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Abstract: Ghanaians have been using indigenous medicine sinee immemorial where 80% have reported its
utilization. It is claimed to be easily accessild#fordable, available and acceptable; but therdmtions of indigenous
heal care providers have not been documented. Mdbe studies conducted so far are focused orepgons of people
on traditional medicine. The study presents detedgplata from fieldwork carried out on fifteen igdnous healers and
100 patients in the Bongo District of Ghana to esie the health seeking behavior of patients &edréasons for visiting
indigenous healers. The study shows that indigetradgional healers contribute significantly tobtic health care in
Ghana. Fifty four percent (54%) of patients intervéd resorted to traditional medicine as theit firmice when they face
health problems. The reasons for preferring trewii medicine were efficacy, dissatisfaction witbdarn medicine, and
cost. Traditional healers complained of lack of ma@tion with modern health professionals. Comnyumiémbers need to
be sensitized on the proper treatment for diseasdson the dangers of taking traditional medicifais study suggests
further exploration of key reasons behind high leeé satisfaction and utilization of traditionakdicine.
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generation [41]. Tribes, cultures and indigenouspje of
nations throughout the world have evolved this esysbf
traditional medicine for generations, and commaesitiave
found most of these medical practices valuable and
affordable and still depend on them for their Healare

1. Introduction

Prior to the emergence of modern scientific methoids
disease prevention and treatment, people from rdiite
cultural backgrounds have since pre-historic timesed - ek
different herbal plants, plant extracts, animalduats and N€€ds. Traditional medicine is commonly used tatte
mineral substances as the means to prevent, tneiora Prevent a wide range of diseases including chrdiniess.
manage ill-health [1,17]. In African societies, shi A traditional healer or a Traditional Medical Pitioher

indigenous system of health care delivery is widetpwn (TMP), is an educated or layperson who claims igbdr a

as Traditional Medicine (TM). he_almg power to cure ailments. He c_ould hgve dquaar
According to [7], traditional medicine encompasstis SKill to treat specific types of complaints or iifions and

health care practices, approaches, knowledge afiefshe Might have gained a reputation in her/his own comitgu

incorporating plant, animal and mineral-based miedi; ~Of lsewhere. Traditional healers may base theirep® or

spiritual therapies, manual techniques and exesgciséPractices on religion, the supernatural, experignce

applied singularly or in combination to treat, diage and aPPrenticeship or family heritage [25, 7]. _

prevent illnesses or maintain well-being. Theserapghes | M IS assuming greater importance in the primarithe

to health care delivery belong to the traditionseaich care of individuals and communities in many devigigp
culture, and have been handed down from generagon countries [27, 40, 42]. The WHO estimates that &60&b
of the world’s people uses herbal medicine fortinggtheir
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sicknesses and up to 80% of the population livimghie

21

beliefs, and experiences indigenous to differerituces,

African Region depends on TM for some aspects ofthether explicable or not, used in the maintenaate

primary health care [40, 6].

Overall, it is estimated that more than 80% of tieesre
needs in developing countries are met
traditional/indigenous health care practices [7& Taasons
for the continuous patronage of TM in developingrioies
despite the presence of orthodox medicine includei@l
acceptability, perceived efficacy, affordabilitgcassibility
and psychological comfort on the one hand,
inaccessibility of modern health services in terwfs
geographical availability of modern health careiliées
and personnel and affordability of cost on the ottend
[43, 25, 7, 15, 34].

In rural communities in Ghana, like other develgpin
countries, TM continues to remain a vital and perems
part of the people’s own health care system. Uttid
middle of the 19th century, most rural people iraG had
no access to orthodox medicine and relied entiaaty
herbal and other traditional medical services fheirt
primary health care needs. Even up to date, theiscaf
orthodox doctors, nurses and modern health carbtitesc
have made many rural people to still rely partiyfudly on
TM for their health care needs. For example, @sgsmated
that, in Ghana there is one traditional practitiorie
approximately 386 people as against the orthodmtals
to population ratio of about 1:10 700 and
population ratio of 1:1 578 [21].

health as well as in the prevention, diagnosis rawpment
or treatment of physical and mental illness’ [39he

througimtegration of traditional medicine and its relaj@ectices

with orthodox systems (public, private not-for-ptof
private-for-profit) was endorsed as early as 19vi&n the
World Health Organization officially recognized thaany
relied on traditional medicine owing to its relativ

andccessibility, affordability, acceptability and dsaility

[40]. Combining these two broad and often conttigti
systems, however, has proved a great challengeaimy m
countries. Orthodox personnel disregard traditional
practitioners as untrained personnel who often etrad
informally without medical training and certificati.
Traditional practitioners often see orthodox pttamtiers as
impatient individuals who rush their patients irdawut of
their consultation rooms as soon as a diagnosismie and

a prescription given [30]. As a result, many coi@stthave
agreed on the WHO recommendation to integrate the
systems by developing national drugs policies and
tweaking existing regulations to incorporate triaddial
medicines and encourage the cross-fertilizationidefas
[30]. The Ghana National Drugs Policy stipulate3]{2he

role of traditional medicines and traditional meadé
practitioners (TMP) in the health care deliveryteys is

nurses trecognized and the Traditional and Alternative Mauis

Directorate of the GHS has been established. Effare

There have been suggestions and counter debatteefor directed at bringing all traditional medicine pitichers

integration of traditional medical practices inte troutine
modern health care system of Ghana like it happened

under one national organization, preparing guigslifor
standards of practice and ethics, and a traininguadafor

China. However, several challenges for this possiblthe profession.” However, this has resulted inrgdly top

systemic integration including diversity in TM ptaes
and a lack of clear understanding of the TM systeawe

down approach to policy making, without much exatmm
or understanding of users’ perspectives. Choiaaedicine

been raised [22]. This stems from the fact that thproviders within Ghana's medically pluralistic syt [35],

contribution of traditional medicine to the publiealth
care system of Ghana and other African countrie® mat
be adequately assessed and documented. Studiasctethd
so far are limited on the perceptions and practiogs
modern and traditional health practitioners aboaditional
medicine [28, 2].

This study therefore seeks to contribute infornratim
the operations of TM in rural Ghana and documeantrth
contribution to health care delivery so as to idgrdreas
of synergies for potential integration of TM inteetroutine

health system of Ghana. We therefore specificallpharmacies and drug sellers,

investigated and documented the operations oftioadi
healers, consumer reasons for choosing traditibealers
and the contribution of traditional healers to puthlealth
care delivery in the rural district of Bongo in thipper
East Region of Ghana.

2. Review of Literature

medicines can be obtained from an array of sourths.
classification of providers varies across regionsd a
districts, but here providers are classified ifte drthodox
(public and private), traditional (private only) danself’
(medicines obtained at home, both traditional and
orthodox). The orthodox system constitutes primary,
secondary and tertiary institutions—some of which
specialize (e.g. maternity homes)—in addition tfmrimal
services provided by drug peddlers. Formal institug
include hospitals, health centers’, community Healbsts,
and clinics. All these
institutions are required to be licensed, although
enforcement is not necessarily strong or succes3tu
traditional system constitutes a wide range of jglens and
remedies which include herbal medicines, folk krexige,
rituals and spiritual elements [33]. Practitionensay
include traditional birth attendants, bone settdetish
priests, herbalists (non-spiritual and spirituadpiritual
diviners and circumcisioners. To date, the traddio

Traditional medicines and healers are defined by thsystem is largely unlicensed and very few praciéis are

World Health Organization (WHO) as ‘the sum tothliee
knowledge, skills, and practices based on the tbgor

authorized by the state as being qualified to joact
officially, but by definition, those in surrounding
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communities have given them recognition, thougteroft respondents using traditional healers were safisfigth

only after many years of effective practice. Mudkel
orthodox systems, the traditional practitioner sgleaes in
specific diseases and illnesses, each with theigraistic
and treatment structures [36, 4, 37, 30]. Comparéd

orthodox systems, however, there are spiritual etgmthat
are little understood to those without detailecheapologic
knowledge of customs and rites, frequently locah&ture
[24]. Conventional scientists and medical persoriaitlto

fully accept this spiritual element and some alsgeat
purely herbal remedies on account of their untestedce
unviable, powers to heal [29], for a similar caseSri
Lanka. Added to this the high propensity to seldimate
[19, 37, 30] and the popularity of local pharmacasd
medicine sellers [38, 31, 16], and Ghanaians aredfavith
a complex web of possibilities when deciding whettaas
to take when iliness strikes.

For many, traditional medicine and its practitisare
favoured for commonly cited factors related to asdality,
affordability, availability and acceptability [4]Herbal
remedies grow in local areas or within the compowal
they are conveniently and freely accessed, they theen
tried and tested by ancestors and locals alikeanadften
administered by those who live in the communitylt(cal

path dependency), and are grown abundantly onleferti

lands. A study undertaken on stroke patients inzaaia
shows that causation beliefs, such as supernatarses
for illness, outweighed other factors such as cmstl
geographic distance for care seekers,
treatment-seeking was the norm [24]. [26] shows itha
community in South Africa, some individuals belidvhat
doctors were able to make the illness better butdcoot
necessarily ‘treat the cause’. Thus, even if cobtathodox

treatment may be covered by the NHIS, the preferretP ; X
traditional (CHPS) compounds, sixty-two (62) outreach poirgs, (.0)

choice may be to obtain additionally
medicines/services of traditional medicine praatiérs
(TMPs), which can be acquired with even fewer lgasrto

and muItipI%8

their treatment, but 86% of those who were notsEat
would opt for hospital treatment in the future. Tdfere
asking individuals who have been visiting traditibn
healers and/or using traditional medicine to satéron a
scale of one to five aspects of health and ovepality of
life and health before and after treatment/traddio
medicine use.

3. Methodology
3.1. Study Setting and Sampling

The study was conducted in the Bongo District & th
Upper East Region of Ghana. The Bongo Districtris of
the 13 political and administrative districts oftltupper
East Region of Ghana. The district spans a total Erea
of 488knf which constitutes approximately 5.52% of the
total landmass of the region. The district shamsnbaries
with Burkina Faso to the North, Kassena-NankanatWes
District to the West, Bolgatanga Municipal to theush
West and Nabdam District to the South East. Ithiesveen
longitudes 0.45W and latitude 10.50N to 11.09. It lies
within the Oncho-cerciasis-freed zone. The predaumit
economic activity in the district is subsistencenfag.
According to the 2010 population and housing certdus
Ghana, Bongo District has a total population of B45
people, representing 0.34% of the Ghanaian populati
.8% of the total population are males and 72 & in
rural areas [14].

The modern health care system of the Bongo disic
made up of one (1) District Hospital in the distroapital
Bongo, four (4) Reproductive Health Clinics, sev@h)
mpleted Community Health Planning and Services

feeding/nutrition centre’s and one (1) rehabilitatcentre.
The district health administration is managed Hyistrict

Health management Team (DHMT) headed by the Distric
Director of Health Services (DDHS). The team ispaned

by Sub-district Health Management Teams (SDHMTS) in
all six sub-districts [8].

) ] ) ) ) The target population comprises users of traditiona
Many studies fail to measure user satisfaction in geqicine, traditional medical providers (TMPs) amthodox
tangible manner. This is largely because most Bff@ ogical providers (OMPs). A total sample size of0 14
document effectiveness have been focused on Scmem'respondents comprising 100 local residents whe fever
results to sho_w herbal properties, rgther 'Fharutkm level. used the services of traditional/indigenous heattre
Of those which do ask about sa'flsfactlon_, they s@ek providers, 15 Traditional Medical Practitioners (P8) and 25
obtain an answer to the question, ‘how satisfiedew®ou  orihodox Medical Practitioners (OMPs-doctors, meldic
with the service received?’, or ‘how satisfied Wef@U  ,qgistants, nurses, midwifes, pharmacists, etcelasted for
generally?’. Although this assesses an outconveoulid be 6 gtdy. The various sub-samples were categdoset on

better complemented with measures mcorpor_atmgfgrb- their composition in the target population of thedy.

and-after effect to measure the change in satisfact  Thg respondents were selected from 6 rural comiesnit
resulting from treatment and to avoid assuming thiat across the district: Zoko. Vea. Gowrie. Kunkua. DCara
individuals began at the same level or extent dilthe Soe  The overriding factor in the selection of the
problem [30]. Stekelenburg's study in Zambia askedommunities was to ensure fair coverage of theidists a
respondents about their opinions and perceptiorisealer guarantee of geographical representativeness cfimgle.

service satisfaction, although detail is omittecbwtbthe  The allocation of the respondents to the commuitek
precise methodology [32]. The results show that 7@%

access and are thought to be more acceptable #iag u
orthodox medications [30].

2.1. Satisfaction Levels
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into consideration the size of their population. the interaction between TMP and OMP and integratioa
Snowball technique was used to select the TMPsleim their general opinion on traditional medicine. THata

random sampling was used to select the clientebolit 6 collected from these different groups served thease of

to 7 people. Each TMP and the OMPs were purposivelyiangulation to improve upon the rigor of the stud

selected from the target population. The criterir f The interviews of TMPs and their clients were caridd

selection of the OMPs were based on proximity toPEM in the local language Gurene but OMP were interemn

On reaching the field, the sub-samples for eachneconity  English. The respondents and opinion leaders irh eac

were sub-divided to reflect the categories of thegdt selected community were notified and briefed on the

population for the purpose of interview. objectives of the research and asked for permidseore
) interview begun. The interviewees were assuredtridt s
3.2. Data Collection Tools and Procedure confidentiality of the information they disclosenférmed

This study is primarily cross-sectional and desiripin consent was obtained from all respondents befota da

nature. Primary data on the practices of Traditiongll€ction. Each interview lasted for about 45 nbésu
medicine (TM), interactions between the two medicaP€t@iled notes were taken and those in Gurene thene
systems, perceived efficacy, safety and clientstattion, translated into English. The working environmentsitee
etc of TM were collected by means of unstructure&an'tary cond|t|pns of the various traditional @Bias an
interview between June 2013 and January 2014. ARdicator of hygiene were directly observed.

interv!ew guide comprising both open and close-éndeg 3 Data Analysis

guestions was used to collect data from all respotsd

The first section of the guide contained questiams Simple quantitative and qualitative data analytical
respondent’s basic socio-demographic charactesistich approaches were used. The quantitative data wasajed
as age, sex, marital, educational, religious amdipational from the open-ended questions. It was coded, atetezh
status which was administered to all respondentee Tinto the computer and analyzed using SPSS statlistic
second section was administered to only TMPs osoftware. The notes and transcripts obtained frow t
community awareness of their existence, their digeer interviews were inductively coded after its tratislia into
mode of operation and interaction with OMPs. Thiedth English. Thematic analysis was manually conducted t
section was administered to clients of TMPs on rtheidentify the key issues that emerged from the \igsvs.
utilization of TMP, their reasons for using TMP,eth The coding and analysis was done and cross-cheicked
importance of TMPs, the type of diseases or healtbrder to ensure inter-researcher reliability.

conditions that push them to seek treatment fromPTM

Fheir ge.nerf_;ll opinions on the operations of TMPg& th@ir 4. Results

integration into the routine medical system. Thst &ection

was administered to OMP on their perceptions of the Basic information of the respondents

importance of TM, diseases that are best handletiiys,

Table 1.Socio-demographic characteristics (age, sex andiaal) of the respondents (Clients of TM, TMP arddR)

i Clientsof TM Traditional medical providers Orthodox medical providers

Characteristics
Total per centage Total Percentage Total percentage

Age
0-25 24 24 1 6.67 3 12
26-35 27 27 3 20 7 28
36-45 29 29 5 333 9 36
45+ 20 20 6 40 6 24
Sex
Male 43 43 15 100 17 68
Female 57 57 8 32
Religion
African Traditional Religion 43 43 11 73.3 2 8
Christianity 38 38 0 0 15 60
Islamic Religion 19 19 4 26.67 8 32

Source: Field Survey, September 2013.

4.1. Health Seeking Behavior of Patients Visiting stomach pains, skin diseases, asthma, anthraxhcaod
Traditional Healers’ Clinics pneumonia. Thirty-eight percent (38%) patients got

- o ) ) information about traditional healers’ clinics froimends,

Traditional healers’ clinics were the first chofoe fifty- twenty-six percent (26%) from family, twenty perc€20%)

four percent (54%) of patients for diseases lik@lBng,  om “previously treated individuals and sixteen cpet

wound, fracture, paralysis, back-pain, liver dig=as (1g04) from multiple sources. Most patients, sixgrqent
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(60%) visited traditional healers’ clinics escorted their
family,
themselves, and eight percent (8%) with friendfty Fix
percent (56%) of the patients visited healers’icionce,
twenty eight percent (28%) twice, twelve percen2%)
three times, and four percent (4%) four times oremo

whereas thirty-two percent (32%) went by The

their life time.

table below shows the various sources of
information available about traditional/indigencusalers’
clinics, the frequency of visits by patients pearyand the
visiting assistance.

Table 2.Sources of information about traditional healedfics, visiting assistance and frequency of vipis year

No. Sources O.f Percentage % Visiting Assistance  Percentage % NS SRS Percentage %
Information per year

1. Friends 38% Escorted by Family 60% Once a year 56%

2, Family 36% ) 8% Twice a year 28%

Friends

3. Previous treated g, Own/personal 32% Three times 12%
individuals Visits

4. Multiple Sources 16% Four times or more 4%

Source: Field Survey, September, 2013.

4.2. Reasons of Visiting Traditional Healers’ Clios

24.2% of the patients that visited traditional/getous
healers’ clinics reported that they were previouséated
and cured. They were treated of diseases suctoameh

pains, skin diseases, chronic sores, asthma, wutha
anthrax, sore throat, cough, scorpion and snakes,bit

diarrhoea, ulcer sores and easy delivery of women.
The reasons for visiting traditional/indigenous |best
clinics by patients were 40% efficacy, 30% dis$atison

with modern medicine, 20% dissatisfaction with muode

medicine and efficacy, 10% cost and dissatisfactibme
majority 65.4% of the patients had positive att#ud the
efficacy of traditional medicine and out of thesatipnts,
37.9% rated the efficacy of traditional healergvime as
good and 57.8% indicated side effect was low. Abfifityt:
nine percent (59%) of patients reported that thegrew
satisfied with traditional healers’ clinics servdce

Costand
Dissatisfaction
10%

Dissatifaction
and Efficacy

20%

Source: Field Survey, September, 2013

Figure 1. Clients/Patients reasons for visiting Traditionaaters’ clinics
in the Bongo District

4.3. Knowledge and Practice of Healers in Ghana

The majority (70.0%) of healers identified diseased
causes of illness by history-taking and physicalgdbsis.
During history taking, patient or person accompagythe
patient was interviewed about the sign and symptointise

disease, the duration of the disease, age of ttienpand
history of similar disease in the family. In exaation,
they observed signs of diseases such as face ablomen
size and discomfort, wound size and site, and ucwier.
On the other hand, a minority (30.0%) of the hesalgere
using combination of history-taking, physical diagis and
divination in identifying diseases and determinthg type
of medication.

4.4. Source of Medicine, Preparation, Prescriptiand
Fee

The sources of medicine for the majority of intewed
traditional healers were plants, animals and misesile
for two healers were plants and animals, and fer lozaler
were only plants. Two of the healers had home-garder
cultivation and as source for some medicinal plaAlis
healers used both dry and fresh plant parts fopgyegion
of remedies. Crushing, powdering and pounding were
indicated by six of the healers as the methods of
preparations of herbal drugs, while four of thel&esaonly
used squeezing. All healers stored medicinal planthe
form of powder or dried and cut into pieces withiglosed
container. The time of storage varied among théeheand
depended on the type of traditional medicine. Toged of
the medicine were measured using cup, spoon, glass),
and lid of the container; it was determined by afedhe
patient, physical status of the patient, sevelitthe disease
and the experience of individual healer. All hesléad
offices for their healing practice but none of thadmitted
and treated in patients. Seventy percent (70%)eafens
responded that they had additional persons workiitg
them as assistant healers, their number ranged Tréonb.
Healers received payment for their services thaluded
registration fee and cost of medicine. The redistnafee
ranged from Ghc5 to Ghc 10 (1 USD = Ghc 2.85) tioug
none of the traditional healers’ have formal regisbn
system for their patients. The cost of medicine wagl
immediately after getting the treatment and showed
variation from healer to healer as well on typeliskase.
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4.5. Problems Associated With Traditional Medicine treating malaria with herbal medicines is very ¢ghead

) i o may sometimes even be paid for in kind accordintheo

Some plants used in traditional medicines, such agcia| standing of the client [6]. | agree with],[6he
“vilinga”, are widely known to be toxic. For examepl o4y conducted in Addis Ababa to determine the

abortion and miscarriage are repeatedly found imem  oniqemiology of herbal drug use [12] showed themai
who take “Perika”. Also, “Buringa” is used to forfeeding  oa50ns given for choosing herbal medicine as ¢ f
of babies but can cause blindness in overdoseditiaal  |ihe medication option were dissatisfaction withe th

healers may cause great delays in the treatment gfices of modern health institutions due to thiite-
commun_lcable diseases such as Tgberculo&s if fieto consuming practice, cost and perceived efficacudt
refer patients to modern health services. conducted in Nigeria [11] also agrees with the aese
. . findings that high efficacy of traditional medicirend

5. Discussion dissatisfaction with modern medicine was the reason
o ) o visit traditional healers’ clinics. Study conducted

The number of individuals found in the indigenouspyistan [18] showed that 43% of the patients pree
healers’ clinics during the study and who respondeg,itional healers for skin disorder treatmentidating
indigenous  healers’ clinics were their first poinf ¢ the effectiveness of the remedies given byiticnal

call/choices indicates the significant contributioof | .5iers against dermatological diseases. The WHID [4
indigenous healers’ clinics to the public healthrecdelivery reports, that in Ghana, Mali, Nigeria and Zambiw tirst
in rural Ghana. The number of repeated visits @Séh |ine of treatment for 60 per cent of children wiligh

clinics by patients and number of individuals tig@ve foer resulting from malaria is the use of herbatiinines
information to the patients about indigenous heatdinics ;¢ home. According to [1], the WHO estimates
that might have previously visited traditional r&al .qnservatively that between 60 per cent and 9@t of

clinics also demonstrated the significance of the,s nonylations of low-income countries rely on mpla
indigenous/traditional healers’ clinics for the pathealth | odicines to meet their health care needs. Apat fr

care delivery of the Bongo district. These showeal B et tiveness of plant medicine, the populationsegally
considerable number of the population was treatethb patronize the services of TMPs because TM is affore|
traditional healers’ clinics and hence, the comtitn of ;. assible and available.

these clinics to public health systems in the Bodiptrict The findings of this study which indicated that ovity

of Fhe_ Upper _East _Region and the nation at !e}rgw T of patients were satisfied after being treatedrhgitional
majority of patients in the study area preferretlitional  hegjers is corroborated by the study conductedaimtza
health care clinics than modern health facilities. [32] and Tanzania [13]. The study conducted in Negfd1]

Females, individuals with middle-income level andpich indicated that 33.4% of the respondents replathat
those with education visited traditional healerBhics  parbal medicines had no adverse effects thoughr|them
more frquently than the rest of informants. Ths'siri the current study. The difference could be due hHe t
tandem with the study by [10]. However, this studyariation in the dosage and the type of herbs uSée.
disagrees with the studies conducted in Califof2® in  goyrce of the healers’ knowledge in this studyirsilar to
Israel, [5] and in Colombia University [9] wherenfales, 4 study conducted in Tanzania [13] where for %L &f
those with higher education and high-income levall h 14 healers were their families. [7]

stati§t@cally significant association with trad'mia:ll ~ According to [30], 76.7% were satisfied or veryisiigd
medicine use. [7,17] has expounded that the dedini i, the effects of treatment, fifteen per centY@)Sfelt
hospital attendance in 1984 could be traced totreall o 1ra) whilst the remainder was dissatisfied. Seho

economic crises, but continued through 1986 duéhéo eased with the results claimed that herbal treaten

introgiuction and increase in hospital fees. In natstlies, cured them of symptoms previously experienced, with
|0W.I!'100me has ,be(_an_ mentioned as the reason 1o Vizhany being able to return to their daily activitiesy soon
traditional healers’ clinics [7,15, 34] whereadhis study, afier yse of medicines. Individuals who were disiet
low income was not found to be a determinant ifti§ e marked that symptoms were still persistent, they still

traditional healers’ clinics since other categoriesre (ot the pains and that although at times the paiese
equally important, reasons indicated by respondentsyjieved. sickness sometimes recurs. 7]

patients for using traditional medicine as theistfichoice Most healers in Tanzania kept patient records auing:

is similar to the study done in Trinidad [10] whereyemographic, diagnosis and treatment data wheregtsei
efficacy of indigenous medicine was the reason fogrrent study none of the healers kept patientroscdThe
choosing herbal medicine as the first line of fealare  Leqiers in the current study followed traditionalatment
option. This high efficacy perception is as a resiilthe systems. Healers in Tanzania [13] agree on diagnoki

fact that, traditional medicine is embedded in bedief patients with this study though they also use latmy test
and culture of the society [15, 34, 7]. In Ghand ather  roq1ts made in the hospital in addition to histeaking,

countries like Kenya and Mali, treating malaria it ,vsical diagnosis, and divination to identify dises. In
pyrimethamine/sulfadoxine is expensive [3], whereag,q cyrrent study, only one healer referred hisept to
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modern medicine but the study done in Tanzania [13].2. Recognition and Support

showed that almost all healers referred their ptigo
hospitals when they failed with their own treatmé¢rik
This difference may be because absence of colltibora
and lack of training of traditional healers in Ghan
Although beliefs in traditional healers are recediand
giving way to biomedical treatment in some parté\bifca,
many countries still have populations that use iticathl
medicine (also called alternative medicine) ands thi
happens in low middle and high
However the proportion using traditional
increases in more remote areas where medical seraie
thin [7].

6. Conclusion

The study conducted showed that for the majority of’

patients interviewed traditional healers’ clinicere one of
the options to solve their health problems, whintlidated
the considerable contribution of these clinicshe public
health care system in the Upper East Region andatien

at large. The main reasons for choosing traditidveallers’
clinics were efficacy, safety of the traditional di@nes and
affordability of the services provided by the hesldinics.

Nevertheless, in this study the contribution ofditianal

healers’ clinics to the public health system waudde been
better shown if individuals who are not customefshe

healers’ clinics were included in the interview. wayer,

the study might be useful as a base line data dturd

evaluation of the significance of traditional healelinics

for public health system and the services rendaneithe

healers’ clinics.

7. Recommendations

7.1. Partnership and Co-Operation

There is the need for sharpening and intensify th
partnership of TMP and the OMP with a platform for
recognition of each group by one another as playin

complementary role. It is interesting to note thaich as

the OMP have information to share with TMP such a

education on signs and symptoms of common ailnamt,
when to refer cases how to prevent diseases aicTMP
have experiences and insights from many yearg@fiding

to patients, how to respond to common questions o[q]

concerns of patients in terms of the local cultaed

language, knowledge of local beliefs and traditicalating

to treatment, absence of which makes rural peqagents)
feel uncomfortable each time they visit health Ifaes.

Discussions on topics of this nature can only beieaed

through co-operation. Traditional Healers roomsusthdoe

created in the health facilities so patients caelfr attend
and air their views without fear of being ridiculethese
healers’ rooms would be manned by TMPs.

income countries,
medicine

To ensure effective role of TMPs, it is importaotput
measures in place for their support whether finalhgi
psychologically and materially. Members of rural
communities should mobilize and committees be fafme
to oversee the extent to which financial supponldde
made through some form off revolving fund either by
contribution or proceeds from community owned
resources such as community farm products or asimal
At best, the National Health Insurance should be
discussed at length to incorporate financial suppor
TMPs and other Community Health Workers who are
notably doing effective work in health delivery.
Throughout discussion with TMPs and patients, itased
that TMPs need recognition and that; the orthodealth
orkers should see them as partners in the healtb ¢
delivery system and not just local practitionersthasy
view them. The community members should recognize
their role and respect them and avoid seeing them a
witches.

7.3. Training

Regular training is very important to enhance trarkw
of TMPs. This is in view of the fact that, new dises
whether general or specific continue to unfold a@veyal
ways. Regular in-service training will keep TMP$oim
about the types and nature of diseases and théyevih
position to address them. Sustaining the work ofPBNill
mean to train young ones to go into the field asaldl give
way. Judging from the survey conducted it was zedlithat,
about 78% of the TMPs are old with only 12% who iare
their late forties (40's).

7.4. Capacity Building of TMPs

District Assemblies and NGOs should help build the
gapacities of TMPs to enable them work in assamiatiith
health authorities and other organizations to eodaheir
gnerformance. With their capacities built, TMPs Wik in
e position to channel their grievances abour theéds to

the appropriate authorities for redress.
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