
KNOWLEDGE OF MALARIA AND SOME 
ASPECTS OF ITS CONTROL IN TANGA, 

Introduction: 

TANZANIA 
By M. Fivawo 

Mataria is an acute or chronic infection, of red biuod cells 
caused by protozoa parasites of the genus Plasmodium. 
Among symptoms of malaria include attacks of fever, 
headaches, chills rigors, general malaise, joint and muscle 
pains, nauses, vomiting and diarrhoea. 

The German Scientist, Robert Koch, reported fromWest- 
em Usambara in 1898 that the native people called the dis- 
ease which he was sent to study homa ya mbu (fever of mos- 
quitoes), which they said was contracted after being bitten 
by mosquitoes of the lowlands. This clear epidemiological 
knowledge of the natives has not been followed up to see 
how the people's knowledge can be integrated into other 
knowledges of malaria in the effort to effectively control the 
disease. 

One aspect of the malaria problem which has not been 
adequately given attention to is the behavioral one which 
could show the interaction processes between community 
members and health providers to facilitate epidemiological 
control. The study of the behavioral aspects of malaria in 
rural Muheza was done to explore and determine factors 
which influence people's behaviour towards malaria control 
in order to suggest strategies which would facilitate the 
development of more effective approaches to generate 
health programs which will improve malaria control. Studies 
of people's own ways of dealing with a disease can be used 
to facilitate acceptable control measures. 

Bonde and Sambaa people two major ethnic groups in 
Tanga have known malaria for as long as they have been in 
the area. They call the disease 'nyongo', 'homa ya mbu', as 
well as the latin term 'malaria' itself. Traditional healers diag- 
nose the disease from the type of fever which is not accom- 
paniéd by any cold symptomps, as well as from examining 
the vomitus of the patient or the colour of the patient's urine. 
Patients often use the traditional as well as biomedicines to 
treat malaria. 

Malaria is today the commonest disease in Tanzania 
National statistics show that malaria is the most frequent 
cause of hospital out patient attendances accounting for 10 
— 15% attendances. It also account for 6— 10% of hospital 
admissions. In hospitals, malaria death rate is estimated to 
be 4—5% and is therefore one of the top-ten killing diseases 
in Tanzania. 

Muheza district of Tanga region is holoendemic for 
malaria, which means that malaria transmission goes on for 
more than six months in a year. The inpatient monthly 
records from the district hospital for 1983 for example, show 
peak admission of malaria patients during March, April, May, 
July, August, October and November. The remaining 
months show lower figures which does not mean improve- 
ment in the management of the disease but that 
parasitaemia is maintained at low levels showing no alarm- 

ing malaria symptoms. Results of parasitaemia check of a 

Dr. M. Fivawo PhD, 
Department of Traditional Medicine 
Muhimbili Medical Centre 

sample of 136 healthy looking individuals from Tongwe vil- 
lagein March 1984 showedthat only 41 of them (30%) were 
negative for malaria parasites. Fifteen percent had high para- 
site levels between 201 and 1600 parasites for 200 white 
blood cells (see table 1). The problem of malaria is therefore 
still serious in spite of the numerous scientific knowledge 
which we have accumulated. 

Medhods. 

300 young women were interviewed about their knowl- 
edge of malaria and malaria control using a questionnaire 
The subjects for the study were of child bearing age who 
have participated in the malaria prophylaxis program them 
selves or for their small children Ten key persons including 
health personel healers brith attendants and elders in the 
community were also interviewed Individual cases of dis 
ease management were studied through follow ups 

Results 

Response to the questionnaire showed that respondents 
have very good knowledge of malaria its symptoms, cause, 
lethality as well as ways of protecting one self from frequent 
attacks, 84% of the respondents had used chioroquine 
prophylaxis during previous pregancy. The knowledge 
which the people have about malaria is a result of both 
experience with the disease and health education. It is there- 
fore not surprising that people use both the traditional and 
Western methods to manage the disease. 

More respondents (67%) reported having experienced 
side effects from therapeutic use of chloroquine than those 
who reported side effects from prphylactic use of the drug. 
Attitude research shows that attitudes arise from individuals 
experiences. Positive experience give rise to positive 
attitudes about an object while negative experience indicate 
precaution. With regards to malaria management a high 
report of side effects is consistt with low level of therapeu- 
tic compliance to chloroquine. Because-of experienced side 
effects individuals do not complete the therapeutic dosages. A discriminant analysis of compliance behaviour showed 
that the individuals behaviour is strongly influenced by the 
therapeutic experience which she/he has with chloroquine 
use. Twelve other factors, including knowledge and use of 
herbal medicine for malaria, were also found to have-influ- 
ence on prophylaxis use. 

Herbal medicine are used both for treatment of malaria 
and for self protection. (Table 2). Muarobaini, Mzugwa, 
Mvumbasi, Hozandoghoi and other medicinal plants are 
often used to treat malaria alongside hospital medicines. 
Some of the above named medicines are known to contain 
medicinal compounds which do work on malaria parasites 
and/or mosquito. Others are still being studied for their 
chemical contents and biological activity. Mvumbasi, 
Ocimurn suave for example, which is a shrub native to Tan- 
zania, is extensively used in Muheza to repel mosquito and 
has some antimicrobial activity as well. The other medicinal 
plants which are used by the people may also contain chem- 
icals which work on malaria. 

Another important factor which is influencial in the man- 

agement of malaria is the community's social structure. The 
individual is not always dependent on other People's advices 
for her/his medical behaviour, but is influenced by "impor- 
tant others" in her behaviour particularly with regard to the 
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illness of her youngest child. This "important other" is often 
the grand mother ofthe child, the father, the neighbour orthe 
nurse. In the case of Sambaa people a young mother nor- 
mally goes to her parents for delivery. She learns much 
about child health care and her own health care which are 
believed to be interrelated, during this time from her own 
mother. The grandmother is therefore a very important 
health educator of the young mother. The role of the grand- 
mother goes beyond education, and she enjoys a distin- 
guished social status within the family and in the communi- 
ty. Several case studies which were followed up during the 
research showed that a young mother seeks help or advice 
from elder women, in the absence of her own mother, before 
taking her baby to the hospital for diagnosis and treatment 
This is the appropriate behaviour according to Sambaa cus- 
tom. However, often-times this process of consultation takes 
time and it becomes too late to save the baby's life. The fam- 
ily social structureworksas an important mechanism around 
which malaria and other diseases are managed. The Sambaa 
basic family social structure is seen to override all other dif- 
ferences of religious affiliation and educational levels. 

Discussions: 

There are several factors which play an influencial role in 
malaria behaviour Some of these have their basis on the 
social structure of the family and the lineage system which 
govern a particular society. It may be true that there are some 
real problems which some individuals experience from the 
use of chloroquine drug for treatment of malaria. Problems 
which are related with side effects of the drug need to be 
looked into seriously to make the drug more usable. Many 
individuals report experience of itching due to therapeutic 
use of chloroquine. Such side effects of the drug contributes 
towards non-compliance in chemotherapy which interfears 
with effective treatment of the malaria parasites in the 
patient. Of equal importance is the problem which derives 
from the social organization of the community. It is proper 
and probably necessary to start looking at how the family or 
community social structure for example can facilitate the 
management of malaria. Can elders or healers in com- 
munities be formally involved in malaria control? Could they 
be affiliated to the dispensary or other medical services? 
Community involvement in malaria control requires closer 
cooperation between health institutions' own experts and 
the community's own authority individuals. Is the medical 
institution willing to open its doors to such a collaborative 
effect for the effective management of diseases? This is one 
approach which is worthy considering for effective malaria 
control programs. 
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Plant Used for Malaria 

Plant Distibution of Respondents 

Percent 

All cases 100.0 

Mzugwa1 8 2.7 

Vumbasa2 8 2.7 

Hozandoghoi3 5 17.0 

Others4 10 3.3 

Don't know 4 1.3 

No reply 259 86.3 

Botanical identification: 
Mzungwa, Coleus kilimandscharica Guerke (Lab.) 
Vumbasa, Ocimum suave Witld. (Lab.) 
Hozandoghoi, Hyptis pectinata Poit. (Lab.) 

Plectranthus amaniensis 
Guerke (Lab.) 

Others, Cissus adenocaulis Planch., 
Mwengee, C. engleri GiIg (Ampel.) 
Mtula, Solanum camp ylacanthum Hochst., 

S. incanum L., sobliquum 
Damm. 

Fivi, Artemisia afra Jacq. (Comp.) 
Mhasha, VeroniaiodocalyxO. Hoffm. (Comp.) 
Muuka, Microglossa densiflora Hook. f. (Comp.) 

Source: Sangal, G. R. 1963 Dictionary of Native Plant Names 
in the Bondei, Sambaa and Zigua languages with 
their English and Botanical Equivalents. Mimeo, 
East African Herbarium, Nairobi. 

The local names were collected through a questionnaire 
administered to a sample of women in Muheza district, there 
may be more plants or other than these which healers use for 
malaria treatment. 

Abstract 

TRADITIONAL BELIEFS AND 
TREATMENT IN MEASLES 

By F. H. Mrisho 

Eight hundred and fifty five adults mostly farmers with 
minimum education from Lindi rural district in South Tan- 
zania were interviewed regarding knowledge, taboos and 
treatment of measles. 

Eighty of the respondents knew the correct symptoms of 
measles and 50% had nursed at least one measles child. 
Various taboos exist, the commonest being forbiding sex 
between parents of a child with measles and that measles 
children were not to be washed or their skins oiled for fear 
that the rash will "submerge in the abdomen" and result in 
death. 

Table I 

Number 
300 
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Table 2 

Education Status of Respondents 

Education n % 

PrimarySchool 523 61.2 
No formal education 242 28.3 
Adult education 68 7.9 
Quran classes 22 2.6 

Total 855 100.0 
All people interviewed were below primary school edu- 

cation with 28.3% having no formal education at all. 

Table 3 

Occupation Status of Respondents 

Several medicaments were identified. These included 
drugs for topical body application, oral preparations and eye 
drops. The potential hazards of these are discussed. 

Introduction 

Measles is a public health problem responsible for high 
morbidity and mortality in Tanzania"2. In all 4 health units 
covering the villages where this study was done, measles 
was the third cause of outpatient attendance in the past one 
year. 

The Ministry of Health has made significant progress 
over the last decade towards child protection against 
measles through immunisation. Despite these efforts, 
measles claims about 20% of all underfives dying in villages1 
and about 10% dying in hospitals2. Measles expressing itself 
as skin rash is recognized by many people making it an easy 
disease to study 

The aims of the study were to identify traditional beliefs 
and medicaments used in measles and the collerration of 
these on the high mortality associated with the disease. 

Materials and Methods 

The study was done in Lindi Rural District. Lindi was cho- 
sen because of paucity of health related studies from this 

part of Tanzania Selected areas included villages surround 

ing Lindi town dispensary, Nkone Rural Health Centre and 

Pangaboi Rural Health Centre. 
A pretested Kiswahili questionnaire was administered 

by 4 health workers of the above mentioned rural health 
centres Prior to this the health workers two of which were 
males and two females had to be trained for two days in the 

filling of the questionnaire. 
A hOuse to house survey was conducted and the first 

adult to come out of each in response to the interviewer's call 
was interviewed It is of interest to note that female inter 
viewers had equal numbers of male and female respondents 
while the male interviewers had predominantly male 

respondents. 

Results 

Table 1 

Age and Sex Distribution of Respondents 

Male Female Total 

OccUpation 
Farmer 
Fisherman 
Palm wine tapper 
Government employee 
Others 

Total 

n % 
615 71.6 

51 5.9 
34 4.0 
25 2.9 
92 11.8 

855 100.0 

Majority of the people (71%) were farmers and only 3% 
of the people were government employees. 

Table 4 

Knowledge regarding measles diseases by age 

description Incorrect description Age in Correct 
Years 

n 
20-20 25 
21-30 245 
31-40 192 
41-50 208 
51-60 45 
61+ 25 

Total 
number 

% 
47.17 
84.78 
90.14 
95.41 
78,95 
100.00 

n % n 
28 52.28 53 
44 15.22 289 
21 0.09 213 
10 4.59 218 
12 21.05 57 

0.00. 
TOTAL 

25 
855 

Age in Years 

0-20 24 49 73 8.5 
21-30 101 174 275 32.2 
31-40 133 82 215 25.4 
41-50 103 45 148 17.2 
51-60 66 14 80 9.3 
61+ 55 9 64 7.4 
TOTAL 482 373 855 100.0 

740 people (86.5%) gave a correct description of 
measles, while 115 (13.5%) either stated that they did not 
know the signs of measles or they gave the wrong descrip- 
tion. The éymptoms given were rash, fever, red eyes, diar- 
rhoea and cough in that order of frequency. Any-body citing 
two or more of these symptoms, one of them being rash was 
counted to have correctly identified measles. 

The trend shows an increase in knowledge about 
measles as one grows older, exception being the age group 
51 —60 which was predominantly male. 

In the survey it was found that 404 children had measles 
and 58 of these died. This gives a case fatality rate of 6.7%. It 
was also found that 420 parents (48.6%) had never nursed a 

A total of 855 people were interviewed, 56.4% being 
males and 43.6% females. 57,6% of the respondents were in 
the age group of 21 — 40 years. There were more females 
than males in the young age groups while more males than 
females in the old age groups. 

child with measles. 
There were several taboos associated with measles. 

These included:- 
1. abstinence of sexual intercourse in a household nursing 

a measles case seen in 209 of the respondents account- 
ing for 27.6% of them, 
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2. aavoidance of bathing the child with measles or of 
onointing the child seen in 21.8% and 14.0% of the 
respondents. 110 of the respondents (14.5%) believed in 
hiding the child away from relatives or somesort of an 
isolation. Other taboos included clearing the house of 
items like simsim seeds and oil, lime fruits and charms 
associated with witchcraft. This was seen in 132 of the 
respondents accounting for 17.4% of the cases. 36 
respondents (4.7%) talked of several other taboos. 
Absence of florid rash was considered to be one of the 

most feared course of the disease. Underdeveloped rash was 
associated with an increased mortality rate since it was 
believed under those circumstances the rash would remain 
in the abdomen, hence the avoidance of bathing or anointing 
the child with oil. Among the other taboos included were:- 
(a) Avoidance of consumption of hot meals, cassavä leaves 

and overnight kept left overs in the affected child. 
(b) Leaving suitcases open in the room where the sick child 

tines". The expected effects of the baobab seeds, 
groundnuts and "Mtumbati-bonde" are not clear to the 
author. Soil from an anthill is applied to the body to "build 
the body". Other medicaments used include the sap of the 
"Mtariba" tree, "Mtema-mbichi", "Mti-Kongo", guava 
leaves, "Mtandasa" tree taken orally. Also in use were ashes 
mixed in water and human urine. The later is used as eye 
drops to protect against blindness. 

Discussion 
The study has shown that measles is a recognisable dis- 

ease with more than 80% of the people knowing the impor- 
tant signs of fever, rash, diarrhoea nd cough. 

About half the study population is made up of people 
who have nursed a measles child, and 6.7% of them having 
lost a child through measles. 

Various taboos have been identified. A taboo regarding 
parents not having sex being the most commonly cited. This 
is a behavioural change which the author has failed to find an 
explanation for. It is however, a taboo which is harmless. 

The remaining taboos involving the child such as not 
washing or anointing the child with oil cited by 35.8% of the 
people may have had influence on health. Measles disease is 
accompanied by fever, washing the child is one method or 
lowering the body temperature, that apart, the sick child 
need to be kept clean, more so since the child mayalso be 
having diarrhoea and vomiting which would soil the child 
and its clothing. 

Isolation of a child with measles where feasible is impor- 
tant in limiting transmission of the disease. 

It is known that immunisation against measles may. 
result in a child getting measles of less severity in compari- 
son to that of a non-immunized child. In such cases the rash 
may not be pronounced and if this is seen as dangerous by n to 
parents, it may jeorpardise the immunisation programme. 

Traditional medicines used includes a variety of extracts 
170 56 1 

from trees like "Mtamba", "Mtumbati" and others. Some of 
the treatment involved applying to the eyes the saps from 
such plants. While the author is not in position to know the 
botanical names of these plants and or harmful chemicals in 
the content, potentially there is a risk of trauma and or intro- 

36 11.9 duction of infection in the eyes. Some of the post-measles 
blindness has been attributed to use of similar plant prepara- 
tions or use of urine from cows or human as seen in this area 

34 11 2 
of Lindi. 

Induction of diarrhoea by drinking some of the prepara- 
tions may lead to uncontrolled dehydration and death. The 
use of groundnuts or baobab seeds made into drinks is corn- 

19 6.3 mendable, since these are nutritions foods. 
In summary, the taboos through interesting are not seen 

to pose health risks while some of the traditional medica- 

was being nursed. 
(C) Keeping the child away from pregnant women or 

bereaved irtdividuals, 
(d) avoidance of injections. 
(e) Avoidance of supine posture lest the eyes would be 

affected and lead to blindness. 
About a half of the interviewed people gave health unit 

treatment as a preferred option when one has a measles 
child. It is of interest to note though that of the ones opting for 
hospital, one third preferred to try traditional medicines first 
before taking their children to the hospital. Table 5 shows the 
various traditional concoctions and medicaments used. 

Table 5 
Traditional Treatment given to children with measles 

Medicine 

1. "Mtamba" (sap, bark or 
leaves) for 
washing, drinking,or application 
to eyes 

2. Baobab seeds pounded given to 
drink 
and application to body 

3. Uncooked pounded groundnuts 
for 
drinking and application to body 

4. "Mtumbati-bonde" bark and 
leaves for 
application to body and for 
drinking 

5. Soil from an ant hill for body 
application 

6. Others' 

TOTAL 303 100 

ments in use may be potentially harzardous. 
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28 9.2 

The èap of Mtamba tree or its bark and leaves was the 
commonest used remedy for measles. The sap of Mtamba is 

applied to the eyes to prevent blindness and the boiled 
R 

extract is taken orally to induce diarrhoea an event that is e erences 

desirable because it "flushes the rash away from the intes- 1. Mrisho Fll! Health Status of underfive children in Iringa 
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THE PATTERN OF ILLNESS AND THE 
UTILIZATION OF AVAILABLE HEALTH 

SERVICES IN TWO REGIONS OF 
TANZANIA 

Dr. J.Z. Kilewo1, LA.J Semali2,LA.J.R. Msuya3, 
E. N.Mshiu2,D.M. Do Amsi3,CK. Makwaya3, 

E.P.Y. Muhondwa4 

Introduction 

In order to officially recognize and effectively deploy the 
services of traditional healers, it is necessayto collect data on 
baseline utilization rates of the available health services. It is 
also imperative to have some knowledge of the pattern of 
diseases generally affecting the population as well as the 
therapeutic efficacy of the available services. 

One of the problems affecting the recognition and effec- 
tive depolyrnent of traditional health practices by the mod- 
ern medical practitioners however, is the different concept 
ofdisease causation that is strongly held by these two sides. 
Furthermore, the diagnostic and treatment methods of dis- 
ease also differ greatly between the two groups. The only 
way of bringing the two systems together is by the people 
accepting and utilizing them without prejudicq. Traditional 
systems have always been with the people and the concept 
of disease causation in the general population bears much 
resemblance of that held by traditional healers because of 
their closeness and cultural integration in the community. 
Modern systems however, have not been so close to the 
people in many of the developing countries because of the 
expenses involved and the inadequacy of the facilities for the 
majority of the people. This should make traditional systems 
more popular than modern systems if no system supresses 

the other as is the tendency with the modern system in many 
countries. 

In Tanzania there is no policy regarding traditional med- 
ical practice except that the law does not prohibit or prevent 
the bona fide practice of systems of therapeutics according 
to native methods by persons recognized by the comm unity 
in which they belong1. Traditional healers are therefore 
acceptable as health providers by the people because mod— 
sm health facilities do not adequately cover the entire coun- 
try. It has been estimated that about 75% of the country 
population is living within a radius of 10 kilometers of a mod- 
ern. health facility. But the need and demand for health ser- 
iices has not been adequately assessed in this country 
because of lack of appropriate studies and inadequate dis- 
ase reporting mechanisms. This paper reports some of the 
indings of a study which attempted to determine the pattern f illness and people's utilization of available health services 
n order to shed light into extent to which people use the ser- 
iices provided by traditional healers. 

Materials and Methods 

Two regions in Tanzania were selected for the study, one 
to the North of the country, Arusha, and the other to the 
South, Iringa. The two regions were taken to repu!esent the 
socio-cultural aspects of the respective north and south 
extremes of the country. Arusha region Is placed to the north 
east with an area of about 44,000 sq. km. and a population of 
926, 223 from the 1978 population census2. The inhabitants 
are engaged in both pastural and agricultural life. lringa reg- 
ions on the other hand is to the south with an area of about 
40,000 sq. km. and a population of 925,044, the majority of 
whom are engaged in agriculture. 

A list of villages was obtained from each ren and a 
random sample of 50 villages was taken from each. In each 

village one ten-cell leader was randomly selected and all the 
households (usually 10 but could be more) under his jurisdic- 
tion were studied. The heads of these households were 
asked about members of their hOuseholds who developed 
illness during the month preceeding the interview. They 
were also asked to state the type of illness, where it was 
treated and the outcome of such treatment. In addition they 
were asked about diseases which they considered best 
treated by traditional healers. 

Results 
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The actual diseases developed by household members 
and the hypothetical ones best treated by traditional healers 
were so many and varied that it became necessary to 
categorize them into 28 groups of related diseases. Since the 
diseases were mostly descriptions of signs and symptoms 
by those interviewed and rtot based on standardized proce- 
dures it was not possible to classify them according to the 
scientific method of disease classification. For example, all 
diseases producing fever as their main symptom, were 
placed in one group, those producing predominantly gas- 
trointestinal symptoms in another, and so on. Diseases like 
measles, leprosy and asthma which seemed well known to 
those interviewed were given the same names. Diseases 
producing ill defined symptoms were placed in one cate- 
gory. 

A list of the top ten group of diseases according to the 
descriptions of the heads of households for Arusha and 
Iringa was then compiled and compared with that for Tan- 
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zania's most frequent cause of admissions to hospitals and 
out-patient attendances3. The ranking was found to compare 
rather well with only minor differences as shown, fevers, 
respiratory diseases and gastrointestinal disorders were 
found to rank high on the !Ists. 

Table 2 shows that relatively, Iringa region had more 
gastrointestinal disorders, more obstetric and gynaecologi- 
cal disorders and more leprosy than Arusha which had a 
higher relative frequency of respiratory diseases and fevers. 

Table 3 and 4 s(ow disease pattern as seen in fringa and 
Arusha respectively. The tables clearly show that the pattern 
in these two regions is similar. Some differences however do 
exist. For example respiratory diseases in Arusha have the 
lowest frequency in the age group 10-19 years where else in 
lringa it is lowest in the 20 - 29 year age group. In Aruha 
Obstetric and Gynaecologicai disorders show the highest 
frequency in the age group.20 - 29 while in lringa in the 30 - 
39 year age group. Table 5 shows that 73.5% of all the sick 
consulted modern health services while 11.6% consulted 
traditional health services. Itcan also beseenthat6.2% of the 
sick did not consult ny health services. 

In table 6 and 7 the educational status of the heads of 
households is categorised. The first category comprises of 
those who had never had any form of formal education, the 

ond those who had either attained adult literacy educa- 
tion or primary IV education, and the third, those who had 
either attained primary VII or secondary school form IV edu- 
cation. The results show that the level of education of the 
head of household did not influence the utilization. 

Figure 1 -3 show the differences in utilization by age and 
place. Modern health service-utilization was the highest in 
both regions but it was higher in Arusha than lringa. There 
was some tendency for utilization to decline with age in both 
regions but this could be a cohort effect. 

Traditional health service utilization was slightly higher 
in the older age groups, Iringa having higher utilization rates 
than Arusha. Older age groups tended toutilize both services 
more than the younger ones and Iringa utilized both services 
more than Arusha. 

Figure 4 shows that there is a significant difference in the 
health service utilization rates between Iringa and Arusha 
but virtually no difference between the sexes. 

Figure 5 and 6 show utilization rates by disease category 
and place. Although utilization rates are higher for modern 
than for traditional health services the order of utilization by 
disease category is quite different. Diseases like paralysis, 
obstetrics and gynaecoiogical conditions and unknown dis- 
eases ranked high in traditional healer utilization while they 
ranked low in modern health service utilization. 

Discussion 

Although there are many ways in which the top ten 
causes for admission and out-patient attendance resemble 
the groups of diseases for Iringa and Arusha, there are some 
striking differencs like those seen for obstetrics and 

gynaecological disorders. This forms the first cause for hos- 
pital admissions but one of the last conditions causing 
illhealth in the community. This can be explained by the fact 
that most deliveries taking place in hospitals are probably 
normal and not considered to be a cause for iflhealth by the 
community. 

It can be seen from Table 1 that respiratory diseases rank 

high in the group of diseases for Iringa and Arusha while they 
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do no rank So high in the out-patient attendances. If 
pneumonias, bronchitis and other diseases of the respiratory 
system are combined, this would rsnkrespiratóry diseases 
higher on the list. Similarly, on the list of causes for admim- 
mision to hospitals respiratorydtseaseswouldranksecond if 
tuberculosis, pneumonias and respiratory diseases other 
than pneumoniaswerecombined. 

The differences ifl disease pattern between the bvo reg- 
ions reflect true 4ifferences in the magnitude-of these dis- 
ease groups. This is so because inspite of using proportional 
morbidity rates for comparison of the two ragions, their 
population structures were very similar and the interviewers 
used in both regions were the same. 

The results have shown that 73.5% of the household 
members who developed illness during the one month 
period before the interview sought health care from modern 
medical services. This finding is in great contrast to that of 
other studies elsewhere where the majority of those inter- 
viewed would prefer to consult traditional healers rather 
than modern medical services for various health problems. 
Of those interviewed in Ethiopia, 45.6% consulted traditional 
healers, 32.8% consulted modern medical services and 
21.6% consulted traditional health services4. The difference 
between our study and the Ethiopian study is that while we 
dealt with people who had developed disease during the pre- 
ceeding one month period, the Ethiopian study interviewed 
individuals who had developed in the proceeding one year 
period. The reasons for such health service utilization con- 
trast are not clear. In Botswana which is at about the same 
stage of development as Tanzania, trditional healing is 
reported to be a declining profession. (. -f the reasons for 
such a decline is the development of the scientific health care 
which tends to make the traditional healer lose his credibility 
and deprive him of his former prestige and patients5. How- 
ever, the experience of other workers show that traditional 
curing systems do not simply fade away when confronted 
with western and style medicine'°. 

In a study involving high school students in Liberia 
majority of students aged 18-22 years did not prefer the ser- 
vices of traditional healers11. In another study in Nigeria it 
was shown that educated people tend to utilize the orthodox 
system while the illiterates prefer the traditional health sys- 
tem12. Our study did not enquire about the educational 
status of each of the individuals who had developed illness 
but only that of the head of the households in which the sick 
individuals lived. It is not known how much his educational 
status would influence utilization by other members of the 
household but it is known that the head of the household is 
normally a very powerful decision maker in the African cul- 
ture. The hrghst educational level achieved by heads of 
households was ordinary level secondary school, which was 
actually attained by very few household heads. Our results - 
show that for the educational levels studied increasing levels 
of education did not influence utilization pattern. It is how- 
ever, not known whether higher educational levels would- 
influence the utilization pattern. 

In Tanzania the level of literacy is the highest among 
other developing countries in Africa. It is however not clear 
'how much this achievement has contributed to our findings. 
Another limitation in our study was that the interviewers 
were not detailed enough to obtain the true pattern of 
illhealth and health service utilization. The pattern of illhealth - 
obtained seemed mostly to reflect physical types of illhealth 
and not the types of illhealth such as would be brought about 
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by bad luck, devils, bewitchment and other forms of social 
discruption for which a traditional healer is normally con- 
sulted. This may be the reason for such low utilization for 
traditional healers in our study. 

Modern health services are costly compared to tradi- 
itional health services mainly due to the sophistication of the 
facilities used Governments are therefore unable to afford 
this type of service for the majority of itjs people. For this 
reason traditional healers should be encouraged after care- 
ful assessment of their therapeutic procedures to see which 
are not likely to be harmful and therefore to be deployed. 
Traditional birth attendants for example, can be taught to 
treat or refer some gynaecological and obstetrical conditions 
in addition to attending deliveries. 

In summary of the pattern of diseases in Iringa and 
Arusha regions resembles that of the causes for admission 
and out-patient attendances in Tanzania in general. The 
majority of the household members sought health caie from 
traditional health system, Iringa utilized them more than 
Arusha. The explanations given for such utilization pattern 
are found to be due to differences in disease pattern and to 
the types of illhealth for which people normally consulttrad- 
itional healers. l is therefore, suggested that further studies 
should be carried out to determine the pattern of diseases for 
which traditional healers are normally consulted. This would 
require detailed interviews of key informants in the commu- 
nity. 
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THE IMPACT OF TRADITIONAL 
HEALTH BELIEFS AND PRACTICES ON 

HEALTH CARE UTILIZATION 
PATIERNS 

Abstract By J.K. Nguma 

This paper argues that traditional health beliefs and 
practices greatly influence peoples' decisions to seek health 
care and the nature of health care sought. Long after the 
introduction of Western medicine in developing countries, 
traditional healers continue to have a key role in the provi- 
sion of health care among many communities. It is proposed 
that in the efforts to ensure "health for all by the year 2000", 
health planners in the developing countries should examine 
the role of traditional healers and explore possibilities of 
integrating them in the health care delivery system. 

Introduction 

The discovering of the "germ theory" in Europe in the 
19th century laid a great foundation for what is now known 
as "Western Medicine". Armed with the "germ theory" 
Western medicine gained ground and the new medicinal 
profession that ensured started to claim monopoly in health 
care delivery over traditional homeopathic and herbal heal-' 
ers. These new developments set off some competitions for 
patients between physicians trained in the new scientific 
medicine and the traditional healers1. These competitions 
have been and still are part and parcel of health care 
deliveries in both developed and underveloped countries. 

This paper argues that even with the introduction of new 
Western medicine in a developing countries, the health care 
provided by traditional healers is still widely used due to the 
influence of traditional health beliefs. It is proposed that in 
the efforts to ensure "health for all by the year 2000", 
developing countries should not lose sight of the key role 
played by traditional healers in the provision of health care 
and that possibilities of integrating these practitioners into 
the official health care system should be explored. 

Traditional Beliefs About Disease Causation 

Traditionally, health care responsibilities in most 
developing countries (Asia, Africa, South America and Latin 
America) are placed upon the patient's family and his kin. 
Usuallywhen an individual falls sick, the family members get 
together and embark on the search for causes of such sick- 
ness and its eventual treatment. This exercise is simple since 
the culture of each community has specific belief about dis- 
ease causation, and the family's role in the diagnosis process 
is to identify the kind of etiological pattern the symptoms 
appear to follow. 

Various studies have addressed the subject of disease 
causation or disease etiology2'3'4' 5 Clements2 classified dis-, 
ease etiologies into three patterns according to peoples' 
beliefs. Foster5, on the other hand, classifies belief boui dis- 
ease causation into two categories. Both authors appear to 
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Lecture 
Department of Behavi oural Sciences, 
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be talking about the same thing, despite the differences in CAUSES 
their classifications. 

For example, Foster5 identified two general traditional Evil 
disease etiologies. The first one is what he called personalis- SPirit 
tic etiologies. These are diseases believed to be caused by an 

active, purposeful, intervention of an agent who may be 
human (a witch or sorcerer), non human (a ghost, an ances- 
tor, an evil spirit etc.), or supernatural forces (a deity or other 
powerful being). Clements seems to have made two classifi- 
cations out of personalistic etiologies. The first one consists X 

of those diseases believed to be caused by supernatural 
agent. Here, a person may be striken sick through the anger 
of gods for having broken some cultural taboos. Any other 
member of the victim's family breaking such taboos may 
also contribute to the same fate. The second category con- 
sists of those diseases believed to be caused by what he 
termed "contagious magic". In this pattern, a sorcerer or a 
witch obtains some part of the intended victims's body (e.g. 
hair, nail clippings, excrements or other acticles such as 

clothing) and subject it to proper magical procedure which 
then strikes the victim sick. 

Foster's second classification comprises naturalistic 
etiologies. In this category, diseases are believed to be 
caused by natural forces or conditions such as cold, heat, 
winds, dampness and, above all, by upset in the balance of 
the basic body elements. This classification parallels Cle- 
ment's2 category of diseases believe i !::e caused by what 
he termed "external material agent.. . 'oth Clements and 
Foster concur in this classification which p E'tty much resem- 
bles the western "germ theory" of diseast causation. 

Given the diversities existing in various communities, 
one has to admit that classifying all the beliefs about disease 
causality into two or three categories as seen above is an 
overgeneralization. Table 1 illustrates some of the diversities 
in the beliefs about disease causation observed in just a few 
of East African tribes. Although there appears to be some 
similarities in the beliefs about disease causation among 
these tribes, there are still some outstanding ftf'are'ices. 
Some tribes tend to attribute disease causation o multiple 
causes (e.g. Sebei, Toro, Sukuma and Nyamwezi) while 
others stick to only a few (e.g. 
Gogo and Kavirondo). Indeed much as one may question the 
methodology through which this information was obtained 
(e.g. it is hard to believe that the Kikuyu overlook the natural 
causes of disease causation). The important point here is that 
these classifications are always necessary to assist the 
patient and his family in the diagnosis process before 
appropriate health care is sought. 

Ta&s I 
Most Common Causes of Disease as Seen by Twelve East 
African Tribal Medical Systems 
TRIBES 

Ancestor Broken 
Sprints Rules Cantagion 

Kavirondo 
Kikuyu 
Nyamwezi 
Sukuma 
Baganda 
Hadza 
Swahili 
Sebel 
Toro 
Bakonjo 
Digo 
Gogo 

Although therapeutic processes appear to differ from 
one community to another, they alitend to follow similar pat- 
terns. For example, when a patient falls ill, the family and his 
kinsmen gettogether to diagnose and seek appropriate treat- 
ment of his illness. In the diagnosis, process, the patient and 
his family go through the symptoms trying to place them in 
an appropriate class. Whether the family places the 
symptoms into either the naturalistic or personalistic class of 
disease causation (see figure 1) depends on the nature of the 
disease or similar onels. Once this is done, appropriate home 
remedies are applied. 

It is important to note that the two classes of disease 
etiologies are not mutually exclusive. For instance, based on 
the symptoms, the family may first diagnose the disease as 
having been caused by naturalistic forces and proceed to 
administer various home remedies that may range from her- 
bal extracts, roots concoctions or some drugs pruchased 
from nearby retail shop. If the symptoms persits, the family 
may rediagnose the disease and this time look into per- 
sonalistic forces. Besides using appropriate home remedies 
and various herbs and roots concoctions, sacrifices aimed 
at appeasing ancestors or other spiritual beings may be 
added. With other symptoms, the family diagnosis may start 
with personalistic etiologies and proceed to administer the 
appropriate remedies, only to turn to nalturalistic etiologies 
laterfollowing evaluation of the response to treatment. If the 
symptoms persist after trying various home remedies meant 
for naturalistic and personalistic etiologies, further diagnosis 
is sought from traditional healers. 

Furthermore, the type of traditional healer selected 
depends highly on the perceptions of the family member&o the possible nature of disease manifested by the symptofl'l. 
In most situations, the diagnosis made by traditional healer 

Evil also tends to fall into either of the two classes of disease etiol- 
Eye ogy (i.e. naturalistic and personalistic). Once the disease cau- 
x sation has been placed in either of these categories, the 
x patient and his family together with the traditional healer 

then embark on a joint therapeutic excercise. 
The nature of cures sought by the patient and his family 

are influenced not only by their beliefs about dissase causa- 
tion or etiologies but also depends on their understanding of 

X the "levels" of disease causality, It is this very aspect thathas 
been lacking or given less attention by the providers of mod- 
em health care services, consequently, turning away a lot of 
patients from such services. 
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FIGURE 1 

Disease Diagnosis and Treatment Model in Traditional Communities 

Home Remedies 

Home Remedies 

Literature on ethnomedicine suggests that people tend 
to share a theory that disease is just an instrument used to 
harm an individual and thus, there ought to be someone 
using this instrument to achieve such end5. This theory is 
elaborated by the identification of levels of disease causality. 
First there is a level that looks at the "who" or the "being" 
responsible for disease causation. Here, ghosts. witches and 
other supernatural beings are believed to be the prime 
beings responsible for disease causation. However, such 
beings use certain instruments to harm the intended victim. 
This leads to the second level which examines "what" or the 
"instrument" used to bring about harm on the individual. 
Like in the modern medicine, the role of traditional healer is 
to give the disease a name. Finally, there is a third level which 
attempts to answer the question "why" or the motives that 
such "being may have in inflicting the particular harm or 
disease upon the individual. The traditional healer and 
patients' family try to address all these questions and com- 
ing up with some satisfactory answers for everybody 

Thus, if the disease happened to be a result of naturalis 
tic etiologies, the patient and his family, together with the 
traditional healer look back into what transpired before the 
onset of the symptoms. If, for example, they find out that the 
individual had engaged in activities that may have upset his 

body equilibrium then, it answers the question "who" or 
what "being" is responsiblefor the illness, and in this case it 
will be the patient himself. There on, the procedure is simple 
since the traditional healer merely prescribe local medica- 
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4' I 
Intervention 
by Human or 
Non-Human Agents 

tions that can either be obtained from the traditional healer 
himself or a herbalist. 

If the symptoms persist after administration of these 
medications they either go back to see the healer or seek 
further treatment from other local specialists in the disease. 
It is to be noted here that the diagnosis by the traditional 
healer may either concur with that already made by the fam- 
ily members or differ from it. Just like in the case of family 
diagnosis, the two classes under which the traditional healer 
is likely to place his diagnosis are not mutually exclusive. 
Some disease may present symptoms that may be classified 
under naturalistic etiologies or simply an upset in the bal- 
ance of body elements but on examining the levels of dis 
ease causality the traditional healer may find the root causes 
of the disease in the intervention by human or non-human 
agents and vice versa. Some traditional healers often try 
medications aimed at curing disease classified under 
naturalistic and personalistic etiologies and when the 

symptoms persists, advise the patient to see some other 
traditional healers or modern medical practitioners. Tradi- 
tional healers specialized in symptomatic treatment for 
example, tend to use a variety of therapeutic procedure rang- 
ing from herbs, cupping, concoctions to message. 

Given the variety of therapies these practitioners pro- 
vide, it is common to find a good number of people in our 
communities relying solely on them as a source of health 
care. Even at places where modern health services are acces- 

ible, such people turn to the clinics only after they have 

Illness _______ 

Naturalistic Upset in the 

,//// \\ //eents 
I Diagnosis 

_____ F.amily I bya 
Diagnosis I 

I 
Traditional 

Healer 

Personalistic 
Etiologies 

- Treatment 
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administered a variety of home remedies and at times use 
both services simultaneously. 

Personalist etiologies with multiple levels of causation 
require more sophisticated therapies. Logically, such dis- 
ease require the shaman with supernatural and/or magical 
skills or other traditional healers who then address the main 
concerns of the patient and his family. In the majority of 
casesthe patient and his family are more concerned not with 
the "instrument" or the immediate cause of illness but rather 
with "who" and "why'. However, even here, one:finds some 
variations in what the individuals are more interested to 
know For example, Jansen7 had this to say about the Xhosa: 
"They are less interested to know: Howdid it happen? rather 
than Who is responsible". On the other hand lmperato8 had 
a different observation among the Bambara: "In general, 
they want to know whythey are ill and not howthey got ill". 

Once the "who", the "what" and the "why" of disease 
causation are known, the individual is advised accordingly to 
seek appropriate treatment for the immediate problem. 
Treatment modalities as seen in figure 1 vary, but highly 
depend on the beliefs of disease causation. 

For example, diseases believed to be caused by a sor- 
cerer or a witch may be treated by a traditional healer who 
first of all identifies the "being" involved and then treat the 
immediate problem. At times, he may go as far as providing 
the patient with protective medicines against similar harm in 
the future. Illness diagnosed as having been brought about 
by supernatural agency on the other hand may be cured 
through processes which usually require some sacrifices. 
The exercise involves manipulation of various symbols ger- 
mane to patient's culture during such sacrifices. 

Doctor — Patient Relationship 

The discussions in the'foregoing two sections paint a 
picture of what happens once an individual falls ill the diag 
nosis made and the nature of medical therapy sought once 
the disease is placed in its appropriate classification. 

Indeed, what is striking is that even now in the 20th cen- 
tury when the western health services are accessible to 
many people still peoples beliefs about disease causation 
appear to be a prime factor in their decisions to seek health 
care and the nature of health care they seek. In the Tanzanian 
situation, the past experience indicates that accessibility to 
modern health care services has been the major reason for 
low or non utilization of such services Today there is at least 
one clinic in the nearby if not in every village Yet a good 
number of our people are still stuck up with traditional heal 
ers and only go to the clinic as a last resort after trying van 
ous traditional cures 

Quite often the argument has been thatthese people are 

lacking in health education and thus do not understand the 
effectiveness of the services provided by modern medicine 
Even more seriously it is alleged that they are too hung up in 
their traditional health beliefs and practices Much as one 
may not object to the role of health education in human 
attitude and behaviour change, one would hesitate to 
assume that such changes can be achieved overnight. 
Further, and understanding'and perhaps an appreciation of 
modern health services in itself is not enough to attract 
people to seek such services. 

For example the organization of modern heaith services 
and the manner in which such services are provided leaves a 
lot to be desired. As mentioned earlier, the key interest of the 

patient and his family in the therapeutic process is not 

merely to cure the illness but to have abroad understanding 
of "who" is responsible for such illness and "why". Tradi- 
tional healers are very much aware of such expectations and 
do all their best to provide such information to their clients in 
a plain and understandable language. As for modern health 
care services, the existing imbalance in the doctor — patient 
ratio in most developing countries, make it difficult for doc- 
tors to spend as much time with each patient to address all 
the burningconcerns the patients may have. This shortcom- 
ing, when coupled with other inconviniences experienced by 
patients suchas longwalks from their home to the clinic, the 
long queues they have to go through before they finally see 
the physician, not to mention other extreme situations where 
they may not get any medication even after seeing the physi- 
cian, makes future decisions for clinic attendance unapalata- 
ble. Todate, in place where there is good accessibility to 
modern health services such as in towns and cities, there are 
still people who choose traditional healers over modern 
physicians. 

The decision to seek modern health services becomes 
even more difficult when there are possibilities of the patient 
being hospitalized Hospitalization is an anxiety arising 
experience not only for the patient but also for the family 
members and relatives. To start with, the patient is isolated 
from his family and kinship members, and attended by 
unfamiliar faces, a situation which makes him feel betrayed 
by his kinsmen. Secondly, the family members are not 
involved in the diagnosis and treatment of the patient which 
makes them less helpful to the patient during the recovery 
process after discharge from hospital. Thirdly, the patient 
himself is not provided with adequate information (if any) 
about his diases and at times he is not informed about what 
is being done to him and why. It is common therefore, for a 
patient to find himself surrounded by a number of health pro- 
viders who only talk about him and not to him. This in no 
doubt makes the patient alienated, demoralized and anx- 
ious.9 

The relaxed atmosphere and pe'rsonal interest tradi- 
tional healers take in the patient's total life-style, his relation- 
ships with others, his gender, as well as his moral and 
spiritual convictions, enhances patient's pride and feeling of 
self-worth. 

Conclusion 

The long history of traditional healers is too informative 
to be ignored. Although ineffective insome disease; the kind 
of care the tadition healers have been providing has earned 
them a lot of popularity. There is no doubt that modern 
health providers have a lot to learn from these practitioners 

'and vice versa. While the traditional health beliefs and prac- 
tices cherIshed by their clients constitute the prime factor for 
the success of traditional healers, the emphasis these heal- 
ers place on the doctor — patient relationship and their 
awareness of the role of cultural and emotional aspects on 
physical disorders appears to have a great contribution 
towards their popularity. 

The reality to be reckoned with here is that the traditional 
healers have been, and will still be working alongside the 
modern physician, treating more or less the same clients. It is 
critical therefore, for the health planners to examine the vari- 
ous activities of traditional healers so as to determine the 
kind of contributions they will have in the primary health care 
program. As it has been suggested by others1° health plan- 
ners should determine the numbers and location of these 
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practitioners, the diagnostic and therapeutic methods they 
employ, as well as their role in their respective communites. 
Based on this information, those practitioners who will be 
deemed as suitable for integration into the official health 
care system will further be assessed to determine the kind of 
orientation they have had, if any, and what type of training 
they may need to improve their services. 

Given their already accepted role in their respective 
communities, the provision of basic orientation to these 
practitioners together with adequate supervision will greatly 
enhance the general health care provision in their com- 
munities. Further, with adequate orientation, traditional 
healers can be ubed to spearhead some of the basic health 
programs in our communities such as sanitation, immuniza- 
tion, nutrition and child survival and development. 
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br. B. Sibanda and Dr. T.E.C. Harvey on CollaboratIon of 
Allopathic Orthodox Medical Practice with Traditional Heal- 
ing Methods in Zimbabwe. 

Zimbabwe is one African country where specific moves 
have been made towards the intergration of modern and 
traditional medicine. One such move is the establishment in 
Bulawayo of the Zimbabwe Traditional and Medical Clinic. 

The conference was attended by a delegation of two per- 
Sons Dr. Sibanda and Dr. Harvey from the Zimbabwe Tradi- 
tional and Medical Clinic who had the opportunity to brief the 
participants about the centre and its activities. 

Dr. B. Sibanda and Dr. T.E.C. Harvey, 
Zimbabwe Traditional and Medical Clinic, 
Bulawayo. 
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Zimbabwe Traditional and Medical Clinic offers both 
traditional and modern medical care. A patient coming to the 
Centre has the option of chosing between the two forms of 
medical care which are available under one roof. Besides the 
initial choice which the patient can make the practitioners of 
one form of medical practice may refer the patient to prac- 
titioners of the other form of medical practice. 

In her presentation Dr. Sibanda made the point that te 
clinic allows not only for treating illnesses with which people 
present but also for identifying and dealing with any social- 
psychological factors associated with such illnesses. Prac- 
titioners at the Centre strive to treat the whole person and not 
only that part of the body which is diseased. Their joint prac- 
tice and medicines in effect deal not only with the physical or 
biological diseases but also with the mental, spiritual and 
social aspects of the disease situation. 

Dr. Harvey, himself a modern medical doctor, reported 
that he sends to traditional healers patients that he cannot 
cure. Many of these tend to have psychosomatic disorders. 
He claimed that the approach used by traditional healers in 
dealing with such disorders is much more dynamic, that 
tranquillisers are not used, and that an explanation astowhy 
a disorder is present is offered in terms which the sufferers 
understand. Furthemore traditional healers may prescribe 
ablation, prayers and rituals bpsides performing some form 
of hypnotherapy as well as giving herbal concoction to drink, 
including for-bidding the sufferers to do certain things. All 
this the patients understand and fits in with the background 
to their social and cultural life. He contrasts this to the 
approach of modern doctors who in their ignorance often 
claim that what the traditional healers practice is black 
magic, voodoo rites or witchcraft. Dr. Harvey admitted how- 
ever that not all traditional healers are of the same calibre as 
the one he has worked with and come to trust. He also indi- 
cated that psychosomatic disorders are not the only types of 
illnesses which he refers to traditional healers. 

Address of Dr Stephen Moses Regional Representative for 
Eastern and Southern Africa, Health Sciences Division, 
IDRC. to the International Conference on Traditional 
Medicine, Arusha 6-8 October 1986 

The involvement of the International Development 
Research Centre (IDRC), Canada, in supporting research in 
the field of traditional medicine began in the early 1970s in 
Zaire. Research was conducted by the "Department del "En- 
seignement superieur et de Ia Recherche scientifique" of the 
Republic of Zaire, and resulted in a publication entitled 
"Traditional Medicine in Zaire: President and Potential Con- 
tribution to the Health Services" (IDRC-137e). This work was 
followed by research projects on traditional medicine and 
traditional birth attendants in Egypt, Ecuador, Nepal, Thai- 
land and the Phillippines. Currently, research in this field is 
being sponsored by IDRC in the Philippines, Sudan, Tan- 
zania, Kenya and Zimbabwe. Thus IDRC has been part of the 

Dr. S. Moses, - 
Regional Representative for Eastern and Southern Africa, 
Health Sciences Division 
IDRC. 



process which has led traditional medicine as a legitimate, 
and indeed crucial, element in primary health care. 

I am very pleased that IDRC has had the opportunity to 
be involved in this important conference on traditional 
medicine, and that I have been able to attend. I would like to 
congratulate Mr. Mshiu and his colleagues in the Traditional 
Medicine Research Unit of the University of Dar es Salaam 
for their superb organizational work and their initiative in 
putting the conference together. 

I would also like to congratulate the investigators from 
the University of Dar es Salaam on the quality of their 
research, with respectto both the IDRC-supported project on 
traditional medicine and other studies conducted by scien- 
tists in the Department of Behavioural Science, Community 
Medicine, Epidemiology and Biostatistics, and other depart- 
ments. Participants from outside Tanzania have in addition 
made extremely important contributions regarding issues in 
traditional medicine globally, and in particular in Kenya, 
Uganda, Zimbabwe, Nigeria and Zaire. 

The many papers presented atthe conference have been 
interesting, provocative and controversial. Extremely impor- 
tant concepts have been introduced and discussed. Perhaps 
more questions have been raised than answers provided but 
this is not, I feel, a cause for concern. Debate on traditional 
medicFne internationally, .and particularly in Africa, is still in 
its early stages, and if we subscribe to Murray Last's analysis, 
will continue for some time, perhaps well beyond the year 
2,000. Much work remains to be done, but I think you will all 
agree that much has already been accomplished. 

Although in a sense this conference marks the end of 
three years of research in Tanzania, I see it as signifying a 
beginning more than an ending. In the first instance, I expect 
that several publications will emerge from the Tanzanian 
research, in both local and international bra. In addition, the 
Proceedings of this Conference will likeW be published as a 
special issue of the Tanzania Medical Journal. It is clear, how- 
ever, that more research is needed, and the issuesidentified 
so clearly by Dr. Akerele in his paper must be addressed over 
the coming years. IDRC, the World Health Organization, and 
many other internantional agencies, governments, 
academic institutions, and non-governmental agencies will 
assist in this process. 

In the final analysis, however, it is of course action which 
is required, and we know that the link between research and 
action can be problematic. The people in this room will be 
involved in making that link, and working with colleagues, 
with traditional practitioners, and with communities to this 
end. The real challenge in the years ahead, then, is to "make 
it happen," i.e., to ensure that traditional medicine occupies 
its rightful place in the delivery of health services and in the 
improvemnt of the health and well-being of people, which is 
the chief concern of us all. Thank you very much, Mr. Chair- 
man, for allowing me this opportunity to address the confer- 
ence. 
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