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ABSTRACT 

The study was carried in the Nadowli District in the Upper West Region of Ghana. The 

focus of the study was on Traditional Medical Practices in Health care delivery in the 

Nadowli District. The study methodology was the mixed method using both qualitative 

and quantitative methods. About 120 respondents were selected using the probability 

sampling methods while the key informants and focus group discussants were also 

selected using the non- probability methods. Some of the field tools used in collecting data 

includes the semi- structured questionnaire, questionnaires and FD check list. Some key 

findings were made in the study. The study found out that 75% to 80% patronize the 

traditional health care services. Clients go to seek the modern health care services after 

their conditions failed to improve alter using the herbs. It was also found out that 

Traditional Medical Health care contributes significantly to the health care needs of the 

people in the study area because of its accessibility. Some challenges however that 

Traditional Medical practitioners face is the difficulty in finding the herbs they go to find 

from the bush due to the rampant bush fires in the area. Also the remuneration to TMS 

practitioners was found not to be rewarding as clients are asked to drop a coin or a small 

chicken for the gods. The study concludes that traditional health care practices in the study 

area strongly complements the modern medical health care system, The study 

recommends further study in areas of client satisfaction in the use of traditional herbs. 
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CHAPTER ONE: INTRODUCTION

1.1 Background of the study

The importance of quality healthcare delivery in every country cannot be over

emphasized. This is generally expressed in the saying that a healthy population IS a

productive population and the converse is true. There are adequate evidence that

demonstrate clearly that ill-health retards socio-economic development and leads to

poverty. Improving the health of people leads to saving money which otherwise IS

expended on treating preventable diseases at the individual, family and national levels.

The money and other resources that are saved can be invested in other productive sectors

such as education, infrastructure, agriculture and commerce (Health Foresight Magazine,

2007).

Moreover, such a system will increase the disposable incomes of individuals and

households. For instance, the World Health Organization (WHO) statistics indicates that

the 42 malaria- endemic countries spend 12 billion dollars a year as direct cost of

treatment, which works out to 268 million dollars a year for each country, including

Ghana. If other indirect costs such as transportation to health facilities, labour days lost by

patients and care-givers and other preventive measures and or instruments like mosquito

coils, nets, creams and herbal treatment. This would definitely escalate the cost into

several hundred millions of dollars a year. Such huge amount of money among other

things could assist to provide basic infrastructure for the citizenry (Health foresight

magazine, 2007). This clearly puts the health sector right in the centre of economic growth

and hence the theme for a new Health Policy, which is "CREATING WEALTH

THROUGH HEALTH."

Many countries have adopted various strategies to promote health care delivery over the

years; these include research, infra structural development, and expansion of healthcare
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facilities among others. Additionally, there have been attempts to integrate orthodox and

traditional medicine to ensure a holistic healthcare delivery system in many nations and

Ghana for that matter.

WHO (2004) estimates that about 80% of the population living in rural areas in

developing countries depend on traditional medicine for their healthcare needs. Ghana

however has operated a plural medical system since the introduction of scientific medicine

(SM) into the country in the early 19th century (Twumasi, 1975). The two dominant

medical systems which are distinct and have operated side-by-side are scientific medicine

and traditional medicine (TM). The former, receives state support and has consequently

become the official medical model with developed infrastructures and human resources. It

is heavily funded by the state. Twumasi (1975) argues that scientific medicine has brought

obvious 'benefits' to the country. For example, it has helped to lower the death rate and

has increased the life expectancy of the people. Sarpong (2008) observed that though

scientific medicine caters for only 30 per cent of the population, it takes the chunk of the

national budget because of its high cost of service.

The Upper West Region like other administrative regions in the country is endowed with

various traditional healers with specialists as Traditional Birth Attendants (TBAs),

Orthopaedics'/ Bone specialists, psychiatries' among others. However, they are not

known and their practise areas or centres are not officially inspected and approved, despite

the tremendous efforts and impact they make in providing quality health care especially in

rural settings with difficulty in gaining access to health care facilities. They also provide

very essential first aid services to patients before getting to health facilities which goes a

long way to reduce fatal cases.

2
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In recent times, the Traditional Medicine Practice Council (TMPC) under the Ghana

Health Service (GHS) and Ministry of Health (MOH) have intensified their efforts to

constitute a regulatory body to assist and ensure proper screening and processing of

application/ licensing and renewal of Traditional and Alternative Health Practitioners

(TAHPs). They are also to undertake inspection of practice premises or facilities, assist in

the development of working documents and assist in planning and implementation of the

information, education and communication programmes (Daily Graphic, August 4, 2010).

The researcher's observation shows that in the Upper West region, the patronage of

traditional healthcare or medication is still on the high side due to the insufficiency or

inadequacy of orthodox health centres coupled with the growing population of the region

compared with health facilities in the region. In most cases too, some of the existing

health facilities are bedevilled with many challenges like location, and the cost involved in

accessing healthcare. It is upon this justification that a study on the role of the traditional

medical system in promoting quality healthcare delivery in the Nadowli district of the

Upper West region of Ghana is of great importance.

Traditional Medicine (TM) is assuming greater importance in the primary health care of

individuals and communities in many developing countries (Peltzer and Mngqundaniso,

2008: WHO, 2002; 1978). These approaches to health care belong to the traditions of each

culture, and have been handed down from generation to generation (WHO, 1996). China

and India, for example, have developed very sophisticated contemporary and alternative

medicine systems such as acupuncture and ayurvedic for decades (Addae- Mensah, 2002;

Agyare et al, 2002). In fact, TM reflects the socio- religious structure of indigenous

societies from which it developed, together with the values, behaviours and practices

within their communities. TM ultimately aims at restoring the physical, mental and social

wellbeing of the patient, through alternative health care delivery to the orthodox medical

3
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system. In addition, tribes, cultures and the indigenous people of nations throughout the

world have evolved systems of TM for generations, and communities have found most of

their medical practices valuable and affordable among other comprehensive benefits and

still depend on them for their healthcare needs.

In Ghana, up to the middle of the 19th century, most indigenous people had no access to

orthodox medicine and relied entirely on herbal and other traditional medical services for

their primary health care needs (Tchiakpe, 2004: unpublished master's thesis). With the

scarcity of orthodox doctors, nurses and paucity of modern hospitals and clinics, the large

majorities of people have to rely on sources other than orthodox medicine and treatment.

For example, in Ghana there is one traditional practitioner to approximately 386 people,

whilst the ratio of orthodox doctors to population stands at 1:10 700; nurses to population

ratio is 1:1 578 (MOH, 2006).

The indigenous medical paradigm that existed pnor to the introduction of scientific

medicine into Ghana has persisted up to today. It has been sustained mainly by private

entrepreneurs and practitioners who receive little or no assistance from the state and

Ghana like some other African countries are producing indigenous medicines locally.

1.2 Problem Statement

In the Nadowli District and the Upper West Region, healthcare delivery seems to be

inadequate even though there has been a significant change, that is an increase in the

number of health facilities in the District between the periods 2011 and 2013. It is

observed that the number of outreach stations and facilities has more than doubled in the

study area with the number of outreach points increasing from 132 to 148 during the same

period, there is still a major setback to the effectiveness of health service delivery in the

district. According to the 2010 population census; the current total population of the

4
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district stands at 63,141. This population figure compared with the 2000 census figure

indicates a growth rate of 1.5% per annum. In relation to this growing population there are

currently two Hospitals in the Nadowli district thus one government (District Hospital)

and one private (Ahmadiyya Moslem Hospital) which are located in Nadowli the District

capital and Kaleo respectively.

The distribution of existing facilities however is concentrated in the western half of the

District. The average distance to a health facility in the District has reduced from 16km to

about 9km. This achievement still lags behind the National target of 5-kilometer maximum

distance in accessing health services. This is indicative of poor physical accessibility to

health services notwithstanding the increased outreach stations and static health facilities

in the District. Many people are also unable to access health services due to the prevailing

poverty among the people. The region is considered one of the poorest in the country (9

out of ten people are poor) and as would be expected access to quality health care still

remains a major developmental challenge. Similarly, like most parts of the country, the

population depends on traditional medicines especially as modern health care cannot be

afforded. However, this sector of medical system is still shrouded in secrecy and perceived

to be associated with witchcraft and superstitious believes. Much of the information

regarding its principles and practice are neither documented nor consistent (PHC, 2006).

It seems that accessibility of these modern health care services is inadequate. However,

there has been the traditional medical system which has been in existence before the

modern healthcare system. The TM system seems to be making a recommendable impact

since the people can easily access with possible positive effects. For instance a very

significant proportion of practitioners in the health care system are the Traditional Birth

attendants who have since 1978 formed part of the Primary Health Care (PHC) strategy in

the District providing reproductive health care services.

5
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The presence of Traditional medical practitioners in most districts in the region compared

with other regions has significantly minimal bearing on increased access to Primary

Health Care in rural communities in the region (Field Survey, 2012).

This study therefore seeks to find out the contribution of the traditional medical system in

the delivery in the Nadowli district. The researcher will therefore get answers for the

following questions:

1. What are the medical practices taking place in the traditional health care delivery

system that are promoting health delivery in the Nadowli District?

2. Are these traditional medical practitioners facing challenges in their bid to provide

health care services to the residents of the N adowli District?

3. Has the government of Ghana provided any interventions that may help promote

the Traditional Medical System?

1.3. Research Objectives

Basically, the study is to assess the practices of the traditional medical system III

promoting quality health care delivery in the Nadowli District.

The specific obj ectives of the study are meant to:

I. Examine the practices of traditional Medical practitioners and their effect in the

health care delivery in the study area.

2. Identify and discuss the challenges facing the traditional health care delivery

systems in the study area.

3. Access the interventions by the government of Ghana and other relevant bodies

into promoting the traditional medical health care in the study area.

6
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1.4 Prepositions

The formulated preposition for the study is as follows:

1. The Traditional medical system contributes positively to the total health care

delivery system in the Nadowli District.

1.5 Significance of the Study

The significance of any academic work IS seen In the light of its linkage "to larger,

important or theoretical problems, social policy issues, or concerns of practice" (Marshall

and Rossman, 1999). The government of Ghana's policy to improve the health of all

people living in Ghana regardless of age, sex, race, ethnic or socio-economic standing has

been a matter of great concern to successive governments and development partners alike.

This study would make recommendations for the Government, Non-Governmental

Organisations (NGOs) and other policy makers, to streamline the activities of traditional

medicine practitioners in Ghana. This study would also complement other efforts to create

the necessary environment for the production of safe and efficacious traditional medicines,

as well as help to promote their usage so that they can contribute to achieve the overall

goal of improving the health of all residents in the Nadowli district and Ghana as a whole.

The study would also draw the government's attention to her numerous responsibility to

protect the citizenry of the country by putting the necessary mechanisms in place that can

guarantee the protection of the operators of Traditional Health Practitioners.

Tn addition to that this study would showcase the importance of the Traditional Medicine

in meeting the health needs of the people of the study area as well as stating proper

measures that should be adopted in their health delivery.

7
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The study would also add up to the existing literature thereby projecting Traditional or

herbal medicine as complementary medicine to the level of quality and that it should be

integrated into the national health- care delivery. This study would make policy

recommendations stressing the need for continuing Research and development, as well as

documentation of herbal medicine knowledge into data repositories, training and education

of practitioners to improve skills relating to technology transfer and quality control issues

to provide ethical products and services. Our study would also throw more light on the

contributions of traditional medication in addressing the short and long term run health

needs ofthe people in the study area.

1.6 Organization of the Thesis

The study will be organized and presented in five chapters. Chapter one is the introductory

segment comprising the study background and problem statement. It is followed by the

objectives, prepositions, justification of the study, the study area, the research

methodology and the organization of the thesis. Chapter two looks at the literature review.

Literature here is organized under both the conceptual framework and theory. Under the

conceptual framework, the organizational structure of the traditional medical system of

health is discussed. The theory of the study focuses on the biomedical model of health,

which is Biomedicine (modem traditional medicine). Chapter three contain the profile of

the study area and research methodology used in gathering the data for the study. It also

provides justification for the approaches used in gathering the data.

Chapter four assesses the contribution of the traditional medical system on total healthcare

delivery in the Nadowli district. It also provides an inside into the demographic

characteristics of the respondents. This chapter also identifies the challenges of the

traditional medical system. It focuses on the challenges faced by patients/ beneficiaries

and the practitioners. Again the researcher examines the collaborations and interventions

8
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of the government and other related organizations and some challenges to these

interventions. The fifth chapter outlines the summary, conclusions and recommendations.

9
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CHAPTER TWO: LITERATURE REVIEW, CONCEPTUAL FRAME AND
THEORY

2.1 Introduction

This chapter explores the trend and development of Traditional Medicine (TM) and

Modern Health care systems. A further elaboration is structured around the holistic

concept of the TM system while assessing the theories of health and illness. This chapter

is divided into three sections: the first section will analyse the concept of the TM systems,

this will focus on the types of Traditional Medical Practitioners (TMPs), the patronage of

TM, the beliefs of TM and the challenges affecting the development of the TM system in

Ghana. The second section discusses issues or concerns of the policies of Tm in

conjunction with some suggested approach to the development of the TM system and

subsequently involving TMPs in the Primary Health care (PHC) in Ghana. The conceptual

framework and theories of health and illness constitutes the third section of this chapter.

Literature here includes the policies on the traditional medical practices and both

theoretical and conceptual fi·amework. Under the theoretical framework, the biomedical

model of health is discussed. Conceptualization of the study focuses on Primary Health

Care and the Traditional Medical System.

2.2 Types of Traditional Medical Practitioners

Traditional Medicine (TM) embraces the ways of protecting and restoring the health that

existed before the arrival of orthodox medicine (OM) (World Health Organization, 2001).

The WHO therefore defines TM as diverse health practices, approaches, knowledge and

beliefs incorporating plant, animal, and/ or mineral based medicines, spiritual therapies,

manual techniques and exercises applied singularly or in combination to maintain well-

being, as well as to treat, diagnose or prevent illness (WHO, 2002; 2000). Buor (1993) in

his study on impact of TM in the health care delivery services in Ghana argues that TM

10
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involves the use by the folk population primarily of unorthodox and unscientific method

for curative and prevention of diseases. It has been debated whether the word "traditional"

should be used at all, as it implies some degree of stagnancy or backwardness (Hougen et

ai, 1998). African traditional medical practice includes diverse health practices, remedies,

approaches, knowledge and beliefs incorporating plant, animal and mineral products,

spiritual therapies and charms. Traditional healers utilise a variety of approaches to

diagnose, treat or prevent illness.

Traditional medicine however postulates that the human being is both a somatic and

spiritual entity, and that disease can be due to supernatural causes arising from the anger

of ancestral or evil spirits, the result of witchcraft or the entry of an object into the body. It

is therefore not only the symptoms of the disease that are taken into account, but also

psychological and sociological factors. Thus the holistic nature and culture-based

approach to traditional healthcare is an important aspect of the practices, and sets it apart

from conventional western approaches (Hougen et al, 1998).

Evans- Anfom, (1976) defines a traditional healer as a person who is recognized by the

community in which he lives as competent to provide health care by using vegetables/

herbs, animal and mineral substances. This also includes certain other methods based on

the social, cultural and religious background as well as on the knowledge, attitude, and

beliefs that are prevalent in the community. This again is with regards to physical, mental,

and social well-being, and the causation of disease and disability.

In general, traditional healers consist of Traditional Birth attendants (TBAs) or midwives,

bone setters, and herbalists, who learn their trade by inheritance or through apprenticeship.

Despite the many differences in the style of practicing TM, traditional healers share some

important common features. They have lived extensively in the community in which they
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practice and therefore know the religious beliefs and culture of the community. They also

provide humanistic consultation with their patients, which is now lacking from the

treatment provided by many orthodox medical practitioners (Evans- Anfom, 1976).

The practitioners of traditional medicine specialized in particular areas of their profession,

in the same way as orthodox medical practitioners. Thus some traditional medical

practitioners are experts in the use of herbs (herbalists), others are proficient in spiritual

healing, and especially the uses of incantations, while others combine both. There are also

traditional bonesetters and birth attendants (ACDEP, 2005).

Some healers have learnt their trade by undergoing treatment as a patient. Upon their

recovery, they decided to become practitioners themselves. Another avenue is through

spiritual calling, in which case the healer's diagnoses and treatment are strictly determined

by the supernatural. A third route is through informal learning from a close family

member, such as a father or uncle (or a mother or aunt in the case of female healer or

TBAs). A fourth possibility is through a long formal apprenticeship under an established

practitioner.

Traditional beliefs differ from one ethnic group to the other in Ghana and other sub-

Saharan African countries, but the belief in ancestral spirits is one phenomenon that runs

through all the cultures. Whilst some traditional healers focus primarily on medicinal

plants gathered from their farms, forest or market, some heal with plants through the

consultation of ancestral spirits. Literature suggests that apart from Generalist Traditional

Practitioners, there are specialists who master the treatment of a narrow range of

conditions, for example, bonesetters, TBAs and mental health practitioners. Others treat

combination of a number of conditions ranging from fungal to viral infections (ACDEP,

2005).
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According to the African Conservation Foundation (2007), there are approximately 45,000

traditional healers in Ghana, most of who are recognized and licensed through various

associations that fall under the nationally mandated Ghana Federation of Traditional

Medicine Practitioners' Association (GHAFTRAM). As indicated in the 2000 population

and Housing census Report, there are at least one herbalist each in almost all the villages

in the Upper West Region of Ghana and other regions across the nation. With a degree of

specialization some primarily treat fractures, psychiatric conditions, malaria and infertility

among others. According to the same report, every locality in the Sissala, Jirapa,

Lambussie, Wa, Lawra and Nadowli reported the availability of traditional healing

facilities within the district.

In the Nadowli District of the Upper West Region which is specifically the study area,

there are a number of different kinds of traditional medicinal practitioners. These include

fetish priest/ priestess healing centres some of which are attached to shrines or temples of

a deity and may undertake periods of possession or practice divination. Bonesetters who

are specialized in bone fractures, herbalists and TBAs who are mostly older women and

have extensive experience in antenatal, post and neonatal related matters. Though ritual

and superstition are common in herbal treatment, the main activities are on the knowledge

and use of plants with the required medicinal value in disease treatment, (Twumasi, 1988).

2.3 Health Seeking Behaviours

With the Primary Health Care (PHC) approach of the late 1970s, community perspectives

on the human behaviour experienced real boom. The focus on social science was

promoted by the World Bank and World Health Organization (WHO) special programme

for Research and Training in Tropical Diseases (TTD) (Kikwawila Study Group, 1994 and

1995; TDR, 2002a; TDR, 2002b).
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Early studies funded by the Social and Economic Research (SER) component of TTD

contributed to the increasing emphasis on the socio-cultural and socio-economic aspects of

health care. Therefore, health seeking behaviour specialist acknowledges that health

control tools, where they exist, remain greatly under or inadequately used. Hence,

understanding human behaviour is pre-requisite to change behaviour and improved health

practices.

Twumasi (1998) observed that in orthodox medication, a patient who is not satisfied with

care givers and the system would seek appropriate treatment from spiritualist. He also

noted that, they approach healing through herbal applications using methods of treatment

and operational procedures similar to modem medical care. Twumasi (1988: 13) also

believes that "mystical beliefs form a central part of traditional healer's theoretical

approaches to healing". Thus, the first point of call by rural folks who think they are

spiritually-possessed or have been bewitched, are the traditional healers. Understanding

the appropriate level where traditional medicine can be placed lies in the health seeking

behaviour of individuals within the District. Hubley, (1993) provides a process of what he

described as health seeking behaviour. The typical sequence according to Hubley goes

like: Becoming aware of symptoms of illness, considering offers by family members,

taking home remedy (self- medication), deciding to go for treatment either from a local

healer, doctor or other health care providers, following advice and taking prescribed

therapy and going for follow up if necessary.

However, a clear distinction is not made between orthodox and traditional medical

consultations. Anyinam (1991) divided the medical system in Ghana in to three; the

remedy, the traditional and the modem medical sector. It is within the home remedy

sector, according to Anyinam (1987) that most people use self-medication, being the usual

option resorted to as the first therapeutic intervention. The sector is a matrix with several
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levels of individuals, families' social networks and community beliefs and attitudes is also

called the popular sector. The home remedy sectors either orthodox or traditional, perceive

health and illness as beliefs about which consultations are made. This leaves traditional

medicine not conveniently placed especially in the health care delivery system of rural

dwellers. Meanwhile, it is estimated that in Ghana, everyone traditional healer attends to

approximately 20,000 patients in a month (ACF, 2007).

2.4 Patronage of Traditional Medicine

Tribes, cultures and indigenous people of nations throughout the world have evolved

systems of TM for generations, and communities have found most of these medical

practices valuable and affordable and still depend on them for their health care needs. The

WHO estimates that about 60.0 % of the world's people use herbal medicine for treating

their sicknesses and up to 80.0 % of the population living in the African region depends on

TM for some aspects of primary health care (WHO, 2000). Indeed, in rural communities in

Ghana, like other developing countries and elsewhere, TM will continue to remain a vital

and permanent part of the people's own health care system.

There is currently a global resurgence of interest in traditional medicine and

complementary/ alternative medicine (TM/ CAM) treatment modalities. This is largely

due to the emerging need for the alternatives to meet specific needs in western medicine

such as microbial resistance to conventional chemo-therapeutic agents, chronic intractable

diseases, new diseases, the need for cost-reduction and less invasive treatment and adverse

effects to conventional medicines.

The common sale and use of traditional medicinal plants leaves as a source of medicine in

Cote d'Ivoire and possibly other parts of West Africa is therefore highly significant as it

differs markedly from the high frequency of roots, bark or bulbs at markets in the
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Southern African Region. Throughout Malawi, Mozambique, Zambia, Zimbabwe,

Lesotho, Swaziland, and particularly South Africa, herbal material that is dried (roots,

bark), or has a long shelf-life (bulbs, seeds, fruits) dominates herbal medicine markets. Tn

comparison, six sellers in Abidjan, Cote d'Ivoire, primarily sold leaf material (20-41

species), followed by roots (1-16 species), bark (0-8 species) and whole plant (0-3 species)

a situation that was typical of the III traditional medicine sellers there.

The exception in Cote d'Ivoire is that of sellers bringing materials from Burkina Faso and

Mali, who sell more root bark materials. The situation with chewing sticks sellers in Cote

d'Jvoire and other parts of West Africa is somewhat different. However, as stems and

roots are the major plants used, with the consequent higher impact on favoured species.

Despite limited information on population biology of medicinal plants, it is possible to

group large target species according to demand, plant life-form, parts used, distribution

and abundance (Cunningham, 1988a; 1991).

There are so many people who live in areas where there are no health facilities and so the

first point of call for these people is to see the herbal practitioner. In many rural -based

populations, traditional healers are the only source of health services for majority of the

people and in most cases they are the preferred source of health care. In Ghana, for

example, in the Kwahu district, for every traditional practitioner, there are 224 people

compared to one university-trained doctor for nearly 21,000 people (VOA News, 2006;

Ernest Rukangira, 2001).

Countries in Africa, Asia and Latin America, use traditional medicine to help meet some

of their primary health care needs. In Africa, up to 80% of the population uses traditional

medicine for primary health care. In China, traditional herbal preparations account for

30% to 50% of the total medicine consumption whilst in Ghana, Mali, Nigeria and
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Zambia, the first line of treatment for 60% of children with high fever resulting from

malaria is the use of herbal medicine at home (WHO, 2003). According to UNDP (2007)

Human Development Report however, it is estimated that about 80% of the Ghanaian

populace relies on herbal preparation for primary health care. The high patronage of

traditional medicine is either because it is cheaper, more convenient or simply believed to

be more effective (VOA News, 2006).

Studies have also shown that about 3,000 herbal formulations have been documented as

being efficacious for specific conditions in Ghana. Out of which over 600 are circulating

as herbal medicine products and 60 of which have undergone preliminary phyto-chemical

analysis and safety test at the Centre for Scientific Research into Plant Medicine (CSRPM)

and through Master of Science (MSc) project works (Cultural news, 2007). It is worth

noting that three hundred (300) of these herbal products have also been given market

authorization by the Food and Drugs Board (FDB).

Tuesday, 23rd November, on the National Festival of Arts and Culture (NAFAC) 2010

programme line up, was a symposium on traditional medicine, a vital component of the

Ghanaian culture, at the Tamale Regional Library. It was dubbed "Traditional Medicine in

Focus. There was a showcase of a variety of herbal medicines by a number of traditional

medical practitioners and the CSRPM at the venue. Some of the herbal medicines that

were displayed include aphrodisiacs, malaria drugs, sexual enhancement drugs, diabetes

drugs, among others.

The vanous activities on the symposium exhibited the level of attention given to the

sector. This was elaborated by the presentations made by various stakeholders in the

sector. There were presentations by representatives from the Ministry of Health (MOH)
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agencies; Food and Drugs Board (FDB) and CSRPM as well as the standards Board,

explaining their stance on Traditional Herbal Medicine.

Presentation by a Doctor, Hajia Salamatu Ibrahim Tamako, the owner and head of the

Tamako Plant Research Centre in Damango in the West Gonja District of the Northern

Region of Ghana, points to the fact that traditional medicine is significant to health care

delivery. She explained that traditional healers are the first stop for healing for many

patients. She buttressed this by saying that WHO recognizes that 75%-80% of patients

seek traditional healing in developing countries and about 90% of people in rural

communities especially in the northern part of the country Ghana depend on traditional

medicine. She indicated that, "in recent times, the Ghana Psychic and Traditional Healers

Association (GPTHA) in collaboration with MOH, WHO, FDB, among others have

trained traditional healers in the upgrading of their practice to meet today's health delivery

requirement" and hence the public can be assured of safety and quality in their mode of

practice and their products (NAF AC,20 10).

The representative of the FDB in his presentation stated emphatically that the organization

is never against or has never doubted the potency of traditional medicines. In support of

this, he mentioned that the traditional medicine currently engaged in talking with them so

that their products will be listed as part of essential drugs that could be prescribed and

adopted into the National Health Insurance Scheme (NHIS). The representative of the

Ghana Standard Board (GSB) indicated that GSB has developed a facility for the

development of guidelines for the manufacture of medicinal herbs in Ghana. Moreover a

representative of the Centre for Scientific Research into Plant Medicine (CSRPM)

mentioned that the centre was established in 1975 with the mandate to research into

traditional medicine especially the traditional medicine products, its development and

promotion (NAFAC, 2010).
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In Ghana, plant medicine abounds in generous quantities and in many instances, the only

treatment option available. Indeed about 1,000 medicinal plants are known to exist in

Ghana, 80% of which have been identified by baseline studies (Cultural News, 2007).

2.5 Benefits and Advantages of Traditional Medicine

In Ghana, traditional health care is a holistic one that integrates the people's ethics,

religious, moral and cultural values writes Professor Ewurama Addy of the University of

Ghana (UG) in her book, Traditional Medicine. There is an undoubtedly high patronage of

TM for various reasons including belief, trust, proximity and cost and mode of payment.

Thus TM is a national asset. It provides employment for the indigenous people among

other factors and there is a need to improve the practice (ACDEP Report, 2005). There is a

high patronage of traditional medicine for various reasons including belief, trust,

proximity and cost and mode of payment. Thus, Traditional Medicine is a national asset. It

provides employment for the indigenous people among other factors and there is a need to

improve the practice (ACDEP Report, 2005).

2.5.1 Acceptability

The traditional healers are recognised, acknowledged and trusted in their communities.

Most of the activities and procedures are simple, non-invasive and innocuous. Their

strength lies in the ability to bring relief to disturbing pain, realigning the body to respond

to healing and sometimes providing complete relief of chronic debilitating symptoms.

They are therefore used as a suitable alternative to other "less effective" procedures or as

complementing them. The medicine can be more effective for long-standing health

complaints. The side effects are also sometimes minimal and may be more suitable to

health. While few data were reported on changes in health status of target populations,

some research! projects indicated a high degree of acceptance by communities of the

healers who had been trained. The projects in Sudan reported that the proportion of
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women aged 30-34 years using contraceptives increased from 25% to 38% over the two

year period, and that overall use of contraceptives rose from 13% to 21%. The project in

Nepal reported an increased attendance at rural clinics after trained traditional healers

began working in local communities (WHO, Geneva, 1998).

Traditional Medicine practices vary among geographic regions and cultures, and

traditional health care is sought for a variety of reasons. Ethnographic studies often

describe traditional healers' ability to explain illness in a way that is culturally relevant

and understandable. For instance, Lemelson (2004), reports that Balinese traditional

explanations for illness may provide an "understandable and integrated system of meaning

for (psychological) disorders" that can be highly valuable to the patient, even if the

traditional treatment does not relieve the patient's symptoms.

These approaches to healthcare belong to the traditions of each culture, and have been

handed down from generation to generation (WHO, 1996). China and India, for example,

have developed very sophisticated contemporary and alternative medicine systems such as

acupuncture and ayurvedic for decades (Addae- Mensah, 2002; Agyare et al, 2006). In

fact, TM reflects the socio- religious structure of indigenous societies from which it

developed, together with the values, behaviours and practices within their communities.

2.5.2. Affordability

Traditional Medicine (TM) aims at restoring the physical, mental and social wellbeing of

the patient, through alternative health care delivery to the orthodox medical system.

Tribes, cultures and indigenous people of nations throughout the world have evolved

systems of TM for generations, and communities have found most of these medical

practices valuable and affordable and still depend on them for their health care needs

(Global Journal of Health science, 2011).
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In the three Northern Regions where Upper West especially is considered the poorest,

dependency on Traditional Medicine as the first resort is becoming inevitable. The cost of

service delivery and mode of payment is moderate on one hand while the orthodox health

care gets increasingly expensive on the other hand even with the inception of the National

Health Insurance Scheme "NHIS" (ACDEP Report, 2005).

2.5.3. Availability / Proximity

Despite the efforts of government and its development partners to make modem health

services accessible, available and acceptable to all people, most of these institutions are

distances away from the communities they serve. In some cases, the road network systems

linking some of the communities to the health facilities are mainly inaccessible, especially

during the rainy season. This among other factors for availability makes it difficult to

access the quality health care and undoubtedly make traditional medicine an obvious

choice especially for the rural people. (Field survey, August 2012)

A study published by UNAIDS, shows that about two- thirds of HIV \ AIDS patients in

developing countries use TM to obtain symptomatic relief, manage opportunistic

infections and boost their immune systems (UNAIDS, 2003; Osei- Edwards, 2003). The

medicines used by the practitioners to treat the AIDS patients are rightly available in and

around their located practice premises (Global Journal of Health Science Vol. 3, No.2;

October 2011). Their familiarity with patients and also the communities in which they

operate serves as an added advantage to relief the AIDS patients.

2.5.4. Accessibility

Access to quality health care is said to be a fundamental human right but the numerous

challenges faced by modem health care system makes this reality for only a section of the

Ghanaian populace. Inadequate number of the already ill- equipped health facilities
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coupled with the unavailability of adequate trained personnel at the facilities makes

traditional medicine and medical practitioners an important part of the health care system

in Ghana. The tendency for Ghanaians to patronize both indigenous and modern systems

simultaneously also makes the subject an issue of great public health concern (ACDEP,

2005).

In Ghana, as well as many other African countries, stakeholders acknowledge that TM

plays a very important complementary role in healthcare delivery. For instance, the WHO

(2002), reports that in Ghana, Mali, Nigeria and Zambia, the first line of treatment for

about sixty percent (60%) of children with high fever resulting from malaria is the use of

herbal medicines to meet their health care needs. Apart from effectiveness of plant

medicine, the populations generally patronize the services of TMPs because TM is

affordable, accessible and available.

The relative ratio of indigenous medical practitioners and scientific medical practitioners

is quite revealing. The WHO estimates that about seventy percent (70%) of the population

in developing world, especially Africa, depends on medicinal plants to meet their

healthcare needs (WHO, 2002). Sarpong (2008), has noted that there is one Traditional

Medical Practitioner (TMP) to approximately nine hundred (900) people in Ghana. This

means that the Traditional Medical Practitioners are more readily accessible to more

Ghanaians than their Scientific Medical Practitioner (SMP) counterparts, since one

Scientific Medical Practitioner serves approximately twelve thousand (12,000) clients

(MOH, 2007). The Scientific Medical Practitioners are also unevenly distributed with

most of them practicing in the urban centres or areas. Amoa (2002), observes that about

twenty five percent (25%) of the Scientific Medical Practitioners in Ghana are located in

Accra and Kumasi. Furthermore, TM is affordable, especially to the poorest patients in

Ghana. In Ghana and other countries like Kenya and Mali, treating malaria with
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pyrimethamine I/ sulpadoxine is comparably expensive (Ahorlu, 1997), whereas treating

malaria with herbal medicine is very cheap and may sometimes even be paid for in kind

and gifts according to the social standing of the client. These useful insights have

encouraged the Government of Ghana (GoG) and the WHO to attempt the modernization

of TM and eventually integrate it into the national healthcare system.

Furthermore, inadequate accessibility to modern medicines and drugs to treat and manage

disease in middle and low income countries, especially in Africa, may have contributed to

the widespread use ofTM in these regions especially in poor households. In a recent study

by the WHO and Health Action International (HAl) in thirty-six (36) low and middle -

income countries, drugs were reportedly way beyond the reach of a large section of the

population (Cameron et al. 2008). The widespread use of TM in Africa therefore, can be

attributed to its accessibility. The ratio of traditional healers in Africa for instance, is 1:

500 (one practitioner to five hundred clients) compared to 1:40, 000 for the scientific

medical practitioners. Indeed, majority of medical doctors available in Africa are

concentrated in urban areas and cities at the expense of the populace in the rural areas.

Therefore, for millions of people in rural areas, native healers remain their health

providers.

2.5.5 Safety, Efficacy and Potency

As health care gets increasingly expensive and sometimes ineffective in many African

countries, a growing number of people are turning to TM. In many countries however,

these drugs are not certified and their uses raises safety concerns (VOA News, 2006).

Studies however, have also shown that about three thousand (3000) herbal formulations

have been documented as being efficacious for specific conditions in Ghana, out of which

over six hundred (600) are circulating as herbal medicine products and sixty (60) of which
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have undergone preliminary phyto-chemical analysis and safety test at the centre for

Scientific Research into Plant Medicine and through modem scientific (MSc) project

works (Cultural News, 2007). It is worth noting that three hundred of these herbal

products have also been given market authorization by the food and Drugs Board (FDB).

Scientific evidence from tests done to evaluate the safety and efficacy of traditional

medicine practices and products is limited. That not withstanding, evidence shows that

acupuncture, some herbal medicines and some manual therapies (e.g. massage) are

effective for specific conditions. The major setback to the TM system is due to the fact

that the requirements and methods for evaluation are complex, for instance, it can be

difficult to assess the quality of finished herbal products. The safety, efficacy and quality

of fmished herbal medicine products depends on the quality of their source materials

(which can include hundreds of natural constituents), and how elements are handled

through production processes (WHO, 2008).

The efficacy and potency of TM are indeed attracting global attention (Peltzer and

Mngqundaniso, 2008: Mwangi, 2004: Buor, 1993) and that traditional, Complementary

and Alternative Medicine (CAM) is globally increasing in popularity (Kaboru et al, 2006).

The global trend indicates that even in the advanced countries, more people with the most

advanced sophisticated Orthodox Medicine (OM) system are making headway in TM use

to cater for their health care requirements (WHO, 2001). Studies have shown that, almost

seventy percent (70%) of the population in Australia used at least one form of

contemporary and alternative medicine, and forty- four point one (44.1 %) visited CAM

practitioners in 2007. Also, the annual 'out of pocket' expenditure on CAM, nationally,

was estimated at US$3.12 billion (Xue et aI, 20 10). In the Netherlands, sixty percent

(60%), whiles in the United Kingdom, seventy-four percent (74%) of the people are

advocating for the inclusion of CAM into the National Health Service (NHS). The
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percentage of the population which has used CAM at least once in Canada, France, USA

and Belgium stands at seventy (70%), seventy-five (75%), forty-two (42%) and thirty-

eight (38%) respectively (WHO, 2002). A survey conducted in the member states of the

European Union (EU) in 1991, revealed that thousand four hundred (1,400) herbal drugs

were used in the European Economic Community by patients (WHO, 1996). One-third of

American adults have used alternative treatment and there is a fast growing interest in

CAM system in the developed world (WHO, 2001: 1996).

2.6: Challenges of Traditional Medicine

2.6.1 International Diversity

Traditional medicine practices have been adopted in different cultures and regions without

the parallel advance of international standards and methods for evaluation. Many

medicinal plant species have spread globally both via intentional and carefully planned

transfers and as the unintentional outcome of people's movements Fowler C, Hodgkin T

(2004). According to Voeks (2004), the high proportion of medicinal plant species with

wide distributions can be interpreted as the result of past and present plant movements

resulting in improved medicinal floras around the world and that the use of a different

domestic animal species as remedies (Alves RRN, Rosa IL, 2006).

It is well noted that despite the importance of TM for public health in many parts of the

world, like the current spasm of plant and animal species extinction, as remarked by

Anyinam C. (1995), the practitioners of ethno medicine (especially herbalists and cult

healers) appear to be at a greater risk of extinction than even forests and other biomes.

Knowledge of the use of plants is disappearing faster than the plants themselves. The

destruction of tropical forests has meant, in many parts of the tropical region, increasing

disappearance of native peoples who have been living in these areas and who have
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accumulated a compendium of folk knowledge about the usefulness of plants for curing

various diseases.

2.6.2 National Policy and Regulation

Not many countries have national policies for traditional medicine. Regulating traditional

medicine products, practices and practitioners is difficult due to variations in defmitions

and categorizations of traditional medicine therapies. A single herbal product could be

defined as a food, a dietary supplement or an herbal medicine, depending on the country.

This disparity in regulations at the national level has implications for international access

and distribution of products. The main problems include the lack of information on

practitioners including their qualification, registration, educational background, location,

number and the products used in their practices. Other problems include inappropriate

premises for practices, inadequate record keeping by practitioners, inadequate facilities for

diagnosis and the use of un- standardized products (WHO, December, 2008).

2.6.3. Effective Collaboration

One of the most important mechanisms in any medical system which guarantees the safety

of patients and assures effective treatment of diseases is the ability of the system to ensure

prompt referral of patients from one system to another. No wonder, the acting director of

Traditional and Alternative Medical Practitioners (TAMP), Ministry of Health (MOH)

stated that crossO referral of cases between the traditional medical practitioners and

orthodox medical practitioners would improve health care delivery for people when he

addressed the fourth TM week held at Koforidua on September 6 2003 (The Ghanaian

Times, 2003).

There is also often a lack of dialogue between traditional healers and government health

staff. This creates misunderstanding between the two groups and has prevented open and
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creative discussions to identify common health goals and ways of cooperating in providing

better health care.

Following the growing demand for TM and the contribution of the medicine to the overall

health delivery system particularly in Africa, some authors have suggested that traditional

medicine system be integrated into the mainstream of health care services to improve

accessibility to health care (Erinosho, 1998, 2005, 2006; Obute, 2005; Odebiyi, 1990;

Okigbo and Mmeka, 2006). For example, Obute (2005), asserts that "like all people of the

world the south-eastern Nigerians have their rich traditional medicine that should be

properly organised and formally integrated into the regular healthcare delivery system."

This according to Odebiyi (1990: 341), would improve health care in two folds:

enhancement of quality of care and supply of low- cost primary health care. In the same

vein, the resolution made at the Regional Committee for Africa, in 2000, recognised the

potential of TM for the achievement of universal health coverage in the African Region

and suggested accelerated development of local production (WHO, 2002a; 2000c).

Consequently, the publication of methodologies on research and evaluation of traditional

medicine by the WHO (WHO, 2000b) and "guidelines for assessing the quality of herbal

medicines with reference to contaminants and residues" (see WHO, 2007) were to ensure

that people have adequate access to the kinds of information required for effective use of

TM and appropriate methodology to be adopted by member states in their efforts to

integrate the medicine into the mainstream of health care system.

2.6.4. Safety, Effectiveness and Quality

The safe use of TM is questionable. Quite a number of TMPs practised under unhygienic

conditions and environs which could develop further infections to their clients and

complicate their health problems. It is evident that the TMPs did not have a standard and

accurate dosage for medicines prescribed and described for clients; rather they resort to
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"trial and error" method for medicine administration (WHO, 2002). This poses serious

challenge to acceptable and sound medical practices envisaged by the MOR for the

citizenry. Stakeholders and the Ghana Health service are to organize regular training and

education programmes for TMPs on the need to practice in uncontaminated environment.

Also, medical administration based on "trial and error" should be avoided to avert the

consequences of over dosage and under dosage of some medications.

Scientific evidence from tests done to evaluate the safety and efficacy of traditional

medicine products and practices is limited. While evidence shows that acupuncture, some

herbal medicines and some manual therapies (e.g. massage) are effective for specific

conditions, further study of products and practices is needed. Requirements and methods

for research and evaluation are complex. For example, it can be difficult to assess the

quality of fmished herbal products. The safety, efficacy and quality of fmished herbal

medicine products depend on the quality of their source materials (which can include

hundreds of natural constituents), and how elements are handled through production

processes (WHO, 2008).

2.6.5. Knowledge and Sustainability

Herbalists are no different from the other TMPs who use non-organic, psychic or spiritual

means when it comes to sources of knowledge of the art of healing. Some herbalists claim

that their knowledge of herbs was handed down to them by their parents, grandparents or

great -grandparents. A number of them claim that the information was revealed to them

through dreams or visions. Irrespective of the source of knowledge, it is important to

verify the efficacy and safety methods of treatment for its wider application. It may be

worthwhile also to know the contribution of each of the components used in the treatment

because such knowledge could be used to improve the efficiency of the system. If a

component is really useless, it would be cost effective to leave it out.
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TMPs have a wealth of knowledge which they usually do not want to disclose. The non-

disclosure may be due to issues of intellectual property rights but it may also be due to

their belief that disclosing such information that has been handed down to them by deities

is a violation of tradition, something that could attract punishment or even death.

There is a major concern with the passing of knowledge of traditional medicine treatment.

This is because the traditional medicine practitioner, who generally is illiterate, passes the

knowledge along orally, and the information can be lost over time. The illiterate healer

also cannot enrich his/ her practice by reading about other healing techniques learning

about things such as basic human anatomy and administration of quantified medicinal

doses.

Another setback concerns the secrecy involved in the passmg of this knowledge.

Understandably, healers wish to pass the knowledge along to only those people who

demonstrate ambition, strong character, and a willingness to learn the trade of healing.

Unfortunately, healers sometimes fear competition from apprentice and may initially teach

the apprentice limited information, thus passing out with the unspoken! unravelled

information. As a result, the apprentice will practice with incomplete knowledge of herbal

remedies and with less skill than his/ her predecessors (Maganu E., 2007).

Herbal materials for products are collected from wild plant populations and cultivated

medicinal plants. The expanding herbal product market could drive over-harvesting of

plants and threaten biodiversity. Poorly managed collection and cultivation practices could

lead to the extinction of endangered plant species and the destruction of natural resources.

Efforts to preserve both plant populations and knowledge on how to use them for

medicinal purposes is needed to sustain traditional medicine. Furthermore, there are varied

and unknown Traditional Medical practices in the country. Some of these practices
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particularly Traditional Medicine, are confined to families and the practice premises is the

home. These practices are not recognized for training purposes. There are, also too many

hawkers and peddlers practicing in the system.

2.6.6. Patient Safety and Use

Most traditional healers lack the knowledge and equipment to make proper diagnosis of a

patient's medical condition and tend to treat symptoms instead of central cause of a

disease. The supernatural aspect of traditional treatment seems to deter orthodox medical

practitioner's interest in researching traditional medicine. Some traditional healers, before

administering an herbal treatment, might ask their patients to bring an animal to be ritually

slaughtered. Some healers may recite magical chants or may perform a spiritual ritual

before administering the patient an herbal treatment. Sometimes, the healer may believe

that the wrath of another person, a spirit or an ancestor, or a witch can cause the patient's

malady. Typically, the healer gives the patient no rational explanation for performing

these spiritual rites. Many orthodox medical practitioners express frustration with this

aspect of traditional healing, deeming it unscientific and unnecessary. It seems that this

may simply be an excuse to deny the value and importance of an orthodox form of healing

in a society that esteems western- based thinking. Some orthodox practitioners do see the

psychological relevance of spiritual diagnosis and treatment, but this treatment does not

benefit patients who do not share the religious and cultural beliefs (Evans- Anfom, 1976).

Many people believe that because medicines are herbal (natural) or traditional they are

safe (or carry no risk for harm). However, traditional medicines and practices can cause

harmful, adverse reactions if the product or therapy is of poor quality, or it is taken

inappropriately or in conjunction with other medicines. Increased patient awareness about

safe usage is important, as well as more training, collaboration and communication among

providers of traditional and other medicines. Studies have shown that though the practices
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of some traditional healers closely resemble those of orthodox medical practitioners, a lack

of communication between the two types of practitioners hinders this understanding

(WHO, 2008).

Some traditional practices, of course, may be harmful and difficult to change. Some

practices can cause dangerous psychological stress and even bodily harm. Because of

these and other factors, there often exists a conflict between traditional and modern

medical practice. Even where traditional healing practices do not cause harm, the contrast

between the traditional holistic, spiritual healing orientation and the modern biomedical

treatment-oriented approach reveals a basic difference in philosophy regarding the

causation of disease and the promotion of health. Differences in orientation and training

can cause barriers between traditional and modern practitioners that prevent them from

working in cooperation, but these barriers are not insurmountable where there is mutual

respect and communication.

In Ghana, traditional health care is a holistic one that integrates the people's ethics,

religious, morals and cultural values writes Professor Ewurama Addy of the University of

Ghana in her book, traditional medicine. Many Ghanaians believe that an individual's

health is linked to metaphysical and supernatural world. Many also argue that many

western medicines have so many side effects that they rather harm the body than healing,

(Modern Ghana, 2009).

It has also shown that though the Ghanaian government has shown some interest in the

development of the traditional medical system and research into phyto-medicines, these

efforts are few, often ineffective, and uncoordinated.
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2.7. Policies on Traditional Medical Practices

In Ghana, successive governments have recognized the importance of traditional

medicine. The formation of the Ghana Psychic and Traditional Healers Association in

1961 and the establishment of the Centre for Scientific Research into Plant Medicine in

1975 attest to this fact. Also in 1991 the government established a unit for the coordination

of Traditional Medicine (which is now Traditional and Alternative Medicine Directorate),

Ghana therefore since 1991 has had the office of traditional and alternative medicine

within the health sector. This was followed by the setting up of the Food and Drugs Board

in 1992, which among others, is to certify the sale of Traditional Medicine products to the

public. In 1999, the office was elevated to a full directorate under the Ministry of Health

as part of the health sector reforms. This was in response to local primary healthcare

(PHC) needs and in accordance with the 1978 Alma-Ata declaration on PHe. In response

to the need for a legislative framework to guide regulation, the Act 575 for the

establishment of the Traditional Medicine Practice Council (TMPC) was enacted in 2000.

The council was tasked with the responsibility for the registration of all Traditional

Medical practitioners in the country. The secretariat of the council has now been

established at the MOH headquarters. As part of the new health sector reforms, the

members of the Board of the council were published in October 2009 and the Board has

since 9th of April, 2010 been inaugurated and made functional (Traditional and Alternative

Medicine Directorate, 2009), where almost all the relevant traditional medicine institutions

and organizations were involved in the process of developing the document.

Discourses on the future of traditional medicine in Africa and other indigenous societies

often assume government recognition and integration into the formal health care systems.

In view of this, a preliminary report was designed which covers: socio-economic

conditions of the typical village practitioner; their belief systems and how that affects
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practise orientation; and perceptions as to whether traditional medicine could be taught

and practised as part of the formal health care sector.

2.7.1 National Traditional Medicine Development Programs

Ghana has embarked on a program to promote the modernization of TM through its

Ministries, departments and Agencies (M.D.As), research institutions and universities to

facilitate its integration into the national healthcare delivery system. Among the policy

initiatives that have been pursued by the government include the following:

1. Technological support for research and development (R&D),

2. Formulation and implementation of regulations and legislation, and

3. Promoting acceptance of TM among key stakeholders (Journal of Sociological

Research,2013).

2.7.2 Traditional Medicine Practice Act

The passage of the Traditional Medicine Practice Act 2000 (Act 575), is seen by most

observers of the TM sector as an eloquent testimony of the government's commitment to

modernizing TM. The Act, together with the Code of Ethics and Standard of Practice

established the legal framework for the practice of TM in Ghana. The Act empowers the

Council to register all TMPs, and set standards for licensing traditional healthcare

institutions. It is also intended to regulate the preparation and sale of herbal medicines and

integrate traditional medical care into the national healthcare delivery system. The Act

again provides for the composition of the council. Membership should include healers,

scientific community, officials from MOR and the FDB (Journal of Sociological research,

2013).
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2.7.3 The Food and Drugs Law

The Food and Drugs Board (FDB), established under the Food and Drugs Law, 1992

(PNDCL 305 B), is essentially a regulatory institution that certifies the production and sale

of safe and efficacious herbal medicines in Ghana. The FDB carries out tests on medicines

including herbal medicines manufactured and imported into this country. A number of

TMPs submitted their herbal preparations to the FDB for verification. Most of these

preparations have been certified by the board as safe and efficacious. The FDB, on its

own, occasionally goes to the market and picks herbal preparations for verification.

Medicines that do not meet its standards are withdrawn from the market (Journal of

Sociological Research, 2013).

2.8: Suggested Approach to Development of Traditional Medical Practitioners (TMP)

2.8.1 Integrating Traditional Medicine into the Orthodox Medical System

With reference to concepts of integration, Hyma and Ramesh (1994) observed that the

term "integration" lacks one precise definition. "Integration" in this field means a process

of incorporating TM into the formal health care delivery system. This involves the

introduction of traditional medicines, techniques and knowledge into the country's

mainstream healthcare delivery system. Furthermore, integration denotes the exposure of

the practitioners of both systems to the philosophies and theories of the systems in order to

provide an effective preventive and curative treatment for all Ghanaians.

Also, the Alrna-Ata declarations of 1978, the relevant recommendations of the WHO

governing bodies and the orientations of the Regional Health- For- all Policy for the 21 st

century underscores the importance of TM and it's practitioners in PRe. This is illustrated

in the major aim of developing a framework for the integration of the positive aspects of

TM into healthcare systems and services (WHO, 2000).
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Moreover, attempts to expedite this integration also would presently be advisable, since

there have been few genuine attempts to introduce traditional and orthodox medical

practitioners to the idea of collaborating. Ghanaians would benefit from an organized plan

to simultaneously develop and improve upon both the traditional and orthodox medical

systems. Whereas government programs attempting to integrate the systems have in the

past failed, the government must now test other means at promoting interaction between

the two systems (G.D Zaney, 2007).

There are so many people who live in areas where there are no health facilities and so the

first point of call for these people is to see the traditional medical practitioner (VOA

News, 2006).

In many rural-based populations, traditional healers are the only source of health service

for majority of the people and in most cases they are the preferred source of health care. In

Ghana, for example, in Kwahu District, for every traditional practitioner, there are 224

people compared to one university- trained doctor for nearly 21,000 people (Ernest

Rukangir, 2011). This is not peculiar to Ghana. The records suggest that countries like

India, China and a number of other Southeast Asian states have developed their traditional

medicine practice better and have used this in supplementing and complementing the

modern health care system. Thus it is logical that the burden on public healthcare delivery

system in Ghana will be made lighter if traditional medicine is further integrated into the

healthcare system (ACDEP, 2005).

At the centre of Ghana's modern healthcare system is a serious shortage of health workers.

Ghana's case feeds into the fact that despite the unprecedented advances in health care, the

world is immensely confronted with severe shortages of health workers especially in the

poor countries.
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WHO and its Associates explain that in the African Region, traditional medicine is better

integrated in Ghana's healthcare system compared with other African countries, where

there is mutual distrust between traditional healers and conventional medicine. Tn Ghana,

one of the seven directorates of the Ministry of Health is Traditional and Alternative

Medicine (WHO, 1996 and 2003).

One of the key vehicles to integrating traditional medicine into Ghana's Healthcare system

is the mechanism of decentralization. The records however suggest that in Ghana as in

other African States, the decentralization of the healthcare system is a response to poor

economic conditions, poor logistics, and reduced public finance for health services (ACF,

2007). It is important to note that although PNDC Law 207 (1998) provided the

framework for decentralization of Ghana's Healthcare systems, it failed to formally

integrate traditional medicine into the system, especially at the local level.

In recent years, research has established that 80% of general practitioners are referring

some conditions to complimentary practitioners and 75% of patients have indicated that

they would prefer to have available both western orthodox and complimentary approaches

to enable them to access the benefits of each system (Cultural News, 2007).

Due to its popularity the Ministry of Health has made efforts in several ways to

demonstrate its willingness to facilitate the development and integration of traditional

medicine in primary health care for the benefit of the people.

Moreover, the Act 575 however seem to focus on regulatory control and registration of

traditional medicine services. It therefore assumes that the service of traditional medicine

(TM) exists only in the private commercial sector and did not make any statement about

the official use of herbal medicine services in hospitals. However, the national health

Insurance LI 1809 mentions use of approved traditional medicines as part of benefit
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packages. For the purpose of institutionalizing the clinical service of traditional medicine

as a tool for building robust standards and making traditional medicine services available

and accessible in hospitals and accredited centres, traditional medicines must bear the

characteristics of a functioning health system (MOH, 2005).

2.8.2: Involving Traditional Medical Practitioners in HealthCare Delivery

Working partnerships between the formal health care system and traditional healers vary

with national or local circumstances. Such a partnership is more common where political

support for the place traditional medicine is found at national level, as in China and India.

Elsewhere traditional medicine is often not strongly represented in health care

programmes. The integration of modem and traditional medical system is often talked of

in general terms as a guiding principle for healthcare programmes but it is important to

examine what this means in practice. If health care programmes forge links and avoid

conflicts with traditional providers of care, the programmes will build confidence and

support for their own activities. The term "traditional medical practitioner or healer"

usually in most cases refers to one or more of the following: herbalist, diviner, spiritual or

faith healer, traditional midwife or traditional birth attendant and other names given to

them with respect to the area and country. Although they usually do not constitute an

organized interest group, traditional medical practitioners are important providers of health

care in the community (WHO, 1983).

In 1990-1991, WHO conducted a worldwide survey of projects where traditional medical

practitioners were trained and functioned as Community Health Workers (CHWs). These

projects were located in Africa, the Americas, Eastern Mediterranean, the Pacific and

South-East Asia. Most were government-sponsored, though two were sponsored by

NGOs.
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2.9 Conceptual Framework

Figure 2.1, indicates that health services at the district level are organized in a three tiered

hierarchy with the District level (level C) at the top, the Sub-district level (level B), the

Community level and Traditional Medical Practitioners (level A) at the bottom.

The District (level C) is the major unit for Primary Health Care organization and

management of service delivery in Ghana. The DHMT serves as the decision making

authority, programme development and co-ordination especially for CHPS. The DHMT as

the central point for health management in the district processes decisions and

programmes from the RHMT and issues directives for community level health care

provision through the SDHMT. Specifically, the DHMT develops, organizes and

implements the community level health care programmes. With reference to the traditional

medical system, this level will be the traditional medical practitioners association at the

district level. They form the focal point for the practitioners especially through the

executives.

The next level of the structure is Sub-district level (level B). Each district is zoned into

two or more Sub-districts depending on its population and land size. The SDHMT

supervises Community Health Officers (CHO(s)) and Community Health Volunteers and

provides a liaison to DHMT. With respect to the traditional medical system this level is

the zonal association where the leadership are appointed from the district level. Examples

are the Zintan healers association at the Nadowli West and the St. Luke's herbal

association located at Fian in the Nadowli west sub districts. These are the two major

zones in the Nadowli District aside the mother club.

Finally, the bottom of the structure is the Community level (level A). There are numerous

communities within a sub-district. The traditional medical practices and the CHPS zones

fall under this level where Community Health Officers with the support of other
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Community Volunteers which includes Traditional Birth Attendants (TBAs) team up in

the delivery of Primary Health Care services to community people.

The traditional medical system in the context of this study would refer to a process of

planning and implementation of Primary Health Care activities within the community

level with the involvement and participation of community members in a manner that is

affordable, acceptable and accessible to them.

Figure 2.1 Organizational Structure for traditional medical practitioners

Sub-d~tfjct

Sub-distRct'Health
Manag~nt
Team~HMT}

Community
Health
Committees

Source: Adopted from GHS-PD, 2005.
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2.10 Theories of Health and Illness

Theories about health and illness deal with the ideas people use to explain how to maintain

a healthy state and why they become ill. Ideas about illness causation may include such

ideas as breach of taboo, soul loss, germs, upset in the hot-cold balance of the body, or a

weakening of the body's immune system. Theories of illness causation derive from the

underlying cognitive orientation of a cultural group, and therapeutic practice usually

follows the same cultural logic. Anthropologists often divide theories of illness into two

broad categories: personalistic and naturalistic.

2.10.1 Personalistic Theories of Illness,

This outlines illness to be linked to transgressions of a moral and spiritual nature. If

someone has violated a social norm or breached a religious taboo, he or she may invoke

the wrath of a deity, and sickness-as a form of divine punishment-may result.

Possession by evil spirits is also thought to be a cause of illness in many cultures. This

may be due to inappropriate behaviour on the part of the patient-failure to carry out the

proper rituals of respect for a dead ancestor, for example-or it may be simply due to bad

luck. Sometimes, one person's envy of another's good fortune is believed to exert a malign

influence through the "evil eye," which can result in illness or other calamities. Witches

and sorcerers are malevolent human beings who manipulate secret rituals and charms to

bring calamity upon their enemies. Recovery from an illness arising from personalistic

causes usually involves the use of ritual and symbolism, most often by practitioners who

are specially trained in these arts (eNotes.com, 2012).

2.10.2 Naturalistic Theories of Disease Causation

These theories tend to view health as a state of harmony between a human being and his or

her environment; when this balance is upset, illness will result. The humoral system is a

naturalistic approach to illness whose roots are over two thousand years old. Humoral
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concepts of health and illness are widely found in India, Southeast Asia, China, and, in a

somewhat different form, in Latin and South America. Maintaining humoral balance

involves attention to appropriate diet and activity, including regulating one's diet

according to the seasons. Illnesses may be categorized into those due to excess heat and

those due to excess cold. Treatment of an illness of overheat would involve measures such

as giving cooling foods and application of cool compresses (eNotes.com, 2012).

2.10.3 The Biomedicine (Modern Traditional Medicine)

This is founded on a naturalistic set of theories about the body, and these theories are

continually evolving. One of the core theories of contemporary biomedicine, the germ

theory of disease, is of relatively recent origin. According to an older biomedical concept,

the miasma theory of disease, poisonous emanations from rotting vegetation or carcasses

were believed to cause disease. By the mid-1800s, controversy still raged as to whether

miasma or a waterborne pathogen was the cause for cholera.

The "body-as-machine" metaphor has been a powerful way of conceptualizing the body

within biomedicine, and a core assumption of the value system of biomedicine is that

diagnosis and treatment should be based on scientific data. However, treatment approaches

are often not rigorously analyzed scientifically before being employed therapeutically.

Ritual and symbolism play important roles in the healing process in biomedicine, as they

do in other healing systems. Taking a prescribed medication, for example, has a symbolic

as well as a pharmacological effect. Symbolically, taking the medication may indicate to

others that the person is unwell and is deserves concern and sympathy.

Surgical treatments such as coronary bypass surgery employ complex equipment and are

performed in specialized settings. These settings and equipment all have powerful

symbolic associations as well as technical functions. Rituals are patterned forms of
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behaviour that have symbolic significance, that often help to provide a context of meaning

in a strange or frightening situation. Both patients who undergo the surgery and surgeons

who perform the surgery are involved in rituals that serve to order a life-changing event

(i.e., major surgery). The processes of obtaining informed consent, getting a patient

prepared for surgery, and complex stages of post-operative care all have ritual as well as

technical functions (eNotes.com, 2012).

Alternative therapies (also called complementary therapies) have been rapidly gaining in

popularity worldwide. These therapies are diverse, ranging from traditional treatments

adapted from their lands of origin, such as acupuncture and shiatsu, to newly developed

forms of therapy such as therapeutic touch. Many alternative therapies have underlying

theories of illness causation that are quite different from that of biomedicine. In therapies

such as acupuncture, reiki, and shiatsu the concept of vital energy, or chi, is the basis for

the practice. Successful therapy is that which regulates and harmonizes energy flows

(eNotes.com, 2012).

All theories of health and illness serve to create a context of meaning within which the

patient can make sense of his or her bodily experience. A meaningful context for illness

usually reflects core cultural values, and allows the patient to bring order to the chaotic

world of serious illness and to regain some sense of control in a frightening situation

(eNotes.com, 2012).

2.10.3.1 Best Practices of Traditional Health Models

Going back to our traditional ways of using the land for our own resources is paramount to

our strength and healing as a whole. All regions across Ghana are turning towards their

own means of independence through self-regional governance and changing paradigms of

thought around such issues as health. Addressing health through a more traditional,
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holistic model has been recognized as essential in reducing the health disparity gaps

between the rich and poor people of Ghana. The importance of traditional medicine as a

means of improving the health and quality of life for all people is increasingly being

recognized. For this reason, Traditional Medicine has been an area of interest by the

Ministry of Health and is continually being addressed. (Source: Encyclopaedia of Public

Health,2002).

Traditional medicine is a very important part of health that is almost always overlooked by

the health care system. Traditional Medicine uses a holistic model of wellbeing through

the integration of emotional, physical, mental, and spiritual aspects of being. Even though

specific practices vary between different tribes, all Traditional Medicine is based on the

understanding that man is part of nature and health is a matter of balance. Therefore there

is respect for the land and all of her offerings. Traditional, elders understood the

importance of respecting and using their environment for traditional foods, medicines, and

ceremonies for overall health (Source: Encyclopaedia of Public Health, 2002).

Many different alternative medical models view health and the body in the same manner

as Traditional Medicine. These alternative medical models follow the same philosophies

concerning well-being and care for the body and the environment. The principles of these

philosophies include; treating the whole person; body, mind and spirit through health and

well-being; the use of plant, animal and mineral based medicines; and, the use of

knowledge and experience handed down from generation to generation to diagnose, and

treat various conditions. Alternative therapies, such as Naturopathic Medicine, can be

readily accessed and are available as an alternative to conventional care or in conjunction

with conventional care (Source: Encyclopaedia of Public Health, 2002).
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Traditional medicine as well as Naturopathic medicine and other forms of alternative

medicines are not currently funded through the government of Ghana. There are some

instances where portions of a visit to a practitioner of alternative medicine and laboratory

testing will be covered but, as a whole, naturopathic physicians do not bill the government

or government funded health organizations. This makes it very challenging for patients to

utilize the health care that they prefer. It also makes it very challenging for organizations

or clinics to hire traditional healers or naturopathic physicians (Source: Encyclopaedia of

Public Health, 2002).

Holistic health care is an integrative approach, balancing the mind, spirit, and body.

Healthcare needs to be brought around into a full circle. Traditional Medicine emphasizes

the basic elements of compassion for others and for self. There needs to be a shift, moving

away from a dependence model, not only in government but in health care, to allow people

to take ownership for their health and to be open to a multidisciplinary approach to health.

With this mind change and shift towards ownership of health, comes the need for

availability of alternative options in health care services that parallel similar philosophies

of Traditional Medicine (Source: Encyclopaedia of Public Health, 2002).

2.11 Uses of Some Medicinal Plants

Throughout the ages, plants have been used by humans as a source of food, cosmetics and

medicine. Plants have served as the basis of sophisticated traditional medicine systems for

thousands of years in countries such as China and India. These plant-based systems

continue to play an essential role in health care delivery in many developing countries.

It has been estimated by WHO that about 80% of the world's inhabitants rely mainly on

traditional medicine for their primary health care (WHO, 2003). Plant products also play

an important role in the health care system of the remaining 20% of the population who
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mainly reside in developed countries. Analysis of data on prescriptions dispensed from

community pharmacies in the United States from 1959 to 1980 indicates that about 25%

contained plant extracts or active components derived from higher plants. At least 119

chemical substances, derived from 90 plants species, can be considered as important drugs

currently in use in one or more countries (WHO, 2003).

The development of clinically effective anticancer agents such as taxoland the discovery

of potential Anti- AIDS agents such as michellamine B, demonstrate the value of plants as

sources of potential new drugs in addition to the already existing ones. It also highlights

the importance of conserving these valuable resources. In Ghana, the Ghana Herbal

pharmacopeia (GHP), published in 1992 by the Policy Research and Strategic Planning

Institute (PRSPI), describes the medical properties and chemical constituents of fifty local

medicinal plants. Dokosi (1998), cited in useful plants of Ghana by Abbiw (1990), both

describe the medicinal uses of various indigenous plant species.

2.12 Conclusion

According to the World Health Organization (WHO), the goal of 'Health for all' cannot be

achieved without herbal medicines. While there is a growing demand for traditional and or

herbal medicine in the developing countries, healthcare seekers in the developed countries

are becoming disillusioned with modern healthcare and are seeking alternatives. This has

renewed interest by some of the multinational pharmaceuticals industry in bioprospecting.

The literature reviewed indicates that the benefits and or uses of the traditional medical

healthcare system is outstanding in the practice communities and the healthcare centres in

the district. The challenges they face and pose to the orthodox healthcare system are

notwithstanding solvable. There is therefore the need to coordinate with the respective

bodies for effective dialogue so as to arrive at suitable conclusions for the sector.
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CHAPTER THREE

THE STUDY AREA AND RESEARCH METHODOLOGY

3.0 Introduction

This chapter explains the research tools and techniques used in collecting and analyzing

the data from the field survey, and gives justifications for selected research techniques.

The chapter begins with the profile of the study area and subsequently discusses the

research design. The chapter also specifies the approach to data collection and analysis,

discusses the choice sample population, size, and sampling techniques used for the study,

the types or sources of data used in the analysis, and the data analysis techniques adopted

and concludes with how these results are presented to readers. The chapter further explains

the kind of sampling procedures employed.

Figure 3.1: Map of Nadowli District showing some of the Study Communities
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3.1. PHYSICAL CHARA TERISTICS

3.1.1 Location and Size

Nadowli/Kaleo District is centrally located in the Upper West region of Ghana. It lies

between latitude 11' 30' and 10' 20' n011h and longitude 3' 10' and 2' 10' west. It is

bordered to the south by Wa Municipal, west by Burkina Faso, north by Jirapa District and

to the east by the Daffiama Bussie Issa District. It covers a total land area of 2,742.50km2

and extends from the Billi Bridge (4km from Wa) to the Dapuori Bridge (almost 12km

from Jirapa) on the main Wa - Jirapa Hamile road and also from West to east it extends

and bordered by Daffiama Bussie Issa District (Nadowli - Kaleo District profile, updated

version, 2014- 2017 DMTDP).

The distance between the District and the regional capital covers about 40 km. The

location of the District promotes international trade between the District and neighbouring

Burkina Faso. Adversely the District faces the threat of HIV/AIDS and cattle rustling

which it must take active steps to deal with. Figure I shows the District Map.

Nadowli District is located in the heart of the Upper West region of Ghana. It lies between

latitude 11' 30' and 10' 20' north and longitude 3' 10' and 2' 10' west. It is bordered to the

south by Wa Municipal Assembly, west by Burkina Faso, north by Jirapa district and to

the east by the Sissala West district (Nadowli District Development Plan - NDDP, 1998).

It covers a total land area of 2,742.50km2 and extends from the Billibridge (4km from

Wa) to the Dapuori bridge (almost 9km after Nadowli and 12km from Jirapa). It also

stretches for about 9km West-East from the Black Volta to the Wahabu Stream, (NDDP,

1998). The district is sub- divided into ten area councils with Nadowli, Kaleo, Daffiama,

Issah, Jang, Sankana, Takpo, Bussie, and Charikpong as their capitals.
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3.1.2 Relief and Drainage

The topography of the District is low lying and undulating at altitudes ranging between

150m-300m above sea level though some parts average 600m. The only major stream,

Bakpong and several ephemeral streams, flow into the Black Volta. These limited number

of rivers and stream coupled with the seasonal drought seriously hampers dry season

farming resulting in low output levels and food insecurity that is experienced almost every

year.

3.1.3 Geology and Soils

Three main types of rocks underlie the District. These are Birimian and granite to the west

and some parts of the east and basement complex to the east. These rocks hold a

considerable quantity of water, which is a good potential for the drilling of boreholes and

sinking of wells. Current studies have revealed large mineral deposits which is a potential

for mining activities. Azumah Resources Ltd. is prospecting for the past three years to

ascertain the viability of mining in 2012.

The soil types are laterite, sandy and sandy loam (savannah ochrosols). They are generally

poor in organic matter and nutrients as a result of the absence of serious vegetative cover

due to bush burning, overgrazing, over cultivation and protracted erosion. Consequently

the soils are heavily leached. Relatively fertile soils (sandy loams) occur to the east of the

District around Jang and support crops such as yams, cereals, legumes and rice. On the

hand soils in the west are generally poor and support limited agricultural activity. This

situation is responsible for the seasonal migration from the west to east for farming

purposes and partly responsible for the skewed distribution of socio economic services.
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3.1.4 Vegetation and Climate

Nadowli District lies within the tropical continental or gumea savannah woodland

characterized by shrubs and grassland with scattered medium sized trees. Some economic

trees found in the District are kapok, shear, baobab, mango and dawadawa which are

resistant to both fire and drought. These trees provide a major source of income to

households particularly women who play important roles in the provision of household

needs. These economic trees provide a potential for the establishment of processing

industries to increase employment opportunities for the people.

The District has a mean annual temperature of 32°C and a mean monthly temperature

ranging between 36°C around March to 27°C around August.

The District lies within the tropical continental zone and annual rainfall is confined to 6

months i.e. May to September and is also unevenly distributed. Mean annual rainfall for

2010-2013 periods is about 961rnm with its peak around August as compared with

1100rnm the average. Between October and March there is virtually no rain and this long

dry season is made harsh by the dry north-easterly Harmattan winds. This unfavourable

climatic condition promotes only rain fed agriculture and has been the major underlying

reasons for the chronic food insecurity that is a major problem facing the District. This

climatic condition calls for the construction of dams and dug puts to support irrigation

agriculture to reduce migration of the youth to the southern parts of the country in search

of employment.

Table 3.1: Rainfall Data, 2010-2013
Rainfall data 2010 2011 2012 2013 Average

No. of Wet Days 56 47 35 34 43

RJF Amount(mm) 968 803 1404 669 961

Source: DADU Office, Nadowli
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3.1.5 Demographic Characteristics

3.2.1 Population

According to the1984 Population and Housing Census (PHC), the district had a population

of 65,529. The 2000 PHC put the population of the district at 82,716. The population

figure compared indicates a population growth rate of2.3% per annum, which is below the

regional and national growth rates of2.3% and 2.7% respectively.

3.2.2 Religion

There are three mam religions in the District. Christianity (comprising Catha lies,

Protestants, Pentecostal/Charismatic, and other denominations) leads with 44.5%,

followed by Islam (35.6%) and African traditional religions (13.9%). It can be seen that

Christians have a very strong presence in all the area councils. Adherents of traditional

religion are sparsely located in all communities. Catholics constitute the majority of

Christians in all sub-districts with Pentecostal/Charismatic group is the second largest

denomination, after Catholics (GPHC, 2010). There is religious tolerance and peaceful co-

existence in the district. The homogenous nature of the ethnic and religious groupings of

the population presents a great potential for the dissemination of information, education

and mobilization oflocal resources for development.

3.2.3 Health

The District Health Management Team (DHMT) 111 collaboration with the Sub- District

Health Management Teams (SDHMTs) implements and manages national and regional

health policies in the district. To ensure participation and maximum use of resources the

district health administration collaborates with relevant stakeholders including the District

Assembly and Non-Governmental Organizations in the delivery of services.
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The district health sector can be categorized into 2 sectors, public and private. The Ghana

health service runs the public sector providing both curative and preventive care in the district

hospital, health centres and outreach stations. Community based disease surveillance

volunteers have also been trained to assist in surveillance activities.

Drug outlets form a large proportion of the private sector including chemical sellers and

unlimited number of drug peddlers who are mostly semi illiterate but very good salesmen.

These drug peddlers can be categorized into three mainly peddlers of herbal medicine,

peddlers of biomedicine moving from community to community and the new herbalists who

sell both herbal and modern chugs. A very important group of practitioners in the health care

system are the Traditional Birth attendants who have since 1978 formed part of the Primary

Health Care (PHC) strategy in the district providing reproductive health care services

3.2.4 Health Facilities

There has been a significant change in the number of health facilities in the district between

the periods 2002 and 2005. Apart from the increased number of outreach stations the number

offacilities has more than doubled with the number of outreach points increasing from 132 to

148 during the same period. Currently there are two Hospitals, one government (District

Hospital) and one private (Ahmadiyya Moslem Hospital) located in Nadowli the district

capital and Kaleo respectively. Table 3.2 illustrates the distribution of the health facilities in

the District in subsequent presentation.

The distribution of existing facilities is concentrated in the western half of the District. The

eastern half has just two facilities, one at Issa and the other at Kojokperi. The average

distance to a health facility in the district has reduced from l6km to about 9km. This

achievement still lags behind the National target of 5-kilometer maximum distance in

accessing health services. This is indicative of poor physical accessibility to health services
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notwithstanding the increased outreach stations and static health facilities in the district. 

Many people arc also unable to access health services due to the prevailing poverty among 

the people. 

Table: 3.2 Spatial Distributions of Health Facilities. 
Type of Facility Location Number 

Nadowli 	District 
Hospital 

Nadowli I 

Health Centre 	I 
I 
I 

Jang, 	Charikpong, 	Dapuori, 	Nadoi,v1i, 
Sombo, Nanvili, Takpo and Kale° 

8 

Community 	based 
Health 	Planning 	and 
services (CHPS) with 
compounds 

Goli, Chari-Sombo, Naro, Motor, Duong 
,Sankana, 	 KanyiniSampiha, 
GbaiikorNyembali and Kpazie 

11 

Community 	Health 
based 	Planning 	and 
services 	(CHPS) 
without compounds 

Tibani, 	kaahalomho, 	Loho,Mwaaral 
Bannara, Meguo/niantari. Piree/kangua 

6 

Communities 
earmarked for CI PS 

Iiiiri/ 	kuri, 	Mussarna, 	Dapopare, 
Kpandiga•Tombrokura, Voggoni/Goriyiri, 
Tangasie, Kaleo urban, kulpieni,Nanvilli 
town, 

9 

Aharnadiyya 	Ivloslern 
Hospital (Private) 

Kaleo 1 

_ Total 25 
Source: District Health Directorate, 2013. 

The Ambulance services in the District are inadequate to facilitate movement of 

emergency referral cases to tile regional hospital for special services. These are all critical 

issues, which needs immediate attention by the DA and the District Health Directorate 

(District Health Directorate, 2013). Currently, there are fifteen (15) static health delivery 

outlets in the district with about t32 outreach points providing Primary Health Care ( PHC) 

and Curative Services. The district has only two hospitals, six health posts and seven 

community clinics. The populace average distance to a health facility is about 9km as 

against a national average 
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Of 5krn and at least about 75% of the people in the district seek medical attention from the 

health care facilities, with bed ratio of about 1:157. 

3.2.5 Staffing in the Health Facilities 

The staffing situation in the health sector was a major challenge in the delivery of quality and 

accessible health services. There were only 4 doctors in the district comprising 2 expatriates 

and 2 nationals. Two out of the four were expatriates and are non permanent who are often 

replaced on short durations. In view of this, the current doctor! patient ratio of 1: 1 8387 were 

unreliable even though it is still below the national standard. The number of nurses are also 

inadequate with limited capacity though there have been interventions to improve their 

capacity through a number of training programmes. Nurse / patient ratio according to the 

health directorate currently stands at 1:1406. As a measure of closing the gap, the district 

assembly is currently sponsoring student nurses who intern will serve the district after 

completion of their course. A number of capacity building trainings are occasionally 

organized in collaboration with development partners to improve the capacity of nurses in the 

delivery of services, 

3.2.6 Disease Prevalence in the Study Area 

The disease pattern in the District has improved as compare to the past years, with the 

relative changes in the position of diseases as compared to the past years; the situation still 

reflects the national trend of disease prevalence with malaria occupying the first position 

of the top ten causes of OPD attendance. The current top three diseases are Malaria, Acute 

Respiratory infection (AR!) and Skin diseases compared to Malaria, joint pains and 

Pneumonia. This is a clear manifestation of poor environmental hygiene and sanitation as 

well as water related problems. Using 20] I as base year, the prevalence of the three top 

diseases increased between 7%-15%. While malaria went up by 14.8%, ARI and skin 

diseases went up by 6.9% and 6.4% respectively. These conditions can be attributed to the 
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poor environmental Sanitation / Personal Hygiene and quality of drinking water. Generally,

there has been significant improvement in health service delivery in the district. About

85% of the District population now seeks medical Services at existing health facilities.

With the exception of malaria, there has been a considerable drop in the incidence of most

the ten top diseases in the District and patronage of health facilities have improved.

These modest achievements have been as a result of increased outreach points, an

improvement in logistics situation and staff training which was made possible through

support of World Vision International and World Food Programme who are development

partners in the education and health sectors of the district. The disease pattern in the district

reflects a situation common in the country-side of Ghana. The top eight diseases are

malaria, Upper Respiratory Tract Infection, skin diseases, acute eye infections, accidents,

pneumonia, dysentery and intestinal worms (District Health Directorate, 2013).

3.2.7 National Health Insurance Scheme (NHIS)

As part of government effort to make health care affordable and accessible to majority of

people in the country, the District Mutual Health Insurance has since been in operation in

the Nadowli-Kaleo District since October, 2004. Since the implementation of the scheme

in March 2009, a total of 1381 out of 14118 registered members have benefited from

claims amounting to ¢57,756,983.00 being payments of services rendered by service

providers.

The situational report however indicates a decrease in the coverage of the MHIS

registration in the district from 70% to 40% in 2008 (GHS-NHIS, 2008). The low

patronage is explained to be due to low awareness levels, poverty and politicization of the

scheme in some parts of the District. The implication therefore is that, traditional medicine
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would most likely increasingly serve in their capacities and this may assure the efficiency

and effectiveness of TM operations.

3.2.8 Education

There has been a general improvement in the educational sector between the periods of

2010 to 2013. This improvement can be realized in physical infrastructure development at

the Kindergarten level as well as enrolment at the Primary level. Currently more than 95%

of the current District School Age Population can now access primary education within 4 -

5km distance. The achievement is through the collaborative efforts of the District

Assembly, Ghana Education Service and NGOs operating in providing primary classroom

infrastructure in the education sector.

The District has a total of two hundred and seventy-seven(277) educational institutions

comprising Sixty-six (70) Kindergarten Schools, Sixty-six (66) Primary Schools, Thirty-

Six (36) Junior High Schools, One (1) Technical! Vocational School and four (4) Senior

High Schools.

The schools in the District are distributed according to eight circuits namely Daffiama,

Fian, Issa, Kaleo, Nadowli, Takpo Jang and Charipong. This aim is to enhance effective

monitoring of school activities by circuit supervisors in view of the increased enrolment in

primary schools and the need to improve upon the quality of teaching and learning. There

is a relatively fair distribution of educational facilities among the circuits as far as basic

educational facilities are concerned.

There has not been any significant change in the staffing situation even after the

appointment and posting of the pupil teachers. Most schools in the remote areas are still

poorly staffed. The current teacher-pupil ratio of78:1, 50:1 and 21:1 at the KG, primary

and JSS respectively is far higher as compared with 61: 1, 44: 1 and 21: 1 in 2010. The high
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pupil teacher ratio at the primary is due to increasing enrclment levels and the decreasing

number ofteachers posted to the District. The table below presents the staffing situation in

both primary and JSS (District Directorate, GES, 2013).

3.2.9 Water and Sanitation

The District is currently served by small towns and rural water systems, which are owned

and managed by communities through their water and Sanitation Management Teams. The

facilities include the pipe system, boreholes and hand dug wells, while most of the

facilities are publicly owned and others by private. Presently most hand dug wells are low

yielding and not capable of providing water all year round and have since dried up. In

view of this the District is now relying heavily on the pipe system and boreholes as the

only reliable sources of water supply to communities. The existing sanitation facilities in

the District include Septic tanks, Ventilated Improved Pit Latrine (VIP), Kumasi

Ventilated Improved Pit Latrine (KVIP),. flash Pit latrine (CLTS) and Water Closets,

which can only be found in institutions and the privately owned houses.

3.2.9 Transport and Comuunication

The Nadowli District which is a typical northern town has greater proportion of its

population being male population and are mainly engaged in agricultural related works

using traditional methods of farming. Many of the surrounding villages have

transportation problems to be able to access health services in the district capital. This in a

way therefore compelled many people to resort to the traditional medical practioners.

Noordam A.C et al., (2011) on better maternal health services through the use of good

transport system and communication devices, indicated that there is always delays in

receiving care from traditional medical practioners as well as accessing the services of

traditional medical practioners due to the fact that many of them are located in areas that
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have transportation challenges and their road networks are mostly immotorable and also

lack communication facilities.

3.2.10 Economic Activities in the study area

The Nadowli District depicts a typical rural economy. Approximately 85% of the

population engaged in agriculture which is the dominant industry in the district. The

remaining percentage is engaged in micro business enterprises- manufacturing, agro

processing, welding & fabrication, handicraft etc. About 53.6% of the employed

population is self-employed and over 86.0 percent of employed persons are resident in

rural areas.

As evident in a typical northern Ghanaian setup, the proportion of the male population

working as agricultural workers is higher (77.8 %) than that of females (68.3%). This

industrial sector is characterized by small-scale activities and the use of labour intensive

production technology. These include basketry, cloth/smock weaving, Batik, tie and dye,

blacksmithing, pito brewing, carpentry, pottery and shea butter extraction among others.

All industries in the District are small scale and can be categorized into farm based, agro-

based, wood-based, textile-based, metal based, clay and sand based and leather based

industries. This classification was based on the type of raw materials used in production.

Table 3.3: Type of Small Scale Industries
TYPE INDUSTRIES %
Agro-Based cereals, vegetables, seeds, tubers, fish and meat Baking, 75.5

Milling, pito brewery, chop bars shea butter processing, ,
Wood- Based Carpentry, Carving, Weaving, Charcoal burning 11.5

Traditional Craft Textiles, Leatherworks, handicraft Tailoring, Smock 7.4
designing and local cloth weaving

Clay and sand Based Block making, Pottery, sand winning 3.6
Primary Fabrication Welding & Fabrication, Carpentry & Joinery, auto 2.0
and Repair mechanics, foundry & blacksmithing
Source: Nadowli - Kaleo District Assembly, 2013
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3.3.1 Agriculture productivity

Agriculture as indicated earlier is the mainstay of the people in the District employing

about 85% of the population. Food crop production in this sector largely remains

subsistence with low output levels. The main activities practiced include food and cash

crop production as well as animal rearing and fishing by communities along the Black

Volta.

The agriculture sector is also characterized by crop farming and livestock production. The

sector is estimated to be growing at 2.1 % per annum, which is below the national target of

6% per annum. Even though efforts have been made to boost the sector, production still

remains at subsistence, as there are no large plantations holdings in the District.

3.3.2 Methods of Farming

About 75% of farmers rely on traditional methods of farming using simple tools such as

cutlass and hoes and are highly dependent on rainfall for crop production. Only about

25% of the farmers rely on intermediate technology using tractor services, animal drawn

implements and irrigation. These methods of farming do not only lead to the depletion of

the soils, but also, result in low yield which is responsible for the low income and hence

low standard of living, as well as food insecurity in the District.

The main farming system in the District is mixed farming based on bush fallowing and

compound farming. Majority of the farmers (97%), mainly subsistence farmers practice

mixed cropping, 25% practiced mono cropping and 30% plant with fertilizer and improved

seeds.

3.3.3 Livestock Production

The livestock sub sector which has been at subsistence level over the years plays an

important role in the provision of reliable sources of protein as well as income to both
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males and females in the District. The vast grazing lands in the District provide the

potential for most households to engage in livestock production. The main animals that are

reared by most households include cattle, sheep, goats, pigs and poultry.

3.3.4 Farmers engaged in Traditional Medical Practices

The District as discussed in the physical characteristics, lies in the guinea savanna zone

and has one main rainy season for agricultural production thus from May to September.

The rest of the year is dry and can only be used for dry season gardening. However the

low development of the irrigable agriculture has limited productivity in the dry seasons

where farmers become dormant and have no major farming activities to undertake. Most

TMPs who engage in farming activities as well are best engaged in their medical field

during this period especially in the harvesting of raw materials and production of herbal

products. This however is a sharp contrast to the peak seasons of their practice as most

casualties occur during the rainy season as evident in the subsequent chapters of this study

where data on beneficiaries supports this claim. About 95% of farmers practice alongside

TM with 65% male and 30% female (field survey, 2010).

3.4 Research Methodology

3.4.1 Research Design

Research design constitutes the blueprint for the collection, measurement and analysis of

data. Research design aids the researcher in the allocation of limited resources by posing

crucial choices in the methodology (Donald R. Copper and Pamela S. Schindler, 2008). It

is also the plan and structure of investigations so conceived as to obtain answers to

research questions. The plan here is the overall scheme or program of the research.

The research design used for the study is descriptive research survey. According to Babbie

(1990), descriptive survey describes the current status of a phenomenon and it is also used
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for assessing the attitudes, opinions and VIews of a group of people or individuals.

Descriptive research is a research which specifies the nature of a given phenomenon. It

determines and reports the way things are. Descriptive research, thus, involves collecting

data in order to test hypothesis or answer research questions concerning the current status

of the subject of the study (Gay, 1992).

In addition to that Best and Khan (1998), indicated that descriptive research is concerned

with the conditions or relationships that exist, such as determining the nature of the

prevailing conditions, practices and attitudes; opinions that are held; processes that are on-

going; or trends that are developed. Amedahe (2002), also maintained that in descriptive

research, accurate descriptions of activities, objects, processes and persons in the

objective. He also noted research is not a fact finding per se. in fact, there is considerably

more to the descriptive research than just asking questions and reporting answers. In this

view the phenomenon under study is investigating the herbalists' contribution of health

care delivery to the complement ofthe formal healthcare system in the Nadowli District of

the Upper West Region.

3.5 Research Population

According to Mugenda & Mugenda (2003), the term population in research is defined as

the entire group of individuals, events or objects with some common observable

characteristics from which information related to a particular study can be obtained. The

population of this study comprised the residents of the area, traditional medical

practitioners and their patients within the study area. The population of the study is so vast

because at times people visit some of the traditional medical practitioners in the area from

other parts of the country. However, for the reasons of access and the focus of this study,

sampling was limited to the residents, traditional medical practitioners and their patients

living within the Nadowli District. The reason for limiting the study to Nadowli District is
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that, the researcher believes that considering the health facility in the district which is the

Nadowli district health centre and the number of communities known for their expertise in

traditional medical practices, it forms a good study area. This allowed the researcher to

undertake an extensive research on the topic, which also allows for generalization of the

findings of the study.

3.6 Sampling Procedure

The target population of the study include the registrar of TMPC, traditional medical

practitioners, patients and beneficiaries of traditional medicine, some chiefs / assembly

person / unit committee chairpersons of the identified communities, the chairperson of the

Upper West traditional healers association and elders of the identified communities and

staff of the district hospital. The agencies of this study basically included the regional

directorate, district health directorate, the Environmental Protection Agency, the Centre

for Scientific and Industrial Research (CSIR), and the regional office of the Food and

Drugs board (FDB).

The study selected the practicing communities in the two sub- Districts of the Nadowli

District (that is Nadowli East and West District). There are about 35 identified

communities in the two sub-Districts of the study area. Whereas some of the practitioners

treat general sicknesses, others are specialists in one area or the other. The researcher

purposefully selected 20 traditional medical practitioners in the selected 10 out of the 35

communities identified under the district because they were considered knowledgeable in

the traditional medical system and (5) practitioners in each ofthe ten communities).

In this study the researcher adopted both probability and non-probability sampling

procedure. Under the probability sampling procedure, purposive sampling technique was

used in that, not all the members of the study population is a Traditional Medical
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Practitioner(TMP) or a patient or beneficiary. This was used to select the five (5)

traditional medical practitioners and five (5) beneficiaries and or patients from each of the

selected communities. The advantage of using the simple random sampling technique was

that it made it possible to estimate exactly the representative value of the sample.

Systematic sampling was also employed for selecting cases for study from a queue of

patients waiting to be seen by the traditional medical practitioners. This will again include

patients and or residents who have benefited from this medical system in one way or the

other. The selection of only practitioners from each community will be appropriate using

this technique. The beneficiaries (patients) of the traditional medical system were

purposively included to have a fair understanding of the effectiveness of the medicine and

or services administered. A total of fifty (50) patients were interviewed through the

questionnaire guide.

The focus groups were purposively selected, and this included the traditional medical

practitioners, key community members, and staff of the district hospital, elders and other

opinion leaders in the selected communities. In a focus group, about 6 to 12 people who

appear knowledgeable about the topic were brought together to engage them in a guided

discussion. Typically, more than one focus group was convened in each given research

study area since one group would not give the researcher a reliable insight which reflects

the community mood to offer any serious generalizable insights (Twumasi, 2001).

Key informant interviews were conducted using a structured questionnaire guide as the

principal tool. The informants included the regional health director, the chairperson of the

traditional healers association of the region. The information gathered here will assist the

researcher to have solid and valid background information about the practitioners, their

activities and other related issues.
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Area sampling was used on the basis of the location of the ten selected communities. The

topic requires that the researcher select the communities identified with geographical

location of the sub-districts that is the central, north, south east and west. The five

communities from each sub- districts comprising:

1. N adowli East Sub- District

~ Central = Pian

~ North=Wogu, Duong, Issa and Kagepkeri

~ South =0110, Daffiama and Doun

~ West=Noru and Koroyiri

~ East =Bussie and Pulibaa

2. Nadowli West Sub- District

~ Central= Takpo

~ North= Nanvili, Dambaali and Tuni

~ South= Zukpiri, Mwisama and Kpaala

~ East= Siiru and Mantari

~ West = Uli, Kuuri and Meguo

3.6.1 Categorization of Respondents

The category of the respondents in the study comprised the traditional medical

practitioners, Beneficiaries or patients, and the members of the selected communities

/opinion leaders as indicated.

As stated in the study methodology, the study sampled equal numbers from the three

groups of respondents. This is shown in Table3.4, which indicates that 33.3 percent of the

respondents were chosen from each ofthe study groups.
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Table 3.4: Categorization of Respondents
Category Frequency Percentages
Traditional Medical Practitioners 40 33.33

Beneficiaries or patients 40 33.33

Members of Communities/opinion Leaders 40 33.33

Totals 120 100
Source: Computedfrom Field Survey, 2012

3.7 Sources of Data

Data in the first place can be defined as the facts presented to the researcher from the

study's environment. Data can be further characterized by their abstractness, verifiability,

elusiveness and closeness to the phenomenon (research topic or study). In this wise, they

reflect their truthfulness by the closeness to the phenomena. The two types of research

data in this study are primary and secondary data.

3.7.1 Primary Data: Primary source of data is defined as data that has been collected for

a specific problem at hand, using procedures that agree with the research problem. It can

also be seen as original data collected for specific research, Hox, J. 1., & Boeije, H. R.

(2005).

Primary sources of data include information that was gathered from the questionnaire or

interview questions that were administered to the respondents. The advantage of using

primary data is that, they are more reliable since they come from the original sources and

are collected especially for the purpose of the study.

This source of data is sought for due to their proximity to the truth and control over errors.

Primary data in this study will be collected based on the research instruments designed and

administered by the researcher. The primary data for this study was collected on the field

using instruments such as field surveys, open and close- ended interview guides, key
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informant interviews and Focus Group Discussions (FGDs). The various instruments for

gathering primary data were also informed by the topic under study and the nature of most

explanatory variables. For instance, the study focuses on the feasibility of the Traditional

Medical Practice and their role in healthcare provision; this to a larger extent requires the

use of descriptive research approach and therefore using a field survey among other

instruments allowed the researcher to gather first hand information and the direct views of

respondents regarding their opinions on the research topic.

3.7.2 Secondary Data: Secondary source of data is as data that was originally co lIected

for a different purpose and reused by another researcher for a different research question

Boeije, H. R. (2005). The secondary sources of data for this study included paper

presentations or journals on the: topic, annual reports, brochures and manuals of some of

the banks. For this study, a number of both published and unpublished materials on the

topic in general from journals and articles were also used. This was done using a desk

study where the researcher reviewed already existing literature relevant to the study. In

this study the researcher reviewed materials relevant to the study from journals, books, the

internet and documents from the appropriate institutions in relation to the topic under

study. This included literature from other sources and various health facilities in the Upper

West Region and the Nadowli District in particular where the study was carried out. This

was to help in verifying the findings from the study as well as guide the study conclusions.

3.8 Data Analysis

The primary data collected from questionnaires and interviews was coded and analyzed

using the Statistical Package for Social Sciences (SPSS 16) software and displayed in the

form of percentages, bar graphs, pie charts, and other pictorial form to make

understanding of the facts easier. These outcomes will be backed by explanatory notes and
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descriptive assessment to enhance clarity of the results and ease of understanding of the

study findings. The secondary data shall provide useful additions to the primary data.

Thus, they will provide additional information for the understanding and discussion of the

primary data.

These pieces of information were then assimilated and correlated into summary of

findings for the study, which allowed for constructive recommendations and/or

suggestions to be arrived at.

3.9 Ethical Issues

The researcher took steps to make sure that the views of respondents or any participant in

this study were kept as secret throughout the study. Firstly, the researcher made sure that

permission was sought from all relevant authorities before the questionnaires were

distributed. Also, the aims and objectives of the study were explained to participants who

were made to give an informed consent before they were issued questionnaires or

interviewed. All respondents were also assured of the fact that the study was only for the

purposes of academics and not for any other dubious use. Participants were then

encouraged to voluntarily participate in the research while assuring the respondents that

their personal information would be kept confidential.
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CHAPTER FOUR

RESULTS AND DISCUSSIONS

4.0 Introduction

This chapter presents the analysis and discussion of results on the various aspects of the

study and linking the findings with existing literature or otherwise. According to Twumasi

(2001) data analysis is the critical examination of materials in order to understand its part

and relationship and to discover its trends in relation with the objective of any study. The

analysis of the data was done in accordance with the research objectives and the results

presented using descriptive statistics in the form of frequency distribution tables, figures

and bar graphs.

4.1 Demographic Characteristics of Respondents

Particular areas of interest under this section was to find out the gender or sex

differentiation of respondents- the reason being that, the researcher believes that gender

may be a factor that determines where a person goes to seek medical attention, the age

distribution of respondents, and other demographic data of respondents as discussed

below.

Figure 4.1: Gender of Respondents
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Source: Field Survey, 2012

67

www.udsspace.uds.edu.gh 

 

 

 

 



From Figure 4.1, out of the 120 respondents sampled for the study, majority of them were

males. This is represented by the 51.7percent of the respondents who revealed they were

males. The remaining 48.3percent were females. In the district, male-headed households

constituted about three-fourths of all households and as such they lead their household

members to seek healthcare. As is in the rest of typical northern societies in Ghana, they

are sole household heads and same applies when it comes to healthcare decision making.

The respondents were also asked to indicate their religious affiliations. This is because the

researcher believes that religion has an impact on the behaviour and choices of human

beings. In this regard, the study expected that people who believed in traditional religion

will most likely resort to traditional medicine and vice versa. Their responses indicate that

most respondents were traditional believers. This is because 50.8 percent of the

respondents stated that they were traditional believers. However, 31.7percent of the

respondents said they were Christians, and 17.5 percent said they were Muslims. This is

shown on Table 4.1

Table 4.1: Religious Affiliation of Respondents
Religious Affiliation Frequency Percentage

Christianity 38 31.7

Islam 21 17.5

African Traditional Religion 61 50.8

Total 120 100

Source: Field Survey, 2012

In an attempt to investigate the role of traditional medicine in healthcare delivery in

Ghana, the study asked respondents to state their educational backgrounds and whether

they have had any formal education or not. Literature has documented the fact that formal
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education is an eye-opener and would lead to a significant departure from traditional

practices. The study found that most respondents had formal education.

Figure 4.2: Education Status of Respondents

Source: Field Survey, 2012

Figure 4.2 shows that 58.3 percent of the respondents have some form of formal education

and the remaining 41.7 did not go to school at all. The researcher therefore anticipated that

most respondents will, to some extent, stop getting medical attention from traditional

healers and use the healthcare facilities provided by the state and other entities.

The respondents were further asked to indicate the last educational level they have

completed if they have had any formal education. From the 70 respondents who indicated

that they have had some form of formal education, the study found that 61.4 percent were

just having elementary education. This percentage represents only 35.8 percent of the 120

respondents. Also, 20 percent of the 70 respondents having formal education were found

to have secondary (senior high school) education). This group formed 11.7 percent of the

120 respondents. 14.3 percent of the 70 respondents indicated that they have completed a

polytechnic, a nurses or teachers training college. And this represented 8.3 percent of the
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120 respondents. The remaining 4.3 percent of the respondents with formal education (2.5

percent of 120) reported having at least a university degree. These responses are displayed

in Figure 4.3.

Figure 4.3: Educational Level of Respondents with Formal Education
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Source: Field Survey, 2012

From the analysis, one clearly sees that only 10.8 percent of the total number of

respondents has had any tertiary education. And most respondents have no formal

education (41. 7 percent) or have only basic education (35.8 percent), which is not enough

to make them depart from using the traditional medical system entirely. This also explains

the majority of respondents' indication of their affiliation to the African traditional

religion.

4.2 Contribution of Traditional Medical System towards Healthcare Delivery

The first objective of this study assessed the effects and or uses of the traditional medical

system in the district. It gathers responses from three respondent groups which informed

the researcher on how traditional medical system contributes to healthcare delivery in the

study area as discussed below.
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4.2.1 Demand for Traditional Medical Services

The study asked the respondents to state the first place they go for medical care when they

fall ill. Their responses were cross tabulated with the respondent categories to see whether

there are any disparities between the respondent groups. These responses are displayed in

Table 4.2.

Table 4.2: Demand for Traditional Medical Services
Respondent Categories

Responses Totals

Traditional Patient/ Member of

Healer Beneficiary Community

Treat myself with Frequency 37 7 3 47

traditional medicine Percentage 78.7% 14.9% 6.4% 39.2%

Treat myself with drugs Frequency 2 5 1 8

from a chemist Percentage 25% 62.5% 12.5% 6.8%

Go to a traditional Frequency 1 25 11 37

healer in the village Percentage 2.7% 67.6% 29.7% 30.8%

Go to the clinic/health Frequency 0 4 25 29

centre/hosp ital Percentage 0% 13.8% 86.2% 24.2%

Totals Frequency 40 40 40 120

Percentage 33.3% 33.3% 33.3% 100%

Source: Field Survey, 2012

Table 4.2 shows that cumulatively, 70 percent of the respondents patronize the products of

traditional health practitioners. They either treat themselves with traditional medicine

(39.2 percent) or they go to traditional healers (30.8 percent). The remaining 30 percent of

the respondents said they either treats themselves with drugs from a chemist (6.8 percent)

or that they go to the nearest hospital, clinic or health centre (24.2 percent).
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As indicated in Table 4.2, most traditional healers treat themselves with their own

medications (39.2%). Most of the patients (30.8%) of the traditional healers go to these

traditional healthcare providers, and that most respondents (24.2%) from the communities

studied prefer to go to the hospital, clinic, or health centre. This is because, 78.7 percent of

those who treat themselves with traditional medicines were traditional health practitioners,

67.6 percent of those who go to traditional healers for healthcare were their patients or

clients, and 86.7 percent of those who prefer to go to the hospital were just ordinary 'non-

client' members of the communities studied. This result confirms WHO (2004) studies

that estimated that about 80% of the population living in rural areas in developing

countries depend on traditional medicine for their healthcare needs. More so, the findings

agree with ACDEP (2005) that, due to the inadequate number of the already ill- equipped

health facilities coupled with the unavailability of adequate trained personnel at the

facilities makes traditional medicine and medical practitioners an important part of the

health care system in Ghana.

4.2.2 Reasons for Patronage of Traditional Medicine

The respondents groups were asked to state why people would opt for traditional medicine

instead of the hospital/clinic, their responses are displayed in Figure 4.4.
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Figure 4.4: Reasons for Patronage of Traditional Medicine
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they are nearer and serve them at closer proximity, making them their first choices for

medical care. This was the opinion of77.5 percent of the respondents. Also, 59.2 percent

said that traditional medical care is cheaper, compared to going to the hospital. Forty-three

percent of the respondents also based their choice on superstition, saying that they go to

the traditional medical practitioner when they suspect a spiritual hand in their sickness.

Additionally, 39.17 percent of the respondents said they believe the traditional medical

system is more effective than orthodox medicines. Lastly, 15.8 percent of the respondents

said they were advised by some health workers to see a traditional health practitioner,

especially when there seemed to be no medical explanation for their sicknesses. The

reasons for respondents patronage of traditional herbal medicine agrees with the WHO

estimates that about sixty per cent (60%) of the world's people use herbal medicine for

treating their sicknesses and up to eighty per cent (80%) of the population living in the

African region depends on TM for some aspects of primary health care (WHO, 2000).
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Again, ACDEP Report (2005) indicated that traditional medical system provides

employment for the indigenous people and that there is a high patronage of traditional

medicine for various reasons including belief, trust, proximity and cost and mode of

payment. Thus, Traditional Medicine is a national asset and provides employment for the

indigenous people.

4.2.3 Traditional Medical Practitioner as First Destination for Healthcare

The respondents were also asked to state whether or not they go to a traditional medical

practitioner first when they are sick or they go to the hospital and later opt for the

traditional medical practitioner. Their responses show that most of them use the traditional

medical system as a first point of call when they are sick. They first go to the traditional

healers when they feel they are not well. This is what 52.5 percent of the 120 respondents

revealed. However, 28.3 percent of the respondents said they rather go to the hospital and

only opt for the traditional medical practitioner when their situation seems to be "beyond"

the doctors available. The remaining 19.2 percent said they go where they feel is right

anytime they are sick, not having any particular choice. This is displayed in Table 4.3.

The respondents from the communities and the beneficiaries were further asked the last

time they visited a traditional healer. Table 4.4 shows that about 36.3 percent of them have

never been to a traditional health practitioner. However, 51. 3 percent of them have

consulted a traditional medical health practitioner within the past couple of months. This is

because, 8.8 percent said they went there some days before responding to the

questionnaire, 30 percent said they had previously visited a traditional medical practitioner

a few weeks ago and 12.5 percent said they did so some months ago. In addition, 7 percent

of the respondent patients and community members said they have been to a traditional

medical practitioner about a year ago, 1.3 percent said they went there within the last 2-3
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years and 3.8 percent said it has been over 3 years since they visited a traditional medical

practitioner.

The results is in consonance with ACDEP (2005) that, due to the inadequate number of the

already ill- equipped health facilities coupled with the unavailability of adequate trained

personnel at the facilities makes traditional medicine and medical practitioners an

important part of the health care system in Ghana. Even where these facilities exist, most

of them are at distances away from the communities they serve. In some cases, the road

network systems linking some of the communities to the health facilities are mainly

inaccessible, especially during the rainy season. This among other factors for availability

makes it difficult to access the quality health care and undoubtedly make traditional

medicine an obvious choice especially for the rural people.

Table 4.3: Traditional Medical Practitioner as First Destination for Healthcare
Responses Frequency Percentage
Yes, I visit the traditional healer 63 52.5
No, I visit the clinic or hospital 34 28.3
I go where I feel is right 23 ] 9.2
Totals 120 100
Source: Field Survey, (August) 2012

Table 4.4: Time of Last Visit to a Traditional Healer
Time of Last Visit Frequency Percentage
Never visited a healer 29
Some days ago 7
A couple of weeks back 24
Some months ago 10
About a year ago 6
Within the last 2-3 years I
Over 3 years ago 3
Totals 80

36.3%
8.8%
30%
12.5%
7.5%
1.3%
3.8%
100

Source: Field Survey, (August) 2012
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4.2.4 Sicknesses Mostly Sent To Traditional Medical Practitioners

The study asked the respondents to state the type of sicknesses that are usually sent to

traditional medical practitioners in the village. They were required to list as many as

possible, stating the type of disease, the inputs used to cure it, and the form and method of

administration of remedies. Their responses revealed that common diseases sent to the

traditional medical practitioners in the Nadowli district include fever/malaria, fractures,

poisoning, spiritual attacks (loba), child delivery and related problems, snake bites,

scorpion stinks, typhoid fever, waste pains, and diarrhoea.

Table 4.5: Sicknesses Sent To Traditional Medical Practitioners
Sickness/ Disease Plants / Inputs Used Parts Form Used
Fever/ Malaria Kakalaa, Bunegaa, Kogo, Leaves Boiled for bathing

Zimbrigaa and Naayaa and drinking
Fractures Punpugo, Ambgnee, Bark, leaves Ointment

Susubee and Dawadawa and roots
Poisoning Gonsuglaa and Gangobu Roots Boiled for drinking
Spiritual attacks (Loba) Baataagna, voorongton, Root Ointment

Ngmaakyehaa and peela
Delivery Problems Baamaguo, Gbanpara, Roots, leaves Boiled for bathing

Duosun-Gboo, Kuong- and branches and drinking
Komkomo

Swollen Breast Lungi, peela, ponpoluore Fruits, roots Solidi ointment
and leaves

Guinea Worm Duleunyiko la Roots Ointment
Worms pawpaw seeds Powder and drink
Typhoid fever Honey, biri Leaves Fruits Mix with liquid food
Waste pains Naaleemazenle, peela, Back of roots Ointment

Gaa and kandazuzidaa
Diarrhoea Gbaganyuu Bark Boil and drink
Barreness I impotence I Gaa- Sunnguo and Dazugo Leaves and Boil and drink
sexual weakness roots
TB I Cough Hara and white beans Leaves Liquid and drink

seeds
Piles (kookoo) Anguogna, bataananaa Roots Soak and drink
Epilepsy Vuurunton, pelaa, babing Roots and Soaking, boiling

and saadaw branches
Skin rashes Kpantala Leaves Boil and bath
Chicken pox Guava, leune, kpantala Leaves Ointment
Old I Septic wounds Gbanturi and kakalaa roots Boil, Ointment
Diabetes Gonsuglaa Roots, leaves Soak and drink
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Elephantiasis Sobiri, Dannyari Roots, leaves Ointment
Fibroid Mistiltoe, Mansugo, Sticks, roots Powder in water and

moguu and Gmaakogo drink
Stomach pains/ ulcer Pelaa, vuuronton, Damoi Roots, bark Boil and drink
Boils Nutuz and Ngmandele Leaves Ointment
Mental disorder Mwankyihaa, vuuronton, Roots Soaking and boiling

Soridanyagri and pelaa
Convulsion Pelaa and Ngmaakug leaves Ointment

Source: Field Survey, (August) 2012)

Table 4.5 shows that most of these diseases need immediate attention and/or occur during

the rainy season. This is a season when farming and related activities are rife in the

villages, and farmers cannot afford to stay away from their farms for long. They therefore

prefer to stay back in their villages and use traditional medicine. Also, mostly, local herbs

are used and parts ofthese herbs are combined, often boiled for drinking or bathing.

The study also asked the respondents to indicate the conditions that sicknesses get to

before they are sent to the traditional medical practitioner. Their responses show that most

sicknesses are sent to the healers when they just start. A good number of the respondents

also believed that these sicknesses were reported to traditional medical practitioners when

they are in a very critical to hopeless state. Figure 4.5 shows that 50.8 percent of the

respondents went to the traditional medical practitioner as a first point of call, 31.7 when

the sickness became critical and seemed helpless, 10 percent when they were advised at

the clinic to seek alternative healthcare, and 7.5 percent said their sicknesses could not be

diagnosed, or that they believed it was a spiritual attack, so they went to fight it using

traditional means.

The above fmdings confirms a study published by UNAIDS, which shows that about two-

thirds of HIV \ AIDS patients in developing countries use TM to obtain symptomatic

relief, manage opportunistic infections and others like treatment of malaria, T.B, ulcers

among other to boost their immune systems (UNAJDS, 2003; Osei- Edwards, 2003). The
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medicines used by the practitioners to treat the AIDS patients are rightly available in and

around their located practice premises (Global Journal of Health Science Vol. 3, No.2;

October 2011). Their familiarity with patients and also the communities in which they

operate serves as an added advantage to relief their patients.

Figure 4.5: Condition before Traditional Medicine is Sought
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Source: Field Survey, (August) 2012)

As a follow up to the question, the respondents were also asked to indicate the outcome of

their conditions after visiting the traditional medical care providers. As shown in Table

4.6, about 53 percent of the respondents disclosed that, most of the patients of the

traditional medical practitioners are cured of their sicknesses. Also, about 21 percent said

that the sicknesses worsen and an additional 18 percent said they had to be referred to a

hospital to get treatment. Moreover, about 8 percent of the respondents said that the

patients died whiles about 2 percent said the patients suffered other fatalities,
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Table 4.6: Results of Traditional Medical Care
Results of seeking Care from TMS Frequency Percentage

Patient cured 63

Sicknesses worsened 25

Patients are referred to the hospital 21

Patient Died 9

Other fatalities occur 2

Totals 120

52.5%

20.8%

17.5%

7.5%

1.7%

100

Source: Field Survey, August 2012

4.2.4 Peak Seasons for Demand of Traditional Medical Treatment

The study also asked the respondents to indicate the season within a year that demand for

traditional medical care peaks. Their responses revealed that the rainy season is the period

most people would go to the traditional medical practitioners. This is because, 65.8

percent of the respondents disclosed that people heard of the health care services provided

by the traditional healthcare practitioners in the rainy season. However, 16.7 percent of the

respondents also said the dry season is also a season that sees a lot of visits to the

traditional medical practitioners by clients. Additionally, l3.3 percent said it was during

the heat season, just before the rains and the remaining 4.2 percent said visits to the

traditional healthcare practitioners was an all year round affair in their villages.
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Figure 4.6: Peak Seasons for Demand of Traditional Medical Treatment

Dry Season, 16.7%

Source: Field Survey, 2012

The respondents were asked to explain their answers to the question regarding the peak

period for visits to the traditional medical practitioners by clients and their responses

revealed that the rainy season comes with a lot of common diseases. Others also said that,

during the rainy season, they have no time to go to the hospital or clinic, which is mostly,

located several miles away, because of their farming activities. However, about ninety

percent (90%) of respondents said that some of the plants used for curing these diseases

are difficult to find during the other seasons and so people would wait for the rainy season

to get medical help. Those who said dry season gave the reason that, it is this season

people are free and could frequent the homes of medical practitioners with every petty

disease.

4.2.5 Commonly Used Inputs and or Medicinal PSlants for Healing

The respondents in their questionnaires stated the common inputs they knew were used by

the traditional medical practitioners in curing their patients. Their responses revealed that

50.8 percent of the respondents believe it is local herbs that are often used. An additional

12.5 percent said it was imported herbs, making a cumulative of 63.3 percent saying the

traditional medical practitioners use herbs. However, 34.2 percent of the 120 respondents
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said that it was spiritual consultations and interventions which were the major tools used

by these traditional medical practitioners. About 2 percent of the respondents said the

traditional medical practitioners sometimes prescribe conventional drugs, and about I

percent said they even use clinical instruments. These include some pain killers,

antiseptics, gloves and bandages just to mention but a few

However, a closer study of Table 4.9 shows that 72.5 percent of the traditional healers said

they used local herbs, 47.5 percent of their patients shared this believe, and only 32.5

percent of the non-client, members of the community sampled shared this believe, rather,

55 percent of this group of respondents said they believed that spiritual consultation was

the major input used by the traditional medical practitioners.

The traditional medical practitioners were further asked to state the sources of inputs they

use for healing patients. Their responses show that, though all the places listed were

chosen by some number of respondents, the prevalent choices were the forest, spiritual

sources, importation, and the wetlands. From Figure 4.7, 90 percent of the respondents

said the inputs came from the forest, 57.5 percent said they were gotten from spiritual

sources, 30 percent said herbs and other inputs were imported, another 30 percent said the

inputs, were gotten in the wetlands, and 27.5 percent said they were from the valleys.

There was also about 17.5 percent who believed they were from the hilly areas.
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Table 4.7: Commonly Used Inputs for Healing
Respondent Categories

Commonly Used Inputs Totals
Traditional Patient ! Member of
Healer Beneficiary Community

Local Herbs Frequency 29 19 13 61

Percentage 72.5% 47.5% 32.5% 50.8%
Imported Herbs Frequency 3 7 5 15

Percentage 7.5% 17.5% 12.5% 12.5%
Spiritual Consultation Frequency 7 12 22 41

Percentage 17.5% 30% 55% 34.2%
Clinical Instruments Frequency 1 0 0 1

Percentage 2.5% 0% 0% 0.83%
Conventional Drugs! Frequency 0 2 0 2
Medicines Percentage 0% 5% 0% 1.7%
Totals Frequency 40 40 40 120

Percentage 33.33% 33.33% 33.33% 100%
Source: Field Survey, (August) 2012

Figure 4.7: Source ofthe Inputs for Traditional Medical Practices
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4.2.6 Areas of Specialization of Traditional Medical Practitioners

Table 4.8: Area of Specialization of Traditional medical Practitioners
Type of Practice Frequency Percentage

Bone setter 8 20

Herbalist 21 52.5

Traditional birth attendant 4 10

Spiritualist 7 17.5

Totals 40 100

Source: Field Survey,20l2

Table 4.10 shows that most traditional medical practitioners are just herbalist, using parts

of plants to cure various diseases. This was the opinion of 52.5 percent of the traditional

medical practitioners who were asked to indicate their area of speciality. About 20 percent

of these traditional medical practitioners said they were bone setting specialists. 10 percent

of them were traditional birth attendants and 17.5 percent of the traditional medical

practitioners claimed to be specialized in spiritual healing. This is contrary to a generally

held opinion, that most traditional medical practitioners are 'juju' men, using spirits to

heal people.

4.2.7 Referral of Cases by Traditional Medical Practitioners

The traditional medical practitioners sampled were asked to state whether or not they refer

cases to other healthcare providers and which kind of health care providers they refer cases

to. About 85 percent of them said they do refer cases, either when they are too occupied /

busy r engaged with other practicing activities or related issues(32.5 percent), or when the

sickness is beyond their abilities, especially with surgical cases (52.5 percent). Only 15

percent said they have never referred a single case to any other healthcare provider. This is

shown on Figure 4.8.
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Figure 4.8: Referral of Cases By Traditional Medical Practitioners
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When asked where traditional healers refer such cases to, the respondents revealed that

apart from the 15 percent who do not refer cases at all, 50 percent said they refer the cases

to more powerful traditional medical practitioners or those who specialize in that sickness.

Also, 27.5 percent said they refer the cases to the hospital, and 7.5 said they refer to other

religious groups for spiritual care. This is displayed in Table 4.11. These results suggest

that collaboration between traditional medical practitioners and the mainstream healthcare

system is very low and could be the cause of the low referral to hospitals and clinics.

Table 4.9: Where Traditional Medical Practitioners Refer Cases To
Place Frequency Percentage

I don't refer cases 6 15

More powerful traditional healer 20 50

Hospital 11 27.5

Other religious groups 3 7.5

Totals 40 100

Source: Field Survey, 2012
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4.3 Challenges of the Traditional Medical Practices

The major challenges facing traditional medical practitioners and the healthcare delivery

systems are discussed here. It further evaluates the specific needs of practitioners with

regards to factors that hamper the effective delivery 0f their services. The discussions here

are focused on bringing out facts about the challenges traditional Medical practitioners

face proving the truthfulness or otherwise of the prepositions that "the challenges facing

the traditional medical practitioners affect the effectiveness of their service and the

efficacy oftheir products".

4.3.1 Challenges Faced by Patients

The patients and other community members who responded to the questionnaire were

asked to choose from a list of challenges which they encounter most, as far as traditional

medical practices were concerned. Their responses as shown in Table 4.11 indicates that

91.3 percent of them think that medical records are important and that the traditional

medical system has not made provision for this yet. Tn addition to that, 80 percent said that

the medications administered by these traditional medical practitioners are usually very

poorly packaged, discouraging some people from using them while 67.5 percent indicated

that there are no standards for treatment allowing every traditional medical practitioner

leeway to experiment using human subjects, making their practice unethical. Again 57.5

percent also said that they mishandled anytime they visit the traditional medical

practitioner, 48.8 percent of them said the hygiene at the centres is nothing to write home,

23.3 percent said the practitioners live far from the villages and 12 percent said that

medications are sometimes delayed due to difficulty of getting needed herbs and other

inputs.
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4.3.2 Challenges Faced by Practitioners

The study moved from the challenges that clients face to investigate the challenges that the

practitioners themselves face. The next few sections discuss these challenges, with a view

of finding solutions to them.

Table 4.10: Challenges Faced By Patients of Traditional Medical Practitioners
Challenges Frequency Percentage out of 80

No medical records 73 91.3
No standards of treatment 54 67.5
Poor Hygiene at centres 39 48.8
Delayed Medication 12 15
Distance to TMP 19 23.8
Stigmatization due to Public Perception ofTMP 46 57.5
Poor Packaging of Medications 64 80
Source: Field Survey, (August) 2012

4.3.2.1 Availability of Assistants

Figure 4.9: Availability of Assistants
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VI 45.0%-t:<lJ 40.0%"C
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Source: Field Survey, August 2012
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As captured in figure 4.9, 46.7% strongly agree to the lack of availability of assistants.

26.7% agree while only 3.3% disagreed.

The load of work that a traditional health practitioner has on his or her shoulders requires

that they should have assistants and apprentices. This is because, they have to gather all

sought of herbs from different parts of the village and beyond, treat and prepare these

herbs for patients, and still avail him/herself for consultation with clients. Therefore, the

study asked the respondents sampled to disclose the extent to which they agree or

otherwise, with the statement that "There is a general lack of assistants among traditional

medical practitioners in the Nadowli District."

The respondents were also asked to indicate the reasons for the unavailability of assistants.

They revealed that most youth of today are not interested in traditional medical practice

and this makes recruitment difficult. They also stated that because remunerations are quite

low, paying an assistant is very difficult and thus, they cannot pay for the service.

4.3.2.2 Acquisition of New Skills for Changing Needs of Customers

As indicated in Table 4.11, 72.5 percent of the traditional healers do not undertake any

skills updates, maybe through learning from others, workshops, or schooling. This

suggests therefore that most traditional health practitioners base their treatments on

outdated skills handed down to them by a parent or an older traditional health practitioner.

This is not good for the communities as the patterns, incidence, and even the types of

diseases are changing and these important health workers need to continuously update

their skills in line with the changing health environment.
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Table 4.11: Acquisition of New Skills for Changing Needs of Customers
Responses Frequency Percentages

I acquire new skills

I maintain myoid skills

Totals

33

87
120

27.5

72.5

100

Source: Field Survey, (August) 2012

4.3.2.3 Challenges Relating to Availability ofTnputs

The traditional medical practitioners were asked to state whether they face any challenges

in getting inputs for their practice. Their responses are displayed in Figure 4.10.

Figure 4.10: Presence of Challenges in Input Acquisition

No
Response, 10%

Source: Field Survey, (August) 2012

Figure 4.10 show that most of the traditional medical practitioners actually encounter

challenges when it comes to acquisition of inputs for their work. This is because, 55

percent of these respondents indicated that they face challenges in their bid to get inputs

for their medicines and practice. About 35percent said they do not face such challenges

and the remaining 10 percent did not answer this question.

The traditional medical practitioners were then asked to state the kind of challenges they

face in an attempt to get the needed inputs for their practice. They revealed that, mostly

88

www.udsspace.uds.edu.gh 

 

 

 

 



they have to travel long distances in the forest and other dangerous terrains to get the

needed herbs to cure diseases. About 60 % of the traditional medical practitioners said

proximity to inputs was a major challenge. They further intimated that due to rampant

bush fires, some plant species used for their medicines are no more available, and they

have to travel several kilometers to find herbs. Related to the above was the statement that

most of them face several perils in their bid to get the needed inputs. Also, 27.5 % of them

revealed that most inputs are scarce and difficult to find. Moreover 7.5 % of the traditional

medical practitioners said that some inputs are costly for them and they sometimes find it

difficult to raise money to buy them for practice. The last 5 % of the respondents said that

they face no challenges in acquiring inputs for their practice.

Table 4.12: Specific challenges Faced By Traditional Health Practitioners in Inputs
Acquisition
Challenges Frequency Percentages

Distance/Proximity of Inputs 24 60

Scarcity of inputs 11 27.5

Inputs are costly 3 7.5

I face no Challenges 2 5

Totals 40 100

Source: Field Survey, August 2012

The respondents were further required to inform the study as to how they intend to deal

with the challenges they are facing in acquiring inputs for their work. They mentioned a

few strategies they have adopted, including conservation of forest lands, cultivation of rare

plants and herbs, designating some parts of the villages that important herbs are found as

sacred grooves, and storing of herbs.
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4.3.2.4 Financial Challenges

Lack of adequate funds has been a major challenge in healthcare delivery in developing

countries. The study therefore wanted to investigate this phenomenon with the traditional

medical system. To this end, the traditional medical practitioners sampled were asked to

state how they perceive their remunerations from patients and other clients. Their

responses are displayed in Figure 5.3.

Figure 4.11: Remuneration and Other Motivation
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Source: Field Survey, August 2012

Figure 4.11 reveals that most traditional medical practitioners believe the remuneration for

their services is low. This is because, 52.5 percent of them said their remuneration was

either low (47.5 percent) or that it was very low (5 percent). This is a de-motivator, and

could explain why they have no assistants; maybe they cannot afford to pay these people

from the low earnings.

The respondents were also asked to state whether they get any support from the

government, either in the form of financial or research and other support. Their responses

show that most of the traditional health practitioners receive no support at all from the
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Government of Ghana. Only two of them said they have had a little support from the state.

They said they were ever sent for some training and they learnt a lot from it. The results

are displayed in Table 4.13.

Table 4.13: Support from Government
Responses Frequency Percentages

Enough Government Support

Little Government Support

No Government Support

Totals

o
2

38

40

o
5

95

100

Source: Field Survey, (August) 2012

When the traditional medical practitioners were asked to state whether or not they would

like the government to support their work, most of them were quick to state that they

indeed need the government to support them develop the medical system. About 82 % of

them said that they wanted government support whiles the remaining 18 % said they were

not interested in any government support. This is shown figure 4.12.

Figure 4.12: Desire for Government support

.Yes • No

Desire for Government support

Source: Field Survey, August 2012
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The study also asked the respondents to state the extent to which they agreed or disagreed

with the statement that a set of other challenges are militating against their work. About

80% indicated that marketing of their service provided and product is the most

predominant challenge facing these traditional medical practitioners. This is followed by

threat of extinction, with 77.5 % of the traditional medical practitioners indicating that as a

major challenge. About 57.5 % of them fear that negative public opinion was a major

challenge. Others were lack of specialization (27.5%), low scale of operation (25 %), and

technological lapses (22.5 %). This is shown in Figure 4.13 below.

Figure 4.13: Other ChaUenges Facing the Traditional Medical System
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III Marketing Technolog Threat of Negative Scale of Lack of•..
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u•..

Services Challenge Opinions sLow tionQ.I
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.Agree 60% 15% 45% 35% 22.5% 20%

.NotSure 12.5% 52.5% 7.5% 0% 2.5% 2.50%

• Disagree 5% 25% 10% 42.5% 55% 50%

• Strongly Disagree 2.50% 0% 5% 0% 17.5% 20%

Source: Field Survey,2012

4.4 Collaboration and Interventions by the Government and Related Organizations

This section on the third objective of the study is guided by the premise that "There are

challenges facing the coordination between the traditional medical practitioners (system)

and the formal healthcare delivery system in Ghana, making the integration of the two

medical systems difficult and almost impossible. The discussion also focuses on the

92

www.udsspace.uds.edu.gh 

 

 

 

 



interventions offered by the Government of Ghana and other stakeholders to ensure that

the traditional medical system in the country is boosted and enhanced.

4.4.1 Practitioners' Knowledge of Supporting Institutions

The respondents were first asked to state whether or not they know of any organization(s),

either the government, NGO, or any private entity, which gives support in one way or the

other to traditional medical practitioners (system). Their responses show that 62.5 % of the

traditional healers do not know of any institution helping their cause. The remaining 37.5

% said they knew of such institution(s). This is displayed on Figure 4.14.

Figure 4.14: Knowledge of Supporting Institutions

.Yes • No

Knowledge of supporting Institutions

Source: Field Survey, 2012

The respondents were further asked to indicate the names of such institutions if they knew

them, Listingas many as possible. Their responses show that some agencies including the

Ministry of food and Agriculture (MOFA), Food and Drugs Board (FDB), Centre for

scientific research into plant medicine (CSRPM), Mampong and the Kwame Nkrumah

University of Science and Technology (KNUST). Mention was also made of the new

Traditional Medicine Practice Council (TMPC), a regulatory body under the auspices of
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the Ghana Health service (GHS) ant the Ministry of Health (MOH). These organizations

they indicated collaborated with some NGO's (Specific names not given), whose

contributions ranged from sensitization programmes to the ethical issues and the

cultivation ofherbariums' (Medicinal plant gardens) among others.

4.4.2 Application for Assistance from Supporting Institutions

Figure 4.15: Application for Assistance from Supporting Institutions

Source: Field Survey, 2012

As indicated in figure 4.13, most traditional medical practitioners have never applied for

fmancial support from any institution. This is because 80 % of the respondents revealed

that they have never made such an application. The remaining 20 % said they have applied

to some government bodies and NGOs before.

4.4.3 Collaboration with Other Health Agencies

Respondents were required to state whether they have any collaboration or have been part

of any activity in collaboration with other healthcare providers.
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As indicated in Figure 4.16, about 65 percent of the respondent traditional medical

practitioners have never had any collaboration with other health agencies. Out of the

remaining 35 percent, 27.5percent said they have had collaborative activities with other

health agencies and workers especially from the Ghana Health Service (example is a

bonesetter who invites nurses to dress wounds, especially in relation to accident cases).

Figure 4.16: Collaboration with Other Health Agencies
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Additionally, an interview conducted with the Nadowli District and the Upper West

65% 7.5%

Regional Directors of Health revealed that indeed, collaboration between traditional

Source: Field Survey, 2012

medical practitioners and the mainstream medical systems have been attempted at various

levels of which some were previously in vain. The two directors shared the opinion that,

despite efforts by the Ghana Health Service, in addition to other stakeholders, to

collaborate with traditional medical practitioners in the region and the Nadowli District,

collaboration even though encouraging was still low.

4.4.4 Type of Collaboration

Further investigation on the collaboration between the traditional medical practitioners and

other healthcare providers and stakeholders, necessitated that the respondents answered
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yes to the question of collaboration, give a litany of the collaborative efforts that have

been made. This resulted in the listing of some efforts as mentioned earlier in this chapter

of which included training programmes (sensitization and good product packaging),

effective record keeping techniques and referrals, registration of practitioners and

products, recommendable operational and professional ethics, provision of some safety

materials and most importantly the formation of effective and vibrant associations

especially at the community, district and regional levels.

When the two directors interviewed were asked this question, they both responded that

efforts that have been made include organization of seminars and training programmes,

previously attracted minimal numbers of these traditional medical health practitioners but

is encouraging with subsequent efforts.

4.4.5 Challenges with Collaboration

Table 4.14: Challenges with Collaboration
Challenges Frequency Percentages

Lack of Resources 15

25

50

30

120

12.5

20.8

41.7

25

100

Non-Participation of Practitioners

Low Publicity

Challenges Locating Practitioners

Totals

Source: Field Survey, 2012

Table 4.17 depicts the level and or severity of the challenges faced by the traditional

medical system in relation to collaboration with other agencies. In the table, a few of the

respondents representing twelve point five (12.5%) revealed that the lack of resources was

challenge to effective collaboration, whereas approximately twenty one percent (that is 20.

8%) points to the lack of participation of the practitioners in the co Ilaborative procedures
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and efforts. The majority of the respondents (4l.7%) emphasize the low level of publicity

or awareness on the need and availability of effective collaborative mechanisms. This they

also explained to be due to the lack of effort to heighten public awareness and education

on the activities and operations of the traditional medical system at large. Moreover, a

significant number (25%) mentioned that locating practitioners in their various residence

or practice a premise was a significantly difficult, thereby posing a major challenge to

effective collaboration.

With reference to table 4.14, collaborative efforts of the various stakeholders of healthcare

have encountered several challenges. These challenges included the lack or poor

implementation of some government policies and programmes for effective regulations of

the traditional medical systems. This problem is the root cause of the major challenges

facing the system, for instance it has lead to the absence of a standardized criteria for

registration leading to the infiltration of quacks in the systems, thereby compounding the

problem of effective treatment modalities. Also the difficulty in identifying practitioners

especially at the grass root levels due to the fact that there is no data base for these

practitioners and their practicing communities, not to talk of organizing effective training

programmes and forum for them. The issue of mistrust is a major canker worm in the

sector; this is due to the fact that most of the practitioners, for the fear of exploitation do

not corporate with the appropriate organizations for the total development of the sector.

Moreover, the controversy on the point of referral from one medical system to the others

is yet to be addressed. As emphasized in a focus group discussion in Fian in the Nadowli

East sub-district a practitioner (a discussant) stated that;
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"Whereas a traditional medical practitioner cannot effectively read and interpret a report

from a doctor in the mainstream health system on the case of a patient, the TMP on the

other hand cannot write (in most cases) an effective reportfor his patient upon referral. "

This was a confirmation to matters arising in the other focused group discussing conducted

for the purpose of this study.

Again, the study found out that communication IS a major setback for effective

collaboration; this is in relation to both formal and informal communication. The TMP's

have the notion that the medical personnel in the mainstream health system do not accord

them the necessary recognition and as such would not want to have anything to do with

the mainstream health system.

They also feel that the issue of paying "tax" will negatively affect their remuneration

aside the issue of convenience. Their location to the source of raw materials for their

services and superstition does not in many cases allow a practitioner to move from one

geographic location to another especially to practice. A significant point to note is that

most of the practitioners are aged and are attached to their "homeland", therefore any form

of modernization in the name of development will be very difficult (long run) or

impossible (short run). The column elaborates more on the discussion.
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Figure 4.17 Challenges with Collaboration
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4.4.6 Possible Solutions to Collaboration Challenges

On the subject of drawing possible solutions to the challenges making effective

collaboration between the traditional medical practitioners and other healthcare agents,

respondents indicated that traditional medical practitioners should be encouraged to form

not just associations but effective and vibrant ones, which make it possible for them to

channel their concerns and grievances to the appropriate bodies for address.

Also, the work and profession of the practitioners should be funded to some extent, in that

research and development could be encouraged through formalized channels to ensure

appropriate information collection on these practitioners and ensure proper diagnosis.

Additionally, the negative perception that traditional medical practitioners use spiritual

powers to cure people should be tackled and public perception enhanced to ensure

patronage and free practice of traditional medicine.

In finding out the role of Traditional medical system in the vanous communities, the

responses that came from one of the focus group discussions (FGD's) members was that'

We see the traditional medical practitioners have made a lot of strides as far as meeting
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the health needs of the local people is concerned and it is now time for their activities to

be integrated and well monitored to ensure their efficiency'. Another member of the focus

group discussion added that, 'the traditional medical practitioners are our doctors since

time immemorial only that no much attention is given to them to check their activities and

manage the problems that confront them as patients visit them '.

The responses from one of the key informant interviewed revealed that there are making

efforts to identify some of the traditional medical practitioners trained and some centres

identified and where possible assist boost up their infrastructure and integrated into the

modern medical system.

In summary, the findings of this study is linked up with topic on 'the role of the traditional

medical system in promoting quality healthcare delivery in the Nadowli district of the

Upper West Region of Ghana in that; the results revealed why the people in the study area

patronize the traditional medical system for their healthcare needs, highlighted on the

challenges facing the traditional medical system (TMS) like, no medical records, poor

packaging of medications, mishandling of patients, poor hygiene at the herbal centres, the

difficulty of getting the needed herbs and other inputs. The study also indicated that, there

is no adequate assistance given to the TMS, and that they lack skills update through

workshops, or schooling and distance or proximity of Inputs, inadequate funds, low

remuneration from patients / support from the government and other institutions were

some of the challenges.

The study also revealed that the Traditional Medical System is more affordable,

accessible, and a more effective heaIthcare system for most people. It was clear from the

study that, the Government of Ghana should invest in the traditional medical system and

enhance process and product improvements through technological advancements.
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Additionally, the study suggest that various stakeholder groups should come together to

enhance the inputs availability for the traditional medical practitioners and monitor their

activities.
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CHAPTER FIVE

SUMMARY, CONCLUSIONS, POLICY IMPLICATIONS AND

RECOMMENDATIONS

5.0 Introduction

This chapter presents a summary of the entire study, conclusions of the study, and some

policy recommendations. The recommendations are made using the findings of the study

and the literature review as a guide.

5.1 Summary of Findings

The study was undertaken with the main objective of assessing the role of the traditional

medical system in promoting quality health care delivery in the Nadowli District of the

Upper West region in Ghana. In line with this, the study selected 120 respondents frorn

the sampled communities in the Nadowli District of the Upper West Region. This number

included 40 respondents each from three respondent categories, traditional medical

practitioners, their patients, and other members of the sample communities respectively.

This was done using convenience random sampling of practitioners in the twenty

communities. The data was analyzed using SPSS and excel, presenting the results in

pictorial form.

From the data analysis and discussions, the study found that most of the respondents were

males, traditional believers, and either have no formal education or very little formal

education. The study also found that most of the respondents sampled get their healthcare

from traditional medical practitioners. The reasons given for this is that traditional

medicine is cheap, more effective, near to them and enhances access. Others stated that

they were referred by a doctor and the rest said that their sicknesses were spiritual in

nature and hence the orthodox medical system does not have remedy for their sicknesses.

The study however realised that most ordinary members of the communities who were not
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patients of traditional medical practitioners prefer getting healthcare from a hospital,

clinic, or health centre.

Additionally, the study found that most inhabitants in the Nadowli District would go to a

traditional medical practitioner first before seeing another healthcare provider, such as a

hospital or clinic. The traditional medical system is therefore the first point of call when

one is sick within the district. The study found that, most of the respondents have actually

been to the traditional medical practitioner recently, ranging from a number of days to a

couple of weeks ago. These practitioners have been reported to cure a lot of diseases,

including fever/malaria, fractures, poisoning, spiritual attacks (loba), delivery and related

problems, snake bites, scorpion stinks, typhoid fever, waste pains, and diarrhoea, among

other diseases.

Moreover, the study found that most sicknesses are sent to the healers when they just start.

However, a good number of the respondents also revealed that these sicknesses only get to

traditional medical practitioners when they are ill a very critical to hopeless state.

However, most respondents repol1ed that their sicknesses are usually cured by the

traditional healers whether it was sent early or when it worsened.

The study also found that when the traditional medical practitioner fails to cure a disease,

he or she most likely will refer the case to a more powerful traditional healer. However, a

good number of these healers refer the patient to a hospital or other health facility. It was

found that most people go to these traditional medical practitioners during the rainy

season. They gave reasons such as time constraint, blending farm work and long travels to

health centre. However, a good number of respondents said that some of the plants used

for curing these diseases are difficult to find during the dry/ harmattan season and so

people would wait for the rainy season to get medical help. Those who said dry season

103

www.udsspace.uds.edu.gh 

 

 

 

 



gave the reason that, it is this season people are free and could frequent the homes of

medical practitioners with every petty disease.

It was found that most traditional medical practitioners use local herbs from forests around

the villages and other locations however, some reported using imported herbs, spiritual

consultations, and other inputs. However, contrary to the general notion, herbs were the

most used input and not spiritual consultation. The belief that traditional medical

practitioners use spirits to heal was mostly shared by those who have never been to a

traditional medical practitioner. Only 7 out of the 40 traditional medical practitioners said

they use spirits to heal.

Despite the desirability and level of patronage of traditional medical system found by the

study, it was reported that patients encounter a lot of challenges ranging from lack of

medical records, lack of standard treatment and medical administrations, poor hygiene at

healing centre, delayed medication, stigmatization of patients as traditional believers, and

poor processing and packaging of medications.

The practitioners also reported that their inputs are getting extinct due to bush fires,

making their work more difficult. Most traditional medical practitioners also said they

would like to have assistants, at least to help in gathering herbs and other inputs. However,

this is not happening as the entry into the trade has barriers within the traditions of the

people, which includes inheritance from parents/ grandparents (family- based), or that the

person must be chosen by ancestral forces. They also said that remunerations are low and

most patients rather bring gifts, due to the fact that beneficiaries are unable to pay for the

services, making the practice less profitable than it should be. Another important source of

motivation for the practitioners is a good name/ fame and successful treatment especially

of hopeless cases .. The practitioners reported that despite all the challenges, support from
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the government has not been forthcoming, making their work even more frustrating. They

therefore disclosed their desire for government support and assistance, financially, or

otherwise.

The study also found that the practitioners find it difficult to market their skil1s and

products, they face a threat of extinction as many of them are ageing without potential

replacements, that there is a negative publicity against their practice and with low scale of

operations. The study also found that the traditional medical practitioners are

technologically challenged, with few of them having the technical know-how to extract

their medicines and produce on a larger scale. Most of them are also general practitioners

and have no specializations, making it difficult to identify a suitable traditional medical

practitioner for specific ailments and medical needs.

Lastly, the study found that there is very little collaboration between the orthodox medical

system, the ministry of health, and the Ghana Health Service, and the traditional medical

system within the district. This has led to the mirage of problems that these traditional

medical practitioners are facing and has thus made health care delivery very difficult. A

few respondents were however quick to state that they have received some form of

sensitization and education from such organizations as the Ministry of food and

Agriculture (MOF A), Food and Drugs Board (FDB), Centre for scientific research into

plant medicine (CSRPM) - Mampong and the Kwame Nkrumah University of Science

and Technology (KNUST). Mention was also made of the new Traditional Medicine

Practice Council (TMPC), a regulatory body under the auspices of the Ghana Health

service (GHS) ant the Ministry of Health (MOH).
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5.2 Conclusions

The study was successfully conducted on schedule, with key findings being that most

people in the Nadowli District patronize the traditional medical system for their healthcare

needs. That they go to traditional medical practitioners first when they are sick and may go

to a hospital when their sickness gets worse or when they are referred by the traditional

medical practitioners to do so.

The study therefore concludes that the traditional medical system plays a major role in

healthcare delivery by enhancing healthcare provision and serving as a panacea to the

health needs of most people in the Nadowli District. It provides a more affordable, more

accessible, and more effective healthcare system. It serves as a first point of call for most

people living in rural Ghana and urgent in the activities of the Ghana Health Service

delivery in rural Ghana. This very crucial medical system suffers from a number of

challenges which borders on input availability, negative publicity, technology and scale of

operations, posterity of the practice, and marketing of the practice and products. This is

coupled with poor collaboration between the orthodox medical system and the traditional

medical system.

The study also revealed that the traditional medical practitioners find it difficult to market

their skills and products, they face the threat of extinction as many of them are ageing

without potential replacements which is a negative publicity against their practice and with

low scale of operations. The study also found that the traditional medical practitioners are

technologically challenged, with few of them having the technical know-how to extract

their medicines and produce on a larger scale. Most of them are also general practitioners

and have no specializations, making it difficult to identify a suitable traditional medical

practitioner for specific ailments and medical needs.
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To harness the potential of the traditional medical system, there should be an economic

outlook, realistic policy and an effective planning strategy. There is a dying need to

undertake in-depth socio-economic and policy research to fill the gaps in understanding

the dynamics of the traditional medical practice and medicinal plants sector. The

recommendations and suggested ideas from benevolent organizations is important in

ensuring development of this sector in a sustainable manner.

5.3 Recommendations

From the above findings and conclusions, the study recommends the following; Firstly,

the study recommends that the traditional medical system be given governmental attention

if access to quality healthcare will be improved in the district. In line with this, the study

observes that the course on traditional herbal medicine development in the Kwame

Nkrumah University of Science and Technology is a step in the right direction. However,

there should be room made for these graduates to collaborate with the local traditional

healers to improve the quality of the practice at the local level.

In addition to that, the study recommends that traditional medical practitioners, the

Ministry of Health, and the Ministry of Agriculture should collaborate to find ways to

preserve identified plants and herbs that are used for traditional medicine. This will go a

long way to improve input availability and prevent the extinction of endangered plant

species. This could be done in the various villages and towns to make the plant reserves

accessible to the practitioners.

The study also recommends that further research should be conducted into the inputs and

plants that are used and how these can be transformed into drugs and other medicines that

can be sold on a large scale to ensure access. This will also ensure that technology is
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applied to the practice and scale of operations is increased. At the end of the day this will

go a long way to ensure posterity of the practice and the medications.

5.4 Suggestions for further Studies

The research recommends the following for future researchers who may wish to do further

research on the topic under study;

For future studies, the scope of the study should be broadened to capture more data thus by

broadening the number of communities in the study area which would provide more

grounds for generalization of the study.
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APPENDICES

APPENDICES A

COMMUNITY / PUBLIC SURVEY QUESTIONNAIRE

A. BACKGROUND INFORMATION AND SOCIO DEMOGRAPHIC
CHARACTERISTICS

1. Name of respondent. .
2. Age of respondent .
3. Place of origin .
4. Ethnicity: wala [ ] Lobi [ ] Sisaala [ ] Dagaati [ ] Others .
5. Religion: Christian [ ] Moslem [ ] Traditional [] Others .
6. Marital status: Married [ ] Widowed[] Divorced [] Single[]
7. Educational status: Formal Education [ ] Non-formal education [ ]
8. Level of education if Formal: Elementary [] Secondary [ ] Training college[ ]

Commercial! Technical [ ] University [ ] Others .
B. KNOWLEDGE TYPE

9. How many Medical systems are you aware of?

Orthodox Isystem [ ] Traditional Medical System [

10. What is your view of the above medical system .
11. Are you aware of the traditional medical system Yes [ ] No [ ]
12. What role do they play to improve the health care delivery in the community?
C. PERCEPTION AND MANAGEMENT OF THE MEDICAL SYSTEM
13. How does one treat sickness in your community or locality?
By going to the hospital [] Consulting a deity [ ] Going to a traditional healer [ ]
Self Medication [ ] others (specify) .
14. What is the cause of sickness in your area?
Seasonal changes [ ] Bad environmental Hazards [ ] Witchcraft/ Juju [ ] Ancestral
curses [ ] punishment from the Gods [ ] others
(specify) .
15. At what season is the sickness levels

high .
16. What are some of the common sicknesses around the season mentioned above?

a . b .

d .c .

17. How do you deal with the situation? .

18. Which of the health facilities are easily assessable for treatment?

Hospital [] community health centre [ ] traditional healer [ ] none [

19. Which ofthese is more acceptable to the area? .

20. How many traditional medical practitioners are available for the community? .

21. Are the services of the practitioners effective? Yes [ ] No [ ]
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22. Give reasons for your answer

a .

b .

c .

23. Are you aware of some of the challenges facing the traditional medical
practitioners?

Yes [ ] No [ ]

24. If yes mention some of them

a .

b .

c .

d .

25. What do you think can be done to solve these challenges?

a .

b .

c .

d .
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Appendix B

QUESTIONNAIRE GUIDE FOR BENEFICIARIES AND PATIENTS OF THE
TRADITIONAL MEDICINE

1. Sex Male [ ] Female [ ]

2. Education background: Formal Education [ ] Non-formal education [

3. Level of education if Formal: Elementary [] Secondary [ ] Training college [

Commercial! Technical [ ] University [] Others .

4. Ethnicity: wala[] Lobi[ Sisaala[ ] Dagaati[ Others .

5. Major occupation Farmer [] student / pupil [ ] others (specify) .

6. When did you patronise the service of the traditional medical practitioner?

Over a decade ago [] within three years [] a year ago [] recently [ ]

7. How often do you visit the traditional practitioner? Always [
severe ailments [ ] just once [ ]

yearly [ only with

8. Have you being visiting the hospital? Yes [] No [ ]

9. How often do you visit the hospital? .

10. How do you perceive their services? Very Effective [] Good [] Very poor [

11. What are some of the uses or benefits of the traditional medical system?

a .

b .

c .

12. What are some of the challenges you encountered when patronizing the service?

a .

b .

c .

13. What was the ailment you sent to the traditional medical practitioner? .

13. What was your condition before visiting the traditional medical practitioner?

Normal [] Just with symptoms [ ] very Critical [] Hopeless [ ]

14. What was your condition after the treatment was administered? .

IS. Have there been cases where you were referred? Yes [ No [ ]
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16. If Yes from where? .

Traditional medical practitioner to the Hospital [

Hospital to a traditional medical practitioner [ ]

Other specify ' .

17. What was the problem or your condition? .

18. What was the results after? .

19. What are some of the Facilities at the treatment sites when there is the need to keep in
the communities?

a . b .

d .c .

20. What are some of the requirements before, during and after the treatment?

a . b .

d .c .

21. What are the means of healing? Plants [] spiritual [ ] Combination of the two [
]

24. What role are the traditional medical practitioners playing in promoting the health care
delivery in the community and the district at large?

a .

b .

c .
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Appendix C

QUESTIONNAIRE GUIDE FOR THE TRADITIONAL MEDICAL
PRACTITIONERS

1. Name ofpractitioner. .

2. Practicing Community .

3. Family: Wife (wives) . Children . Other dependants .

4. Education background: Formal Education [ ] Non-formal education [ ]

5. Educational Level if Formal: Elementary [] Secondary [ ] Training college [

6. Do you belong to any of the healer association (s)? Yes [ ] No [ ]

10. If yes name the association .

11. If no, why don't you belong to any? .

Sicknesses treated in the practicing community

12. List the four most common ailments / Cases treated in the last three years

a . b .

d .c .

13. Rank them in order of their prevalence

a . b .

d .c .

14. List the cases you treated in the last three years

2009 2010 2011 I

CASE TYPE NO. CASE TYPE NO. CASE TYPE NO.
I. I. I.

Men 2. 2. 2.
3. 3. 3.

Women 1. I. I.

2. 2. 2.
3. 3. 3.
I. I. I.

Pregnant
Women 2. 2. 2.

3. 3. 3.
I. I. I.

Children 2. 2. 2.
3. 3. 3.
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15. Mention your area (s) of speciality (ies)

a . b .

d .c .

16. Rank them in order of importance to you

a . b .

d .c .

Means of healing

17. Describe three methods you commonly use to diagnose your cases

a .

b .

c .

18. Mention some of the commonly used medicinal plants in your practice

a................................ b................................... c .

d............................... e................................ f .

19. Why are they the commonly used plants in your practice?

a .

b .

c .

Practicing

20. Type of practice: bone setter [ ] herbalist [] traditional birth attendant [ ] other [
]

21. Do you have another occupation aside being a practitioner? Yes []

22. If yes specify .

No [ ]

23. Do you have people helping or assisting you? Yes [ No [ ]

24. Give reason for the choice above

a .

b .

25. What is the average number of clients treated in days and months?

Days . months .
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26. What is the peak season of practice? Rainy Season [] Dry season [ ]

Heat season [ ] A 11 year round [ ]

[ ] No [ ]27. Do you sometimes refer cases? Yes

28. Ifno why? .

29. If Yes Point of referral; Health Institutions [] Another practitioner [

Spiritualist [] Others specify .

30. When do you refer cases? Beyond capacity / skills [] severity of condition [

31. Please complete the table below.

Serial No. Disease Type of plant Part of plant Form used
used

1

2

3

4

5

Means of acquiring and modifying skills

31. How did you acquire the skills of practicing?

Inherited [] Chosen by ancestors [] others (specify) .

32. Has there been any modification of your practice? Yes [] No [ ]

33. Give reasons for the above

a .

b .

c .

34. How do you acquire more skills to the changing needs of patients?

Security of Practice

35. Where do you obtain your products for practicing? Wetlands [

Hilly areas [] others specify .

Vallies [ ]

119

www.udsspace.uds.edu.gh 

 

 

 

 



36. List three of the techniques used for harvesting your products

a.............................................. b..................................................... c .

37. Do you harvest the products yourself? Yes [] No [ ]

38. Ifno, who does it? .

39. What do you do before, during and after the harvesting of the products?

Before .

During .

After .

40. Do the plants have other economic uses apart from being medicinal? Yes [ No [ ]

41. If yes, list some of them

a . b .

d .c .

42. Ifno, why? .

43. List three strategies you have put in place to ensure that inputs for your practice are
secured a .

b .

c .

44. What are some of the challenges faced in the strategies above?

a .

b .

c .

4S.What efforts have you adopted to manage the challenges?

a .

b .

c .

46. Are you aware of any institution supporting the traditional medical system?

Yes [ ] No [ ]

47. If yes mention some of them a............................ b.......................... c .

48. Have you sorted for any assistance from any organization or institution?

Yes [ ] No [ ]
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49. If yes, what was the response? Positive [] Negative [] No response [ ]

Motivation for the Practice

50. How are you motivated in your service?

Gifts [] Payments [ Successful treatment [ both gifts and payments [

Sale of Products [ ] others specify .

Collaboration with other Actors

51. Do you work closely with other health agencies? Yes [

52. Give reasons

No [ ]

a .

b .

c .

53. What are some of the challenges with the collaboration?

a .

b .

c .

54. Suggest some possible solution

a .

b .

c .

55. What is the way forward for the development of traditional medicine?

a .

b .

c .
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56. List a few herbs, animal, earth or plant materials used for your treatments.

HERBS, ANIMAL PART COMMON AILMENT SOURCES (Home/
OR OTHER (Specify) USED FOR garden/ surrounding/

Bush)

Appendix d 1

INTERVIEW GUIDE FOE THE REGIONAL AND DISTRICT HEALTH
DIRECTORS

1. What is the situation of health care delivery in the Region! District?

2. What are some ofthe factors contributing to the situation?

3. What is the role of the traditional medical system in promoting the health care
delivery in this area?

4. What are some of the benefits / contributions or uses of the traditional medical
system, I? To the communities and 2. To the health facilities?

5. What are the challenges of the traditional medical system to the communities?

6. What are some of the strategies you have put in place to manage or eliminate these
challenges?

7. Is there any possible collaboration of the traditional medical system with other
actors of the health sector?

8. Do you have any other information to contribute?
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Appendix d 2

INTERVIEW GUIDE: REGIONAL CORDINATOR FOR TRADITIONAL
MEDICINE AND HEALTH RELATED NON- GOVERNMENTAL
ORGANIZATIONS (NGO).

General Information

1. Name of respondent. .

2. Sex Male [ ] Female [ ]

3. Age

4. Indicate your position in the service .

5. Date administered .

Awareness of the activities of traditional medical practitioners

6. How many traditional medical practitioners are currently III the Upper West
Region?

7. How many ofthese are registered with any of the healers associations?

8. What are the services these traditional medical practitioners render to the GHS?

9. Which of service area proves effective?

10. Which service area is lacking?

11. How can these areas be improved?

Support Mechanisms

12. Are there plans or steps for possible coIlaborations?

13. Which areas form the bases for collaboration of the GHS with other regulatory
bodies or the Council (TMPC).

14. What are some ofthe benefits of the collaboration?

15. What are the challenges does the directorate encounter III forging such
collaborations?

16. Suggest ways of overcoming or managing the challenges or constraints?

Monitoring

17. How are the actrvities of the regulatory bodies of the traditional medical
practitioners monitored by the regional directorate?

18. What are the monitoring tools used?

19. In your professional opinion, how effective is the monitoring done?
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Evaluation

20. How can the traditional medical system improve the health status of the populace
in the region?

1. Suggest some possible ways of developing traditional medical practices in your
community and the district at large.

2. Are there any contributions or inputs you want to make?

Appendix d 3

INTERVIEW GUIDE: ENVIRONEMTAL PROTECTION AGENCY (EPA)

1. General Information

1. Name of respondent .

2. Sex Male [ Female [ ]

3. Age Date administered .

4. Indicate your position in the agency .

Awareness of the activities oftraditional medical practitioners

5. Are you aware ofthe presence and activities of the traditional medical practitioners
in the region?

6. Which activities prove positive and environmentally friendly?

7. Which activities are negative and harmful to the environment?

8. What other activities are positive to the communities and their inhabitants?

9. Mention some of the problems associated with traditional medical practices

10. Can you mention some of the plants (species) for medicinal purposes?

11. Where are some of the growth sites (location) in the region?

12. What is the current state of such growths?

13. How are these areas being managed?

Support Mechanisms

14. Are there any programmes or projects in relation to traditional medical practices?

15. Mention some of them with their respective aims and or objectives?

16. What are some of the benefits of these programmes?

17. What are the challenges of these programmes?
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18. Suggest ways of overcoming or managing the challenges or constraints?

Monitoring and evaluation

19. How are the activities of the traditional medical practitioners monitored by the
EPA?

20. What are the monitoring tools used?

21. In your professional opinion, how effective is the monitoring done?

22. How can the traditional medical system improve the environment of the practicing
communities and the region?

Appendix d 4

INTERVIEW GUIDE FOR THE FOOD AND DRUGS BOARD (FDB)

1. General Information

1. Name of respondent .

2. Sex Male [ Female [ ]

3. Age Date administered .

4. Indicate your position in the organization .

Awareness of the activities of traditional medical practitioners

5. Are you aware of the presence and activities of the traditional medical practitioners
in the region?

6. Which activities prove positive in relation to the regulations of the FDB?

7. Which activities are negative?

8. Mention some of the problems associated with traditional medical practices

9. Can you mention some of the plants (species) for medicinal purposes?

10. What are some of the products they present for the treatment of sicknesses?

11. What is the state of such products?

12. How are these products managed by the traditional practitioners and the FDB?

Support Mechanisms

13. Are there any programmes or projects in relation to traditional medical practices?

14. Mention some of them with their respective aims and or objectives?

15. What are some of the benefits of these programmes?
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16. What are the challenges of these programmes?

17. Suggest ways of overcoming or managing the challenges or constraints?

Monitoring and evaluation

18. How are the activities and products of the traditional medical practitioners
monitored by the FDB?

19. What are the monitoring tools used?

20. In your professional opinion, how effective is the monitoring done?

21. How can the traditional medical system improve their products to ensure
efficiency, especially in the region?

22. Are there any questions and suggestions?

Appendix d 5

INTERVIEW GUIDE FOR CHPS ZONES IN THE SELECTED COMMUNITIES

1. What is the situation of health care delivery in the community?

2. What are some of the factors contributing to the situation?

3. What is the concern of the facility concerning the traditional medical system in this
community?

4. How many traditional medical practitioners can be identified in the community?

5. What is the level of attendance to this facility by the community members?

6. What are some of the benefits / contributions or uses of the traditional medical
system? 1. to the community and 2. To the health facility?

7. What are the challenges of the traditional medical system to the community and the
health facility?

8. What are some of the strategies you have put in place to manage or elevate these
challenges?

9. Do you receive referrals from the traditional medical practitioners?

10. If yes, what is always the state ofthe patient and how do you manage the situation?

11. Is there any effective dialogue between the facility and the practitioners?

12. Are there any possible collaboration of the traditional medical system with other
actors of the health sector especially in the community?

13. Do you have any other information to contribute?
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Appendix d 6 

CHECK LIST FOR THE FOCUS GROUP DISCUSSIONS (FGD's) 

3. Mention the healthcare delivery systems you have in your community? 

4. Rank the systems in order of priority to the community and give reasons. 

5. What is the role of traditional medical system in the community? 

6. What are some of the difficulties you face in accessing the medical systems above? 

7. Do you share the medical systems with other communities? 

8, What are some of the ways you manage the problems mentioned above? 

9 	What is the rate of outbreaks and peak seasons in your community? 

10. How is the situation managed? 
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