finZing & oo than those  naving some

educaticn.

tha infgormal secior

T
m
¥
[n}
it
T
L
rt
1]
o
it
"5
&
o
o]

Santos L9773

is relatively sasy Since 1Y i3 1abour intensive. a5t

fau

Umlaz:z healers C©ic ot aeven  meed shelter. The

majority at Glebe ocperaten in the open air. =Some of

[}

the Phealers did not even need transport tc go  to
their places of work. They worked near their places
of residence ancd some worked at their homes. For
those who usecd public transport when going to work
only 7% paid more than R70 per month. A total of
73% paid less than R3C per month. This showed that

~

there are no difficulties of entry 1in traditional
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healing at Umlazi. This agrees with what Isaac
(1971} noted in Sierra Leone that a small-scale
shopkeeper needs anly five leons to start a business
whilst a large scale shopkeeper needs sevaral
thousands of leons to set up a business. A licence

to operate a service station reguires one million

i

leons.

The healers at iUmlazi did mot have any expenses of
advertising. Their way of advertising 1is helping
more and more pecgle. None of the healers had used
newspapers, magazines and televisicon for
advertisirg. This 1is 1n linme with what Portes
(1987 ) cbserved 10 the infcrmal sector activitises.
He abserveg tnat agveartising expendlriure 1is aimest
nii and fow gntrepensurs bethered to arrangs their
Wwindows. One reason for informal advertising might
be the fact that most of the nealers are illiterate.

Entry 1nto the healing business at Umlazi 1is easy
since the healers need not spend on raceipt boogks

and record books. Only 74 of the nealers kept

records of their income. None of them issued
receipts to the customers. This agrees with what

Santos (1979) noted at the shanty town of Guyana

that none of the informal businessmen kept accounts,
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one aof them was$ capable of doing so, and none aof
them are able to tell with precision what the salés'
were. At Umlazi none of the healers could tell with
precision what their monthly i1ncomes were. Others
argued that their incame varied from month to manth.
¢

There were mmre,than 5% of the healers who did not
undergoc any formal training. Therefore entiry into
the bealing business at Umlazi does nét need a
certificate. Uribe {(19463) moted that the skills in
the informal sector are passed from geperation  to
generation. Some  healers  learnad ﬁealing from
chiidhcog. Bryant {19&41 noted that a gerson wWwho

T

wanted fo hbe 5 tracitional Nealer 1n the Z4l4 ftribe

must undergo a pericg of imrtiatisn. He nad  to
enter the service cf the meagicine-marn as hisg
Impakutha or Uhlaka or his assistant. Thls 1% how

most of the heaiers at Umlazi were trained and

therefore have no certificates.

At Umlazi there are no rules relating to the system
of operation or working. The hours ang days of
business differed greatly. The study shcwed that
7774 of the bhealers worked for more than 8 hours per
day, 20%4 worked for 6 €6 B bhaours per day and 3%

waorked for 4 to & thours per davy (Table 4.95).
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Working days also differed. Some healers worked for
the whole week and some worked for less than seven

days per week.

HYPOTHESIS 3

N

A wide range af servigces 1f provided by the

traditional healers. Traditional healers at Umlazi

townships did not only provide services related to
the physical health of a person. They cured
diseases and also helpeg 1n matters reiated to
cul ture. They cured ilinesses such as aics, nighn
bloog sressure, Sstroke etc. Bimpost a1l the feaiers
were 4&abie tc cure verneral glrseases of al. Kingos.,
They alsoc arovigsg rthe following serviges o thelr

customers:

Ukumisa; Ukubethelaj; Ukudiisa; Umeqo; Isiilwane;

Udukanezwe; Inhlanhla; Intando; and cthers.

The other services which they provide were the

following:

Strengthening the home against witchcraft and
witchdoctors. A medicine that makes a person mare

dignified and feared by other people. A medicine to



strengthen a person against dangerous weapons such
as firearms. A medicine that helpse a person who is
going for a court tase to win 1it. & medicine that
makes a perscon tao keep his maoney for a longer time
without wasting 1it. Medicine for all types of
gambliing, winniqg of competitions etc. f service
provided for peémle whao want to bhe rich (Ukuthwalal.
f medicinme that causes people who are plamning to
kill you to guarrel and reveal their plan to you. A
maedicine that will cause you tc win whenever vyou
fight another person. A medicine to cause your
fgotball club tc win all the games. A medicine for

attracting more and more pecople to your reil1giocus

congregatan. A megicine that will gZive a person
senlor pOSiticns ait wors. i medicine 12 cause &
thief tao bring bacx yOur pCSSessilnz. S megicine

for polygamists and sa that the wives live 1n goad
relatians. A medigine for causing  women to igve
yau. & medicine for hawkers Lo have ail thear goods
bought and & medicine to Ccause ycur employer tao lave

and trust you more thamn others.

All these are not provided by the farmal healers.
There were, however, fewer healers who were able to
deal with aids. The healers alsc sold drugs to

other healers or their customers.



HYPOTHESIS 4

The main probiem  of the heglers 15 that of

absconders.

The traditional healers at Umlazi did not keep
!

records of their income and expenditure, They did

nat issue recelpts to their customers. This resul ted

to preoblems of absconding. The healers used both

cash and credit as terms of payment. Credit 1is

negotiable bDetween the healer and the customer Lf

the SErvices providegd are ver'y Cosbly .5
iUkubethela. These crediis are gersonal and  »noh-
institutiornal. The heaiers did not avsn, gGive a

recelst or btake the particualars of the Zustomer.
When the customer fairls tg settle ‘ris credit, ik
oecomes drfficult tc trace his ~heraabouts.

ot of morey 1s  lost througn  *his

e

Therefcre a

absconding.

Besides substamtiating the hypothesis, traditional
healing proved to be part of informal sector at
Umliazi. As the countryside has been penetrated by
the industrial form of production, the rural-urban
difference in wage levels exacerbates the exodus

fram the countryside to the cities such that Ardant
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{1963) speaks eof a transfer of poverty from rural
areas to the cities. Most of the healers are
residents of men's hostels. They left the
countryside with a hope of finding Jjobs in the city.
In their failure to find iobs in the ‘formal sector
they did not go bhack to tha cauntryside, they
remalned In éhe city and got distributed to
different informal activities including traditional

healing.

Bernstein {(1977) holds that the large number of
pecgle struggling te make a iivirmg through the

informa: sector has an aTfect or intensifying

compeTition e tween them. his deprssses their

tand

Tgs 0 97 living. . The Cfea.ers at

i

incomes and s
Umiazzx nad a problem  of competition. At Udmtazi
Glebe and *waMnyandu Station there were masny healers
concentrated ovsr a smalil ares.

The city provides fewer jgobs tharn the ~oumber of
those seeking them. Those whao are unable to fingd
regular employment called Malginals (Bernstein and
Jahnston 1982) consequently swell the ransks of the
informal sector forming and increasing the
proportion of urban papulaticn. This is true aof the

healers at Umlazi. Their number, according to one

i14



of them, increased instead of decreasing.

RECOMMENDATIONS

The government should recognise traditional

healing as one of the necessities for national
I

1

health care. S50 as to have uniformity 1in
methods of healing, there should be formal
institutions for training traditional healers
and there shouid he an  incorporaticn of
traditional healing into formal nealing.

Health teams should be formec among traditional
healers. These would encourage the sharing of
rrnowledge of healing all sSver the country and
grganlse SCmEe semirnars now ang then.,

Tme geocvernment of South a&frica  shoulz make s
peclicy declaration at the tap natianali level to

=] the

rt

recognilise, praomote and rehabllita
traditional system of medicine grevalgnt 1In
this countr angd maximiss theilr utilization in
health teams particularly 1in providing primary
health care to the population.

The government should intensify its efforts at:
{a)y inter disciplinary research intoc the

practice af traditiconal medicine.

(b) the proper training cf personnel.
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{c) documentation
{d) The conservation and cultivation of
medicinal plants.
5 There should be freely available informatian
regarading traditicnal medicine practices,

research findings. flora and fauna and minerals
/

used in the preparation of rraditignal

medicines.

5.3 CONCLUSION

In South Africa thers are more than five i1ndigenous

groups. All thess groups differ sligrhtly 1o as Tar
as their cutiture i3 Zoneernasd. it 13 Tor this
reason that there 1s & IEeq Lo et nes.ers  oarv
differsnt areas of South Africa to meet and  and

share their methods of healing.

The infcormal healing at Umlazi is characterised by
gase of entry as it is a labour intensive activiiv.
It is alsc characterised by reliance on indigenaus
resagurces. The healers used the flara and fauna
provided by the enviranment for their herbs and
medicine. They acguire their healing skills outside
the formal schocl system. Their working hours are

irregular and the prices are negotiable between the



healer and the customer. The relationship with the

cystomers 1s direct and pesrsonal.

Sixty eight percent of nealers were in favour of

serving in formal megicai instituticons. This shcwed

that most of the traditicnal RBealers at Umlazi are
!

engaged i1n this activity because they couid mnot fing

sohs  in the formal sectaor. 85 Lthey wers 1 the

informal business, their 1ncomes were ngt regular

ang serving 11n hospital «will mean a guaranteed

income per month.

zny Tormatl tralining for aCTivitv. TheElr
oosition 15 liue fnac of “he eaiers of CCailand
whers There ares 1o recognlisadg Insclodricnes tor

training traditiona: nealers anZf wthey  are not mags

use ot By The government ¥for the  supply 3f h=2aith
care 1in the country. Thig posztion m;ffef; from
that of ccuntrleg Llke india wihers thera are
undergraguate and postgraduate i1nstitutions for

training traditicornal healers and they are udtilised
by the government faor gdelivering heaith services in

the countrvy.
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APPENDIX

UNIVERSITY OF ZUl ULAND

DEPARTMENT OF GEOGRAPHY

TRADITIODNAL MEDICINE AT UMLAZI TOWNSHIP

PARY A; SOCIO-ECONOMIC CHARACTERISTICS
!

1. (i) | Age Df’Subject {11i) | Sex
20-29 Male
30639 Female
40-40
50-59
069

2. Number of Depencaqgﬁ

None

3. (i} Are there any members of your family engaged in

informal healing activity?

Yes

No




(ii) If any, how many

7+

4, Place aof Residence

imlazi

ther Name

5. {1} Type af Transporit used

Bus

Train

Taxi

lPrivate Car

Walk

(ii) Cost of Transport per month

tess than R3O0

RS50-R39

R&O-R&ET

R70




{i1i)

{

7.

Approximate Monthly Income

R100—R199

R200--29%

R300-R3%9

R4A00-R49%

RS00-R599

R&E00~R&TY

R700+

{i} Level aof Education

No scheoling

Frimary level

Secondary level

| Tertiary level

iii} Type of training {iv)

Place of

Training

Formal

Infarmal

Previous Occupation

Wage Earning

Self Employed

Unemployed

2.

1-

PART B: TRADITIONAL HEALING.

What are vyour reasons faor being

in the

healing




activity?

Unemployment

Supplementary income

Interested 10 The aCTlviU

Giher

{i) Is yoﬁr engagement part—time {(F) or full

(11) Numoer of wGrwing

nours

{111 MNuinpe- of

WOk G gavs

time

Less than 4 per dav

o Cays pe~ wesk

45 par dav

cays DEr wWeEex

Ly

5-8 nper day

4 days Cer weer

8+ per day

{iv) Places gf Activity

v

Uunlazi Staticn

Umliazil Glepe

Mnyandu Station

Hame

Less tham =+ days




Z. What type of diseases do you specialize in?

. 4

= 3.

4. Do you sell medigine?

!

N/

res

MNQ

5. How do you advertise yvour job?

Radio

Nenwspaners

7. Do vou keep records cof your income and exsenditure’

Yes

No

1256




What are your terms af pavment?

Negotiable

GENERAL.

o
e

PArRT

! .
what problems Z0 ycu experience

Canfiscation o3t drugs

Fines

Frosecuticn

invicw of Customers

Fooe

varcrowding

a

bsconding

T
il
l

el
H

H
0

cmpetitl

!
0
b1

Ars o vour Customers malincy from

Low lnocome group’

Middie income group”

-

Grous’

j-iighn inccme

t-2 smplovment

i

bl

Tnstrbtuticns™

this activitiy’”

Erzditional

{1y oo YU sWupport
healers in formal Medical
Yyes
No

(ii) Reasons faor both




What are your

future plans?

Searching for 3

Zomntinue with

Healing

Supplying drugs to sma

: i nealers

Gpening &

cartre for heaslers

Formalizaticon of

activity
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